BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 8 NOVEMBER 2016
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 20 September 2016
b Action sheet from the meeting held on 20 September 2016

6.

Matters arising

7.

Medicines Safety Officer ‐ Presentation

All present

Jo Pollard

Safeguarding
8.

a Local Safeguarding Adult Board Report 2015/16
b Local Safeguarding Children Board Report 2015/16

9.

Chief Officer Briefing

10.

NHS Wakefield CCG Committee Terms of Reference

11.

Patient Engagement Annual Report 2015/16

Jo Pollard

Jo Webster

Andrew Pepper
Jo Pollard
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12.

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

13.

2016/17 Finance Report Month 6

14.

Auditor Panel Appointment

15.

Wakefield Health and Wellbeing Plan

16.

Receipt of minutes and items for approval

Andrew Pepper/Jo Pollard

Andrew Pepper
Sandra Cheseldine/
Andrew Pepper
Pat Keane

a Audit Committee
(i) Minutes of meeting held on 28 July 2016
b Integrated Governance Committee
(i) Minutes of meeting held on 18 August 2016
(ii) Minutes of meeting held on 15 September 2016
c Clinical Cabinet
(i) Minutes of meeting held on 25 August 2016
(ii) Minutes of meeting held on 22 September 2016
d Connecting Care Executive
(i) Minutes of meeting held on 11 August 2016
(ii) Minutes of meeting held on 8 September 2016
e Probity Committee
(i) Minutes of meeting held on 29 September 2016
f Health and Well Being Board
(i) Minutes of meeting held on 16 June 2016
g Decisions of the Chief Officer – verbal update
17.

Any other business

18.

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

19.

Date and time of next Public meeting:
Tuesday, 17 January 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 20 September 2016
Lightwaves Leisure Centre, Wakefield
Present:
Andrew Balchin

Corporate Director, Adults, Health &
Communities – Wakefield Council
GP, Pinfold Lane Surgery
Lay Member
Chair and Clinical Leader
GP, New Southgate Surgery
Lay Member
GP, Grove Surgery
Secondary Care Consultant
Chief Financial Officer
Chief of Service Delivery and Quality
Assistant Clinical Leader

Dr Avijit Biswas
Sandra Cheseldine
Dr Phil Earnshaw
Dr Deborah Hallott
Stephen Hardy
Dr Pravin Jayakumar
Hany Lotfallah
Andrew Pepper
Jo Pollard
Dr Adam Sheppard
In attendance:
Esther Ashman
Melanie Brown
Katherine Bryant
Lorraine Chapman

Head of Strategic Planning (item 16/188)
Programme Director Integrated Care
Governance and Board Secretary (minutes)
Head of Contracting and Performance (item
16/186)
Deputy Director of Nursing, South West
Yorkshire Partnership Foundation Trust (item
16/185)
Head of Quality and Engagement (item
16/186)
Associate Director – Service Delivery and
Quality
Chief Operating Officer
Head of Safeguarding (item 16/193)

Michael Doyle

Laura Elliott
Michele Ezro
Pat Keane
Mandy Sheffield
16/176 Welcome and Chair’s Opening Remarks

Dr Earnshaw welcomed all to the September meeting of the Governing Body. He noted that
the CCG’s Annual General Meeting would follow the meeting.
16/177 Apologies for Absence
Apologies for absence were received from:
Dr David Brown
Sharon Fox
Dr Andrew Furber
Dr Clive Harries
Rhod Mitchell
Karen Parkin

GP, Kings Medical Centre
Governing Body Independent Nurse
Director of Public Health – Wakefield Council
GP, Chapelthorpe Medical Centre
Lay Member
Associate Director Finance, Governance and Contracting
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Alison Sugarman
Jo Webster

Practice Manager, Northgate Surgery
Chief Officer

16/178 Public Questions and Answers
There were no public questions received.
16/179 Declarations of Interest
Agenda item 14: Stephen Hardy noted that he is a patient representative on one of the
Commissioners Working Together groups. It was agreed that this interest was not of a
material nature and therefore he could remain in the meeting and take part in the discussion.
Agenda item 8: Dr Philip Earnshaw noted that his reappointment as the CCG’s Chair and
Clinical Leader is mentioned in the Chief Officer report.
16/180 a. Minutes of the meeting held on 12 July 2016
The minutes of the meeting held on 12 July 2016 were agreed as an accurate record.
b. Action sheet from the meeting held on 12 July 2016
It was noted that all actions are complete.
c. Minutes of the meeting between NHS Wakefield CCG and NHS North Kirklees CCG held on
6 July 2016
The minutes of the meeting held on 6 July 2016 were noted.
16/181 Matters arising
There were no other matters arising.
16/182 Patient Story
Jo Pollard welcomed the patient and thanked her for attending the meeting. Jo explained how
important it is for members of the Governing Body to hear from patients about their
experience of local health services.
The patient described her experience of diagnosis with liver cancer and the subsequent
treatment and liver transplant. She expressed her thanks to the GP for identifying the problem
and referring her for early treatment.
It was RESOLVED that:
(i) Members of the Governing Body noted the patient story.
16/183 Chief Officer Briefing
Pat Keane presented this report. He noted that Dr Philip Earnshaw has been reappointed as
Chair and Clinical Leader for the CCG. Members of the Governing Body welcomed this news.
It was reported that Orchard Croft GP Surgery has recently undertaken a patient and
stakeholder engagement about their proposal to close the branch surgery at Netherton. As a
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result the CCG have received a number of petitions in relation to this issue.
On 3 May 2016 a petition was handed to Orchard Croft surgery addressed to NHS Wakefield
CCG. There were 236 signatories to the paper petition and an online petition on the
Change.Org website raised a further 208 signatories, there were 77 comments.
As a result of a template circulated with the Liberal Democrats newsletter by Cllr Finbarr
Cronin the CCG received 131 signatories, the first dated 10 July and the last 8 August 2016.
Mary Creagh MP also began an online petition. This has not been presented to the CCG but
has 174 “likes” and many “reactions”.
Orchard Croft Medical Centre are aware of the views expressed by local councillors and MP
and have offered a meeting with them in September 2016. Wakefield CCG, via, the Probity
Committee will take into account the outcome of this engagement in agreeing the future of
Orchard Croft Branch Surgery.
It was RESOLVED that:
(ii) Members noted the content for information and support on‐going developments outlined
in the content of the report.
(iii) Member noted receipt of the petitions regarding the Orchard Croft Surgery proposal to
close the branch surgery at Netherton.
16/184 Annual Audit Letter 2015/16
Andrew Pepper explained this letter prepared by the CCG’s external auditors provides a very
helpful summary of the financial year 2015/16. It confirms the auditors issued an unqualified
regularity opinion on the CCG’s 2015/16 financial statements. There was no value for money
issues identified. There was one recommendation that the CCG should attend the stocktakes
of Wakefield Metropolitan District Council to satisfy itself that the inventory it includes in its
Statement of Financial Position exists. Furthermore the letter confirms that the auditors have
nothing further to report, after the presentation of the ISA260 to the Audit Committee on 19
May 2016.
Sandra Cheseldine paid credit to the finance and governance teams for their work during a
very challenging year.
It was RESOLVED that:
(i) Members noted the Annual Audit Letter for 2015/16
16/185 South West Yorkshire Partnership Foundation Trust CQC Inspection
Jo Pollard introduced Michael Doyle from South West Yorkshire Partnership Foundation Trust
(SWYPFT). She explained that he was in attendance to provide a presentation update about
the recent CQC inspection. The inspection was published in June and found the Trust ‘requires
improvement’. A Quality Summit to consider the report was held on 14 July 2016 and a
representative from Wakefield CCG was in attendance at this meeting.
Michael Doyle provided a short summary of the Trust’s current operational base and services
provided. This was one of the first new style CQC inspections. The Trust welcomed the
inspection and viewed it as an opportunity to identify improvements. It focused on all
inpatient services and one third of community services.
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The CQC found all services to be ‘caring’. Although the overall rating was ‘requires
improvement’ 70% of services were good or outstanding. No areas were found to be
inadequate and there were no immediate compliance actions. It was noted that 60% of
mental health providers are rated as ‘requires improvement’, SWYPFT are not an outlier;
similar issues are recognised nationally.
Michael explained that following the inspection an action plan has been developed. This
included the four priority actions noted in the report. Actions detailed in the plan include
financial investment in mandatory training, a review of the internal inspection programme, and
a focus on resolving some issues with the patient record system (RIO). Following a meeting
with the CQC planned for 22 September, a copy of the action plan will be published.
Michele Ezro provided the Governing Body with reassurance that from a commissioning
perspective the CCG and SWYPFT have regular meetings and contract oversight.
A number of the GPs noted concerns that the services provided by SWYPFT feel ‘distant’; there
is not a proper interface with primary care. It was noted that this is a particular issue for
Children and Adults Mental Health Services. Michael agreed to take these comments back and
build on the development currently underway.
It was RESOLVED that:
(i) Members noted the presentation from SWYPFT about the outcome of the CQC inspection
and actions being taken to address areas for improvement
16/186 Integrated Quality and Performance Summary Report
Laura Elliot and Lorraine Chapman joined the meeting.
Lorraine noted that the performance report shows MYHT did not meet Urgent Care targets
during July. The Trust has cited that a high level of attendances contributed to the poor
performance. A new system wide group focused on urgent care has recently been established.
MYHT are trialling a new rapid assessment and treatment model.
During July one operation was cancelled due to non‐clinical reasons. The patient has now
been treated and the CCG have issued a performance notice to MYHT. As a result of this
breach the CCG will not meet this zero‐tolerance target.
With regards to referral to treatment targets (RTT) the CCG has not met the required standard
for June and July. In addition, MYHT has also not met the required Sustainability and
Transformation Fund (SFT) trajectory. A recovery plan was presented to MYHT Board in
September and is due to commence in September 2016.
The CCG has not met the required standard for six week diagnostics in June or July. There has
however been significant improvements seen in July and MYHT have met the STF trajectory for
the same period.
Neither of the cancer targets (62 Day Screening and GP Pathways) has been achieved in July. It
was noted that the 62 day GP referral pathway standard has not been met for the last three
months. Lorraine explained that an action plan is in place at MYHT to address this
underperformance.
Yorkshire Ambulance Service (YAS) has not met the required target for Ambulance Response
times in June or July. However acute trust handover did show some improvement. It was
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noted that there has been a significant increase in demand.
Laura noted overall rating of ‘good’ CQC reports for Chapelthorpe Medical Centre, New
Southgate Surgery, King Street Health Centre, Riverside Medical Centre, Castleford Medical
Practice, Almshouse Surgery, Stuart Road Surgery and Dr Singh & Partners.
A number of patient safety walkabouts have taken place, which identified numerous areas of
good practice. These included visits to the Prince of Wales Hospice, new Eye Centre, Gate 12
(acute assessment unit) and Gate 46 (paediatrics) at Pinderfields Hospital.
The national GP Survey has recently been published. The latest results show that overall
experience and satisfaction with opening hours in Wakefield is above the West Yorkshire and
national average.
Laura outlined a number of areas for improvement, these included issues identified during the
patient safety walkabout to Gate 43 (elderly care). These included issues relating to storage of
medication, meeting basic care needs, cleanliness and lack of communication with families. A
number of immediate actions were taken by the Trust to ensure patients were safe.
Concerns were raised about nurse staffing levels at MYHT. Laura confirmed this is discussed
regularly at the Executive Quality Board and a monthly report is provided by the Trust.
Recruitment is being targeted on the areas with the highest vacancy rates i.e. emergency
department and theatres. It was noted the MYHT Chief Nurse (David Melia) will attend a
future meeting of the Integrated Governance Committee to report on this issue in more detail.
It was RESOLVED that:
(i)

Members noted the current performance against the CCG strategic objectives and Quality
Premium; and
(ii) noted the full unabridged versions have been presented at the Integrated Governance
Committee in July and August 2016. Assurance has been provided verbally and through
exception reporting.

16/187 Mid Yorkshire Hospital Trust – Surgical Reconfiguration Update
Pat Keane reminded members that in July 2016 the Governing Body (alongside North Kirklees
CCG) endorsed recommendations of the Programme Executive Group (TPEG) and agreed to a
number of changes at MYHT. These were subject to a number of caveats which focus on
quality, safety and efficiency. These changes are part of ‘Meeting the Challenge’ Acute
Hospital Re‐configuration.
Jo Pollard reminded members about process followed, which included a ‘star chamber’ which
focused on quality indicators. This process confirmed there was mitigation in place to address
potential risks associated with early reconfiguration.
It was reported that TPEG met on 5 August 2016 and received assurance which included
confirmation that there had been a positive trend in relation to reducing the number of
medical patients being accommodated in surgical beds. Furthermore the volume of occupied
bed days due to patients with a length of stay in excess of 14 days had decreased. Based on
this assurance the decision of the TPEG was to proceed with the changes over the weekend
from 16 to 19 September 2016.
Pat Keane confirmed that initial reports suggest the changes went smoothly and there were no
issues.
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It was noted that changes planned for March 2017 are more significant and will have a wider
impact on the system. Further assurance will be sought at this point, before the changes are
approved.
It was RESOLVED that:
(i)

Members noted the recommendation of the Mid Yorkshire Health and Social Care
Transformation Programme Executive (TPEG) to proceed with the reconfiguration of
acute surgery in September 2016

16/188 Sustainability Transformation Plan
Esther Ashman joined the meeting.
Pat Keane explained during spring and summer 2016 the Sustainability Transformation Plan
has been in development. Wakefield CCG are in a strong position because there are already
clear ideas about what the organisation wants to achieve. A final draft of the STP will be
submitted during November 2016.
Esther Ashman highlighted the requirements for the plan which must cover the whole health
and social care system for a five year period and focus on the three gaps (health and
wellbeing, care and quality, finance and efficiency).
The draft STP has been discussed at a Health and Wellbeing Board development session at
which the headline principles were agreed. These are:
 Person Centred Approach
 Commitment to increasing digital literacy
 Brave challenging ownership culture
 Commitment to a ‘prevention comes first’ approach to finance
 Bringing communities with us
 Acknowledge the political element to our conversations
 Embed what we know already works
Actions to address the health and wellbeing gap will focus on opportunities for prevention.
Much of this work is not new to the district, it is already ongoing. Work has started to model
targets for the full five year period. These include a 2% reduction smoking prevelance which
would result in a 2% reduction in attributable admissions. It is calculated that this would give
recurrent savings of £100,000 per annum.
The care and quality gap will be addressed by system wide actions focused on six clinical
priorities. These are monitored by the Improvement and Assessment Framework. The
framework is intended to embed a ‘triple aim’ in how CCGs work with NHS England: better
health for their local populations, better care for patients, and better value for the taxpayer.
Areas of focus will include learning disabilities, cancer, dementia and maternity.
In order to address the finance and efficiency gap PwC have been commissioned by the CCG
and Local Authority to produce a ‘Single Version of the Truth’ which costed the ‘do nothing’
situation. The report helps to scale the savings required by the Wakefield health and social
care system. It was noted that following preparation of this work the underlying assumptions
have changes as a result of amendments to national guidance
PwC have identified three key transformation opportunities going forward. These include a
fully integrated model of accountable care, an optimised back office for Wakefield and
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collaboration between acute care providers.
Local governance will facilitate delivery of the STP. The Health and Wellbeing Board has a lead
member for each work stream.
Esther concluded by highlighting the timetable for submission of the STP, with a final draft by
23 December 2016.
It was RESOLVED that:
(i)

Members noted the presentation

16/189 Commissioners Working Together (South Yorkshire) Establishment of Joint Committee of
CCGs
Katherine Bryant presented this paper explaining that as part of the Sustainability and
Transformation Plan the CCG recognises that the development and implementation of service
changes in South Yorkshire will have an impact on Mid Yorkshire Hospitals Trust and the
population of Wakefield and in particular in relation to any potential changes to hyper‐acute
stroke services and children’s services.
It was acknowledged that it is important that Wakefield has a place at the table to influence
and contribute to decisions about major programmes that will need to be developed and
implemented.
It is therefore proposed that NHS Wakefield CCG should join the Commissioners Working
Together joint committee. Involvement will however be limited to hyper‐acute stroke services
and children’s services. It was noted that no commissioning decisions will be delegated to the
committee.

Members of the Governing Body are invited to appoint Chief Officer and Chair (or their
appointed designates) as the NHS Wakefield CCG representatives on the joint committee.
Katherine explained that unlike other CCGs involved with the joint committee, the NHS
Wakefield CCG constitution will not need to be updated to include reference to the joint
committee. This is because the CCG will not delegate any commissioning decisions to the joint
committee.
It was noted that the Commissioners Working Together joint committee will hold its inaugural
meeting on 4 October 2016 which is timely for the South Yorkshire and Bassetlaw
Sustainability and Transformation collaborative partnership board and formal consultation
period for two major change programmes.
It was RESOLVED that:
i)

ii)

iii)

Members agreed that NHS Wakefield CCG will join the Commissioners Working Together
joint committee, however with regard to commissioning powers no authority will be
delegated to the joint committee;
Noted that other CCGs involved with the joint committee will need to commence the
necessary governance steps to establish a joint committee, specifically updating the CCGs
Constitutions and Scheme of Delegation. This will not be required for NHS Wakefield
CCG;
Appoint the Chief Officer and Chair (or their appointed designates) as the NHS Wakefield
7

iv)
v)

CCG representatives on the joint committee;
Formally support the establishment of the Commissioners Working Together joint
committee and its inaugural meeting in October;
Delegate to Jo Webster and Dr Phil Earnshaw the action of taking forward the
development of the joint committee.

16/190 NHS Wakefield CCG Conflicts of Interest Guidance
Katherine Bryant presented this paper advising that in June 2016 NHS England published
revised statutory guidance for managing conflicts of interest.
Katherine highlighted the key changes in the revised guidance commenting that 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.
It was noted that the Audit Committee have been kept fully up to date in relation to the new
guidance and an annual review of the process has been included in the CCG’s Internal Audit
workplan.
Katherine advised that there will be some on‐line mandatory training for staff noting that 90%
compliance needs to be achieved by 31 January 2017.
The Conflicts of Interest Policy will be presented to the Integrated Governance Committee for
approval in October 2016.
It was RESOLVED that:
(i)

Members noted the new NHS England Conflicts of Interest guidance and the implications
for all members of the Governing Body;
(ii) approved the appointment of Sandra Cheseldine (as chair of the Audit Committee) as the
CCG’s Conflicts of Interest Guardian; and
(iii) Members agreed to delegate authority 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.
16/191 NHS Wakefield CCG Risk Register
Andrew Pepper presented this report noting that as of 8 July 2016 there were 70 risks on the
risk register, 9 marked for closure at the end of the cycle leaving 61 live risks (an increase from
58 at the end of the previous review period). Details of the serious risks and a copy of the Risk
Dashboard are included in the report.
A discussion followed and it was noted that the number of risks and the risk scores have
increased from the previous report. Andrew Pepper confirmed that all risks are regularly
reviewed and monitored and this included a requirement to identify and inform the Clinical
Lead of relevant risks. All Clinical Leads have access to the risk register.
It was RESOLVED that:
(i)

Members noted the Risk Register as at 8 July 2016.

16/192 Finance Report 2016/17 Month 5
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Andrew Pepper presented the finance report to month five. The trends evident at the July
Governing Body have continued.
The CCG is showing a breakeven position to date and at year end. This is including achievement
of the required surplus of £5,935k. However there are risks to this position including
overtrades on Mid Yorkshire Hospitals NHS Trust (MYHT) and other non‐NHS provider
contracts.
The report includes a price and volume analysis for Mid Yorkshire Hospitals Trust, this shows
that the main areas of overtrade are within Outpatients Procedures and Reviews and Non
Elective Inpatients. Both are showing a higher than out‐turn position on last financial year.
This is slightly off set by an under‐trade on elective activity.
The risks and opportunities section of the report outlines progress by the CCG to manage and
mitigate a number of risks. This includes legacy and transition costs; a system‐wide meeting
has been arranged to progress this issue.
Following the decision by NHS England to increase the Funded Nursing Care (FNC) rate by 40%,
this risk has been consolidated into the position by releasing contingency funds.
Andrew Pepper provided assurance to Governing Body that the risks and opportunities analysis
is considered by the Executive Team on a weekly basis. It was noted that based on recent data
received by the CCG the gap will widen before it narrows again.
Work continues with acute providers to push initiatives including e‐consultation, end to end
pathway reviews (with limited follow‐ups), reducing unwarranted variation and non‐elective
improvement schemes.
Pat Keane drew attention to ongoing work with Clinical Cabinet to agree number of proposals
to accelerate delivery in‐year. In addition the Integrated Governance Committee has received
regular ‘deep dive’ reports.
Sandra Cheseldine welcomed the clear focus the Executive Team has on the situation.
However she noted that the CCG are largely reliant on MYHT to implement the changes
needed to resolve the situation.
It was RESOLVED that:
(i)

Members receive and note the contents of the report.

16/193 Safeguarding
(i)

CCG Adult Safeguarding Annual Report 2015/16

Mandy Sheffield joined the meeting.
Jo Pollard introduced the report which details the safeguarding adult activity undertaken by
the NHS Wakefield CCG and all the NHS providers within the Wakefield district. She thanked
Sharon Fox and Jane Wilson (Designated Nurse Adult Safeguarding) for all their work on this
area during the year.
Mandy explained that this was the first year the CCG’s responsibilities for safeguarding adults
had been on a statutory footing. The CCG are a key partner of the Safeguarding Adult Board,
of which Sharon Fox is the deputy chair. Although there has been an increase in referrals there
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have been fewer alerts resulting in a formal section 42 enquiry. This is because policy and
procedures now including a risk management approach which ensures a more proportionate
response.
It was RESOLVED that:
(i) the Governing Body support and note the content of the report.
(ii) CCG Children Safeguarding Annual Report 2015/16
Jo Pollard introduced the report which details the assurances NHS Wakefield CCG has received
that indicate all statutory responsibilities have been met within the last year. In addition, this
report details safeguarding children and child protection activity within the Wakefield district
to provide the context for the provision of services. She thanked Dr Ann Carroll, Dr Deborah
Hallott and Mandy Sheffield for all their work on this area during the year.
Mandy Sheffield explained that the number of children at risk of abuse and neglect is now
lower than at any point in the last 7 years. It was noted that this reduction is likely to be the
result of significant investment of resource, and the development of early help hubs. But the
categories of abuse have not changed during this period. Neglect and emotional abuse remain
the largest categories.
As part of the CCG’s responsibilities training compliance is actively monitored. Mandy
confirmed that the improvement in the compliance with mandatory safeguarding children
training seen in 2014/15 has slipped slightly in all organisations this year.
It was noted that this dip can be explained because organisations which have a ‘purge’ on any
area of mandatory training find that large numbers of staff become non‐compliant in the third
year.
In November 2015 NHS Wakefield CCG (and the health community) was inspected by the
CQC under their Children Looked after and Safeguarding Inspection Framework. Members
were reminded that the report from the inspection was presented to the Governing Body in
January 2016. An action plan continues to be performance managed by the CCG. A final report
will be presented to the Governing Body when the recommendations have been achieved.
It was noted that the Multi Agency Safeguarding Hub (MASH) is still viewed as best practice.
However the arrangements are continually being reviewed to ensure they are efficient.
It was RESOLVED that:
(i) the Governing Body/Committee accept this annual report as assurance in relation to Health
Community in Wakefield’s commitment to safeguarding and promoting the welfare of
children.
(iii) Health of Looked after Children report 2015/16
Jo Pollard introduced this report. She explained that the report was compiled by the
Designated Doctor for Looked after Children who leads the dedicated team at Mid Yorkshire
Hospitals Trust. She recognised and acknowledged the significant improvement over the past
year.
Mandy Sheffield explained that Looked After Children usually have poorer health outcomes. It
is therefore imperative that these children have timely health inspections.
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A discussion followed regarding the ways in which the CCG monitors the work of the
designated doctors for safeguarding / looked after children. Dr Hallott noted that regular
meetings now take place.
It was RESOLVED that:
(i)

the Governing Body/Committee accept this annual report as assurance regarding the
responsible commissioner responsibilities for the health of looked after children (LAC).

16/194 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 19 May 2016.

16/195 Minutes of Integrated Governance Committee
Dr Phil Earnshaw presented the minutes from the Integrated Governance Committee meetings
held on 16 June and 21 July 2016.
It was RESOLVED that:
(i)

Members noted the minutes of the Integrated Governance Committee meetings held on
16 June and 21 July 2016.

16/196 Minutes of Clinical Cabinet
Dr Sheppard presented the minutes from Clinical Cabinet held on 9 June, 23 June and 28 July
2016.
It was RESOLVED that:
(i)

Members noted the minutes of the Clinical Cabinet meetings held on 9 June, 23 June and
28 July 2016.

16/197 Minutes of Connecting Care Executive
Mel Brown presented the minutes from Connecting Care Executive held on 9 June and 14 July
2016.
It was RESOLVED that:
(i)

Members noted the minutes of the Connecting Care Executive meetings held on
9 June and 14 July 2016.

16/198 Decisions of the Chief Officer
Pat Keane confirmed there were no decisions of the Chief Officer to report.
16/199 Any other business
There was no 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).

16/200 Date and time of next Public meeting:
Tuesday, 8 November 2016, 1.00 pm in Boardroom, White Rose House.
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It is recommended that the Governing Body support and note the content of the report.
Executive Summary:
NHS Wakefield CCG is asked to consider the Wakefield and District Safeguarding Adults Board (WDSAB) annual
report for the year 2015/16 both as assurance to the Governing Body regarding the state of the district, and as
an opportunity for the Governing Body to raise issues of concern for the attention of the WDSAB.
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:
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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

WDSAB Partner agencies
Overview and scrutiny committee
This report is presented on an annual basis
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Wakefield and District Safeguarding Adults Board Annual Report 2015/16

Risk Assessment:
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1. Foreword from the
Safeguarding Adults Board 		
Chair
The important groundwork which the Board put in to ensure
that we were ready to implement the Care Act from 1st
April 2015 placed us in a strong position to go forward and
implement the new legislation. This work included:
• A new Strategic Plan covering a 3 year period
• Revised multi-agency policy and procedures (shared with
other areas in West and North Yorkshire)
• A revised constitution and a refreshed partnership
agreement for Board members
The Care Act requires a transformation in adult safeguarding
practice and culture. This report sets out the detail of those
changes in procedure but it is the culture change which is
more profound. Previous guidance encouraged a process
driven approach to safeguarding which tended, across
the country, to result in people often feeling that they had
no control or any real say over the key decisions being
taken. New guidance puts the person at the heart of adult
safeguarding and the focus is on working with the person to
identify the outcomes they want as a result of safeguarding
support.
This, in turn, also requires a new concept of risk. There is a
starting presumption that all adults have the capacity to take
decisions about their own lives (and there is a requirement
to provide support for those who do not have that capacity).
Adults may make decisions that professionals might not
agree with - for instance about their relationships - but the
task is to work alongside people to help them manage and
minimise risk rather than limiting their freedom of choice in
order to eliminate risk completely.
These concepts, which are central to the way of working
now required, are encompassed in the initiative called
Making Safeguarding Personal. This is a programme
of work, supported by the Local Government Association
and the Association of Directors of Adult Social Services,
designed to promote and share good practice and to
embed a person-centred approach to adult safeguarding.
As this reports sets out, progress on Making Safeguarding
Personal has been slower in Wakefield than we would have
wished. However, we are not alone in this and some good
preparatory work has already been done. Information on
outcomes has been captured and analysed for several years
in Wakefield and generally shows positive results and so
we can build on that. The move to a specialist safeguarding
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team in the council should help to focus the development
of this new approach in the coming year but it is important
to recognise that Making Safeguarding Personal is the way
forward for all partners - the Police, the Health Services and
care providers - and the Board will continue to champion
these changes across the whole system.
One of the Board’s key roles is to assure itself that the
safeguarding arrangements in Wakefield are working well
and in the interests of the local community. The quality of
performance reports to the Board are much improved and
enable us to highlight issues for further scrutiny or action
and there has been some good work done on re-introducing
multi-agency case file audits. A recent internal audit of
the Board’s work by council staff was positive and there
were only relatively minor issues to be addressed. This has
provided helpful, external reassurance that the Board is
going about its work properly.
We have also had the findings from the first two
safeguarding reviews commissioned by the Board - the
details of which are set out in the report. Both related to
the deaths of a person living in the community and both
were subject to an inquest. Despite the very sad outcomes
in these cases the independent reviews did not find that a
failure in services was a factor and this was also confirmed
in the inquests. However, the Deputy Coroner has asked that
we review whether joining the Multi-Agency Safeguarding
Hub (MASH), which is already in existence for children’s
services, would improve inter-agency working. This review
is due to report back to the Board in September 2016. The
Board also concluded that the process of commissioning an
independent author to review serious cases was too time
consuming and resulted in a long delay before the findings
were known. This is not helpful as the main purpose of a
safeguarding review is to identify the lessons to be learned.
An alternative procedure has therefore been developed
whereby the independent author would oversee more of
a workshop approach with relevant staff rather than an
elongated process of reviewing all documentation.
The report sets out the importance of distinguishing
between concerns about the quality of care services (which
need to be addressed by providers, commissioners and
the regulators) and safeguarding concerns that may need
investigation. This is crucial as it is in no-one’s interest to put
all concerns into the safeguarding system when quicker and
more effective solutions may be available. However, there
is always the risk that poor quality care may lead to abuse
and neglect if it is not dealt with effectively at an early stage.
The annual report includes some data from the Care Quality
Commission which shows that the quality of care services
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in Wakefield is broadly in line with the rest of West Yorkshire
but with a worryingly high proportion of inadequate services
compared to the national average. This reinforces the
importance of the work of the Board’s Quality Intelligence
Group which shares information about services at an early
stage so that suitable action to intervene can be agreed.
Some very productive work has been done at a regional
level with the office of the Police and Crime Commissioner
and this has led to more focused discussions with the
Community Safety Partnership on the contribution that adult
safeguarding makes to the overall strategy for Wakefield.
We have also continued to work closely with the Children’s
Safeguarding Board and this was evident in the impressive
range of sessions available during the Safeguarding Week in
early March. A joint development session for members of the
two Safeguarding Boards, the Community Safety Partnership
and the Health and Wellbeing Board is planned for June
2016 to build on the work of that week.
As the report says, this will be another transitional year as
we seek to embed person-centred working across the new
system and assess the impact of the new safeguarding
team. I look forward to working with the Board on these
important tasks.
Bill Hodson
Independent Chair

2. Foreword from the
Chief Executive
This has been another challenging year as we seek to embed the
legal framework changes and the way in which we safeguard the
most vulnerable adults in our society. I have been delighted by the
way in which all partners, through the Safeguarding Adults Board,
have worked together to ensure that Wakefield District is meeting
these new challenges around protecting and supporting our most
vulnerable residents.
The Court of Appeal landmark ruling on the Cheshire West
Deprivation of Liberty Safeguards (DoLS) in March 2014 which
lowered the threshold at which vulnerable adults received protection
under these safeguards resulted in a massive increase in workload
around requests for assessments, which continues to put additional
strain on services at a time of unprecedented challenges for public
services.
The Care Act 2014 placed Adults Safeguarding, and the
Safeguarding Adults Board, on a statutory basis for the first time
with effect from 1 April 2015. As well as giving a clear message
on the importance of Adult Safeguarding, the statutory guidance
also emphasises the importance of person-centred approaches:
making sure that the vulnerable person at risk of abuse has the
maximum possible control over events and processes which affect
them.
I am reassured by the way in which the Annual Report demonstrates
how Wakefield District has risen to these challenges. The practice
of safeguarding adults has changed and the recording and
performance management systems are now fast catching up
now that we know the national reporting requirements. It also
reflects the good progress made by the Safeguarding Adults Board
to continually improve our support and protection of adults in
Wakefield in order for them to live safe from harm and exploitation,
and to have their needs met with dignity and respect.
Over the next year, I look forward to the Safeguarding Adults
Board continuing to provide reassurance, advice and guidance on
safeguarding processes and ensuring that these result in better
outcomes for vulnerable people. However, it remains incumbent
on all of us to protect and support our most vulnerable residents,
whether as public agencies, carers, family members or neighbours.

Joanne Roney OBE
Chief Executive
Wakefield Council
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3.		

National Context

The implementation of the Care Act in April 2015 and the statutory
adult safeguarding requirements has been a major challenge for
local authorities and all partnership Safeguarding Adult Boards.
The Care Act seeks to make a clear distinction between abuse
which requires an enquiry by the local authority (which may also
require a criminal investigation depending on the nature of the
concern) and concerns about the quality of service, which should be
a commissioner and Care Quality Commission (CQC) led response.
The safeguarding element of the Care Act is about empowering the
person to make decisions for themselves and helping them achieve
the outcomes they desire. The focus is on achieving the desired
outcomes, not the method of achieving them, so the safeguarding
response can be wide-ranging depending on the circumstances.
The Care Act does qualify this with a requirement that any approach
must be fair to all concerned.
The CQC received new statutory powers in April 2015 in order to
enforce the new quality fundamental standards or ‘Mums’ test for
service providers. This has reinforced the Care Act principles of
separating a quality of service response with the power to enforce
the required improvements from a safeguarding response to
allegations of abuse.
The Care Act changes required a complete update of our
safeguarding procedures. The West and North Yorkshire consortium
were able to produce updated procedures for the April 2015
implementation, but not all areas in the country were able to do
this, with the updated pan-London procedures not being brought
into use until December 2015. Our regional procedures retained
the traditional case conference pathway, but introduced the risk
management pathway to allow practitioners the freedom to do
whatever was required to meet the adults’ desired outcome and
thus comply with the Care Act safeguarding guidance.
The Care Act safeguarding guidance is imprecise and open
to interpretation on some key issues, particularly around what
constitutes abuse and a Section 42 enquiry. Many local authorities
are following the principle of a concern meeting the Care Act
definition being recorded as abuse, even if it is resolved with a
phone call. An equal number of local authorities are making initial
enquiries and deciding it is a quality of service issue and not
recording it as a safeguarding concern.

In September 2015 the HSCIC informed local authorities of what data
they required for 2015/16, but qualified this with the requirement
for some mandatory data and some data being discretionary as it
was recognised many authorities would not be able to meet the
requirements this year.
The HSCIC have asked local authorities to report on all safeguarding
concerns which meet the S42 Care Act criteria but, as we know
through regional and national networks, this is being interpreted
differently. It may be some time before the HSCIC resolves this and
local authority’s record using the same criteria to make the national
data more meaningful.
The Care Act safeguarding guidance was amended in March 2016
to try and deal with some of the anomalies in the original guidance,
but it still remains imprecise and open to interpretation in many
parts. The main change in the new guidance is the removal of
reference to the Designated Adult Safeguarding Manager (DASM)
role. This will require amendments to the policy and procedures,
but as the work of the DASM in Wakefield was always seen as
comprising functions already undertaken in our safeguarding
process, it will not have any major impact locally.
This year is definitely another transitional year and this is reflected
in our local data which is intricately linked to the case conference
process. The case conference safeguarding pathway was retained
in the April 2015 Care Act compliant updated procedures, but this
is becoming the pathway used only for allegations against paid
employees to ensure a fair process can be demonstrated.
The vast majority of safeguarding concerns have followed the new
risk management pathway. However, because we did not know
what we would have to report on until September 2015, we have
had to develop a system to capture the risk management data that
will not be available until next year.
Much of the current performance information is therefore based
on a very small number of cases which have followed the case
conference pathway. Also, because our satisfaction survey is
currently linked to the case conference process, the survey
completion rate is very low. The performance data must be
considered in this light, but the work has been done to improve our
local data for 2016/17 onwards.

Both approaches are legitimate because of the imprecise nature
of the Care Act safeguarding guidance, but the outcome will be
significant differences in the number of Section 42 enquiries
recorded by the local authorities who take the different approaches.
This will create problems in benchmarking performance across
localities.
The national reporting requirements are managed by the Health
and Social Care Information Centre (HSCIC). For a number of years
the national reporting requirements have reduced to only having
to report on fully investigated cases reaching a case conference
which was beginning to make the national data meaningful.
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4. Board Structure
Wakefield and District Safeguarding Adults Board
(WDSAB) Structure

Business Team to support all Board and Sub Group work

Safeguarding Adults Board Business Manager - Michael
Wharton
Safeguarding Adults Board Administrator - Jayne Freeman

Independent Chair
Bill Hodson
Safeguarding Adults Board

Representatives from member organisations committed to
safeguarding vulnerable adults in the district with an agreed
Constitution, Business Plan and sub groups of the Board to
achieve the plan objectives.
ALL sub groups work to terms of reference agreed by the
WDSAB.
Training Sub Group
Chaired by Heather David Independent Sector
Representative / Lay Member

The group takes its work plan from the objectives set out
in the overall Business Plan. The sub group has delegated
responsibility for safeguarding awareness raising and all
aspects of training with a preventative focus in mind, but
ensuring staff know how to deal with concerns when they
arise.
Quality and Performance Sub Group
Chaired by Lisa Willcox Service Manager for Strategic
Safeguarding and Care Act Implementation (Wakefield
Council)

The group takes its work plan from the objectives set out
in the overall Strategic Plan. The sub group has delegated
responsibility for formulating the performance management
information presented to the Board and quality issues linked
to practice development from audits and learning from
review processes.
Quality Intelligence Group
Chaired by Jane Wilson Designated Nurse for Safeguarding
Adults (Clinical Commissioning Group)

This is a sub committee of the Quality and Performance Sub
Group and considers information regarding service provider
quality standards. Its aim is to identify provider concerns
before they become safeguarding issues and work with
providers to improve standards. It reports to the Quality and
Performance Sub Group, but also reports annually to the
Board in its own right.
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5. Board Key Objectives and 		
Outcomes 2015/16
Key Strategic Objectives
Set out below are the Board’s key objectives during this
review period that were reflected in the Board’s Strategic
Plan, which partners worked together to achieve.
1. Board members will champion active and effective adult
safeguarding within their own organisations and ensure
that commissioning processes have strong safeguarding
themes

The Constitution of the Safeguarding Adults Board was
updated in January 2016 to ensure it fully reflects the
aspirations and operating practices of the Board and its sub
groups.
Board members completed the self-assessment
safeguarding audit tool and participated in challenge events
with the Board Chair to examine the partners’ approach
to safeguarding through leadership, training for a skilled
and knowledgeable workforce, person-centred approach,
challenges to success and plans to overcome them.
The Local Authority and Clinical Commissioning Group
agreed to continue with their funding for the Board and for
the first time, the third statutory partner, the Police, agreed
to make a financial contribution to assist the Board meeting
its statutory responsibilities for the 2016/17 financial year.
The Local Authority’s Internal Audit department conducted a
review of the Safeguarding Adult Board and its effectiveness
in meeting its objectives. The audit report found the
Board mostly effective with a number of relatively minor
recommendations which the Board discussed in April
2016. Most of the recommendations were accepted and
immediately implemented with a full response to the
updated action plan returned to Internal Audit.
2. Board partners to have an approach to safeguarding that
is firmly based on the outcomes that adults want to achieve
in their lives.

The safeguarding procedures have contained a requirement
to complete an outcomes survey at the end of the case
conference process for the last four years. This has informed
us about the effectiveness of our safeguarding process in
terms of being person-centred. Last year the Local Authority
signed up to the Making Safeguarding Personal (MSP)
bronze level and MSP featured prominently in the Care Act
safeguarding guidance.
It was recognised we would have to amend our current
process to ensure it was more MSP compliant. We therefore
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piloted some new surveys and a new process with two
operational teams from January to April 2015. These pilots
were not successful due to the reduction in safeguarding
concerns being taken to a case conference as a result of
the pre Care Act safeguarding guidance separating care
quality concerns from abuse issues and our response
to it. It was recognised that the new risk management
approach would reduce the number of case conferences
even further, so a whole system approach linking MSP to
a revised performance management system was required.
This work began in September 2015 with trials of a new risk
management template and CareDirector changes for the
performance management system.
The Board produced new written information for service
users, new safeguarding leaflets and posters. The Board
also developed MSP surveys with a procedure to include
literature on outcomes at the outset, mid-point and end of
the process. Consultation took place with Board members
and service users via the CCG’s Public Involvement and
Patient Experience Committee (PIPEC) on the new MSP
literature.
The intention was to complete all the work ready for
implementation in April 2016, but the operational testing of
the new risk management recording system and its links to
MSP have required a number of revisions to reach a final
template. It is anticipated this will be completed by June
2016 and it combines operational recording, performance
management information and a requirement for adherence
to an MSP process whenever an identifiable adult is
involved.
3. Use information and data to have an overview on how well
adult safeguarding is working and taking responsibility for
actions to make any improvements needed

The Board has had comprehensive safeguarding
performance information for some time based on the
national reporting requirements and local information we can
provide in addition to the national requirements. These data
sets have been reasonably stable for the last two years, but
have now changed completely due to the Care Act changes.
It was not clear what the national data requirements for this
year would be until late September 2015. What has been
clear locally is the reduction in cases following the enquiry
and case conference pathway which is all we previously
had to report on nationally due to more cases following the
risk management pathway. A risk management template
was developed to begin capturing the safeguarding data
for concerns following the risk management pathway. This
template has been aligned with the MSP data capture
requirements and changes to the Local Authority data
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information system, CareDirector, but this information will
not start being collected until June 2016. Although we will
have a gap in some of our performance information for this
year, this will be offset by the improved quantity and quality
of the data the new system will capture.
All the current performance management information
available to the Safeguarding Board is extracted from
Local Authority data. Environmental scanning has been
undertaken to see what additional information from partner
agencies would add meaningful information to the current
data, but none has been identified as yet. The Police and
Crime Commissioner’s Office have agreed to review the
Police information to try and identify a data set which can
be provided to all the adult and children boards across West
Yorkshire and we await further developments on this.
4. Making sure that the local workforce is skilled and
knowledgeable and that there is a culture of continuous
learning and development to ensure service delivery is
effective

The Training Sub Group of the Board amended its terms of
reference in the Board Constitution to be more reflective
of its activity and ability to deliver the terms of reference.
There is no single training strategy for the Board partners
and the diverse adult workforce employed by the partners.
The Training Sub Group therefore requires the members to
train their staff to the recognised national standards and
to provide a quarterly update on their adult safeguarding
training activity. This is then collated to be presented to the
Board as numerical assurance that safeguarding training is
taking place and this information can be followed up in the
challenge events.
Learning is also derived from Safeguarding Adult Reviews.
Two safeguarding independent lesson learned reviews were
finalised during the reporting year, both of which concluded
that no one could have predicted the events and partner
agencies acted appropriately. One of the reviews has an
action plan mainly relating to a requirement to assure
ourselves about the awareness levels across the partnership
of the Mental Capacity Act and recording practices. The
Quality and Performance Sub Group is overseeing the action
plan and reporting to the Board.
Both reviews were considered by the Coroner at an Inquest
with the safeguarding report being provided and the
independent author being called as a witness to present
the report. Both Inquests concluded partner agencies acted
appropriately, but the case with the action plan received a
Regulation 28 letter from the Deputy Coroner to the Local
Authority Chief Executive and Chair of the Board for a MultiAgency Safeguarding Hub (MASH) for adults be considered.
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The Local Authority had already made the decision to
create an Adult Social Care safeguarding team to improve
consistency in its approach to safeguarding and effective
service delivery. This will now be aligned with the adult
MASH considerations as part of the working practices
for the new safeguarding team. The timescales for the
establishment of this team are to be in place by May /
June 2016 and to report back to the Safeguarding Board
and Chief Executive on working practices and MASH
considerations by September 2016.
5. Effective governance and close working relationships
with the Safeguarding Children Board, the Health and
Wellbeing Board and the Community Safety Partnership

The co-ordinators from all the partnerships boards have
regular meetings. These meetings are to ensure there is
clear leadership and accountability on the Local Service
Board’s District Outcomes Framework and that safeguarding
issues are pertinent to all the partnerships. Where overlaps
are identified there is an identified partnership lead forum to
hold commissioners and service providers to account.
A refreshed Adult and Children Boards, and Community
Safety Partnership (CSP) operating protocol has been
agreed.
The Safeguarding Adult and Children Boards, and
Community Safety Partnership representatives attended a
Police and Crime Commissioner (PCC) hosted event looking
at the common threats and challenges for all boards across
West Yorkshire, recurring themes were identified for more
efficient combined action.
The Adult and Children Board representatives from
across West Yorkshire attended another Police and Crime
Commissioner hosted event to present their annual reports
for 2014/15, the interface with the current PCC crime
plan and how the crime plan for 2016/17 can be more
safeguarding focussed was discussed .
The Safeguarding Adult Board Business Manager (SABBM)
continues to attend the Children Board meetings; CSP led
Domestic Abuse Management Board, Multi-Agency Risk
Assessment Conference (MARAC) steering group, Strategic
Hate Crime Group and the Contest Silver Group. The
Safeguarding Children Board Business Manager continues to
attend the Safeguarding Adult Board meetings.
In November 2015 the Adult and Children Boards and the
CSP combined to launch the new District Domestic Abuse
Service where Wakefield Council was awarded White Ribbon
Status in recognition of the work it does to support those
affected by domestic abuse. The White Ribbon campaign
is an international campaign to stop domestic violence
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against women. To be awarded the status, the Council
has demonstrated its continued commitment to raising
awareness of domestic abuse and supporting those to help
end it.
At the end of February / beginning of March 2016 the
Adult and Children Boards, together with the CSP worked
together to deliver Safeguarding Week. This involved a week
of themed presentations on a variety of subjects delivered
by all three partnerships. The Safeguarding Adult Board
representatives delivered presentations on the Care Act
safeguarding changes, how we work together to prevent
poor quality of care becoming abuse through intelligence
and early intervention, the Safer Places Scheme, the
challenges presented by self-neglect, a presentation on
frauds and scams, fire safety, and the VIP scheme operated
by Mid Yorkshire Hospital Trust to facilitate a better care
experience for people with a learning disability during their
time in hospital.
In March, the chairs of both the Adult and Children
Boards combined to deliver a presentation on the district
safeguarding issues to the Health and Well Being Board and
the need for joined up working. Both chairs are to meet the
chair of the Community Safety Partnership regarding cross
cutting themes and to ensure clarity on the lead for delivery
of services and accountability.

6. Board Key Objectives for
2016/17

		

These objectives form the basis of actions in the Strategic
Plan for 2015-2018 and progress will be reported in next
year’s annual report.
At the Board development session in February 2016, it was
decided to retain the current five key objectives for 2016/17:
1. Board members will champion active and effective adult
safeguarding within their own organisations and ensure that
commissioning processes have strong safeguarding themes.
2. Board partners to have an approach to safeguarding that is
firmly based on the outcomes that adults want to achieve in
their lives.
3. Use information and data to have an overview on how well
adult safeguarding is working and taking responsibility for
actions to make any improvements needed
4. Making sure that the local workforce is skilled and
knowledgeable and that there is a culture of continuous
learning and development to ensure service delivery is effective
5. Effective governance and close working relationships with the
Safeguarding Children Board, the Health and Wellbeing Board
and the Community Safety Partnership.
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7. Local Context - Board 			
Activity Highlights
April 2015 - The Board approved a new Constitution and
three year Strategic Plan to ensure compliance with the new
statutory duties of the Board under the Care Act. The three
year Strategic Plan will be reviewed annually.
April 2015 - The Police hosted a joint children and adult
event at the Police training centre at Carrgate on the theme
of Modern Day Slavery. The event was very well attended
with presentations by Police and ‘Hope for Justice’ and
caused attendees to re think their approaches to the themes
identified in the presentations.
April 2015 - The Safeguarding Adult Board Business
Manager (SABBM) delivered bespoke training on the Care
Act and safeguarding to the Police Safeguarding Adult Unit
Supervisors.
April 2015 - The adult social care senior management team
agreed the principle of a dedicated adult safeguarding team.
May 2015 - Healthwatch hosted an event on learning
disabilities and autism. There were speakers from Wakefield
Council and a presentation by NHS England on the ‘Time
for Change’ report, which is a report on the actions taken
nationally following the Winterbourne View enquiry.
May 2015 - The Police gave a presentation to adult social
care team managers on Preventing Violent Extremism (PVE)
as part of PVE becoming a statutory duty for all public bodies
from July 2015.
June 2015 - Network event at Hemsworth Community
Centre, presentations included the Care Act and
Safeguarding, Police Safeguarding Unit, the Herbert Protocol
and the Safer Places Scheme. Over 100 people attended the
event, with significant numbers reporting in their feedback
that the event will change their practice in certain areas.
June 2015 - A special meeting of the Safeguarding Adult
Board was convened to consider the report into the Mrs
A Safeguarding Lessons Learned Review. The report was
accepted in principle with Dr Kingston, the independent
author, being asked for some further minor amendments and
refinement of the recommendations. These were completed
and the chair of the Board sent a covering letter to the
Coroner together with the report and the minutes of the
special meeting.
July 2015 - Prior to the normal July meeting, the Board
met to consider the Miss B Safeguarding Lessons Learned
Review report. Dr Kingston was also the independent author
for this report. The meeting was minuted and recorded a
number of amendments to be made to the report with a very
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tight timescale in order to provide the report ahead of the
scheduled Inquest date in August.
August 2015 - The Miss B Inquest concluded that abuse or
neglect was not a factor in her death and that professionals
could not have done anything different.
September 2015 - The Local Authority Corporate
Management Team approved the inception of a dedicated
adult social care safeguarding team as part of the on-going
establishment changes for the provision of adult social care in
Wakefield.
September 2015 - The Local Authority Transitions Team
provided a member of staff to work as the Project Officer
on the Making Safeguarding Personal (MSP) process. Initial
meetings set out a schedule of work.
October 2015 - The Safeguarding Adult Board agreed a new
Safeguarding Adult Review procedure compliant with the Care
Act requirements.
November 2015 - The Mrs A Inquest was held over two
days in Leeds. The Deputy Coroner found no failings in
professionals’ approach. However, she did make one major
recommendation under section 28 of the Coroners Rules
which was that the remit of the Multi Agency Safeguarding
Hub (MASH) in Wakefield be extended to incorporate
vulnerable adults.
November 2015 - The Safeguarding Adult Board
incorporated its latest network event into a joint Community
Safety Partnership and Safeguarding Children Board learning
day on a theme of Domestic Abuse. The chair of the WDSAB
was part of the introductory team and the Business Manager
delivered a presentation on how the safeguarding procedures
linked with domestic abuse and wider safeguarding themes.
The event was also a celebration of Wakefield Council
achieving ‘White Ribbon’ status because of the partnership
approach to tackling domestic abuse.
November 2015 - The initial draft work on the MSP
procedure and draft leaflets were presented to the Training
Sub Group and feedback sought.
December 2015 - The first multi-agency audit of
safeguarding concerns reaching the case conference
stage was conducted by representatives from the Care Act
statutory partners. The Police were represented by Detective
Inspector Andy Welbourn, the CCG by the Designated Nurse
for Safeguarding Adults, Jane Wilson, and the Local Authority
by the Safeguarding Adults Board Business Manager, Mick
Wharton. An audit template was devised to bring consistency
to the audit process. Four cases were audited with a report
for each and an overview report on all the cases.
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The audit identified a need for a clear process whereby
social care can request Police information for case
conference reports and a consistent response from the
Police.
December 2015 - The Police and Crime Commissioner
hosted a transitions event at Havertop Police Station.
Representatives from all the adult and children boards
across West Yorkshire were invited to attend and all
had been asked to submit their top five threats and
challenges. The Police Command Team also attended with
a presentation by the Chief Constable with the Deputy
Chief Constable and Assistant Chief Officers participating
in the event. The aim of the conference was to identify
opportunities for closer working relationships to ensure
an efficient and cost effective approach to the threats and
challenges identified by the respective boards.
December 2015 - An agreed response from the Council
Chief Executive, Joanne Roney and the Chair of the WDSAB
to the Coroners Rule 28 letter was sent. This pointed out
the fact that the Inquest had not found any failings in the
safeguarding procedures, but even so we had introduced
new self- neglect processes as a result of this case and
these procedures would be our safeguarding response to
issues of self-neglect under the Care Act. It was also pointed
out that adults have rights and we must respect their
wishes and the safeguarding outcomes they are seeking
to achieve. Nevertheless the possibility of incorporating
adults into the multi-agency safeguarding hub procedures
would be explored with the inception of the social care adult
safeguarding team due in June 2016.
December 2015 - The SABBM drafted some new
templates to record the safeguarding risk management
process. There had been some confusion regarding the
national adult safeguarding reporting requirements, but the
initial requirements are for us now to report on all concerns
meeting the Section 42 safeguarding criteria. This will
require a change to our data capture process and recording
on CareDirector to meet the national reporting requirements.
December 2015 - The Board commissioned ten one-day
multi-agency training sessions to accommodate up to 140
staff from across the Wakefield partnership to reinforce the
understanding and importance of multi-agency work in the
safeguarding arena.
January 2016 - The multi-agency case file audit conducted
in December identified the need for a system to record
information requests and responses from the Police for case
conference information. The SABBM created an operational
template for such requests and responses which was agreed
with the Police and brought into operational use.
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January 2016 - The SABBM began a series of visits to the
operational teams combined meetings to deliver a series of
inputs on the Care Act safeguarding changes with emphasis
on Making Safeguarding Personal and the risk management
approach to cases.
January 2016 - An internal Local Authority group was
formed to oversee all the Quality and Performance actions
linked to the changes required to bring into operational
use the risk management templates, MSP procedure,
CareDirector update for data capture in order to meet all the
national data requirements from April 2016 onwards.
January 2016 - The Police and Crime Commissioner
hosted children and adult safeguarding board chairs and
managers from across West Yorkshire to improve information
flow and look at efficiency improvements at a strategic level.
January 2016 - Challenge events on board members’
safeguarding self- assessments took place with the Local
Authority and Police Board members.
January 2016 - The establishment changes in adult social
care were concluded with posts being moved to allow the
formation of the dedicated adult safeguarding team in the
new financial year.
February 2016 - The Board members met for a
development session to look at the proposed new MSP
procedure and associated papers to support this, cross
cutting joint issues to progress with the other partnership
boards and a refresh of the strategic plan.
February 2016 - The MSP procedure includes new
safeguarding leaflets and posters, including an easy read
version. It also includes written information on how the
procedures work and an easy read version of these, and
more detailed information on what happens at a case
conference. The procedure changes our survey process with
a requirement to ask people at the outset what outcome(s)
they are seeking to achieve, a mid-point check to see if
these have changed, and a final check at the end to see
if they were achieved, together with a general satisfaction
questionnaire. Consultation took place with Board partners,
practitioners, advocates and service user groups in order to
introduce the new process in April.
February 2016 - Challenge events on Board members’
safeguarding self- assessments took place with NHS
Wakefield Clinical Commissioning Group and Mid Yorkshire
Hospital NHS Trust.
March 2016 - Safeguarding Week. The Adult Board
together with the Children’s Board and the Community
Safety Partnership delivered a series of events promoting
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safeguarding and its practice. The Adult Board hosted events
on the Care Act changes, Safer Places Scheme, self-neglect,
fire prevention, the VIP scheme for hospital patients with a
learning disability, and scams and fraud presentations.
March 2016 - A challenge event on a Board members’
safeguarding self-assessment took place with Spectrum
Community Health.
March 2016 - An operational locality team tested the
draft risk assessment template and the performance
management working group met with them to consider their
feedback. The operational staff were very keen to include
the MSP process within the risk management template
rather than have it cross referencing a separate document
for completion.
The CareDirector Team had initially thought this would not
be possible, but after discussion agreed the feasibility. The
SABBM re-drafted the template and refined the performance
management collection process for MSP data to only those
where the MSP process had been followed being notified
to the Performance Management Team. It was identified
a further operational meeting was required prior to a draft
CareDirector template being created for testing and this
could not be completed by April. As this document is key to
the performance management process going forward and
because it must meet the operational need, the loss of some
performance data at the beginning of the year was worth it
to get this right.
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8. Learning Disability 				
Partnership Board Report
This year the Learning Disability and Autism Partnership
Board has:
• Been keeping up to date with the implementation of the
Care Act 2014
• Organised six autism awareness sessions including two
specifically for health
• Continued supporting people into employment exceeding
our target for learning disability.
• Launched a new VIP scheme within the hospital
• Improved the uptake of annual health checks within GP
surgeries
• The Patient Experience Group have helped produce some
accessible leaflets
• Launched an on-line training tool for staff to help improve
health outcomes for people with a learning disability.
Some of our self-advocates helped put this together
• Had a presentation about the Safer Scheme to help raise
awareness of scams
• Continued to promote the local Safer Places Scheme - so
far 116 places and 173 users have joined

Safeguarding Adults Board Annual Report 2015 to 2016

9. Commissioning and 			
Safeguarding
Commissioning Team Perspective
The Commissioning Team within the Adults, Health and
Communities Directorate provide a significant contribution
to adult safeguarding processes within the district, including
input into the multi-agency safeguarding processes to
ensure an appropriate and proportionate response to issues
involving service providers in line with the Care Act.
The specific safeguarding mechanisms and processes
undertaken by the Commissioning Team are multi-faceted
and cover the entirety of the commissioning process / cycle.
These include:
• Risk based monitoring of contract compliance of providers
• Multi-agency intelligence sharing and action / compliance
planning
• Annual reviews of care home residents
• Regular engagement and feedback to providers
The commissioning of a range of specific services designed
to promote safeguarding for example:
• Reducing risks of social isolation
• Emergency Response
• Low level practical support and maintaining independence
• The incorporation of a range of standard contract terms
and conditions with a safeguarding focus
• The evaluation of contracts to include safeguarding
processes
• The requirement for critical services providers to develop
Emergency Planning & Business Continuity Processes

Safeguarding Adults Board Annual Report 2015 to 2016
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10. WDH

become more aware of issues involving radicalised or
extremist behaviour and how these matters can be reported.

As the Wakefield district’s largest social housing provider, it
is our commitment to invest in people, properties and places
to create healthier, greener, safer, sustainable and confident
communities. Active engagement and partnership working
is essential to facilitate the changes in housing, health,
education, employment and the environment required to
create confident communities and confident people.

Supporting tenants and their families who are at risk of
domestic abuse remains a key priority for WDH. All such
cases are dealt with by the WDH Community Safety Team
who, working closely with the new Wakefield District
Domestic Abuse Service (WDDAS), help signpost families
requiring specialist support. In 2015/16, we dealt with 123
cases of domestic abuse and attended all MARAC’s where
multi-agency action plans are developed to reduce risk of
further harm.

Safeguarding awareness has played a pivotal role in
developing the skills of our employees. This year we
have focused heavily on training front line employees in
safeguarding awareness. 148 operatives, line managers
and external contractors have received training in identifying
safeguarding concerns in our properties, or any of those we
serve further afield, resulting in 100% training compliance
for trades operatives. Furthermore, all employees have
completed mandatory safeguarding awareness training
through our e-learning software. New electronic reporting
forms enable all employees to report any cause for concern
immediately through the correct channels.
Numerous employees have attended safeguarding events
facilitated by the Safeguarding Adults Board and Wakefield
Council over the year including Safeguarding Partnership
training, Where’s Herbert? and domestic abuse networking
events. In addition to forging new links, the information
gained has been cascaded throughout the business where
relevant.

All of our six service access points are designated Hate
Incident Reporting Centres for the district where victims
or witnesses to hate incidents can confidently report such
matters.
We will continue to place safeguarding at the forefront of our
activities by emphasising that the responsibility to safeguard
all vulnerable children and adults lies within us all. We
look forward to another successful year strengthening our
partnerships and developing new links to meet the complex
community challenges in order to achieve our vision of
confident communities.
Tertia Johnson
Learning and Development Advisor
WDH

We endeavour to support adult safeguarding needs. In 2015,
we re-launched our Befriending service, whereby employee
volunteers meet with vulnerable tenants regularly and help
them to forge a social network though community groups.
There are currently 24 volunteers and 11 tenants on the
scheme which continues to grow.
We are also working towards becoming a Dementia Friendly
business. As part of this, we have trained 10 Dementia
Champions, including Board members, and more than 400
employees have become Dementia Friends either through
attending a communication session or watching a Dementia
video. We are also a member of the Wakefield Dementia
Action Alliance where we have publicly outlined our actions
with regard to dementia and shared best practice with other
organisations across the district.
In addition to working alongside West Yorkshire Trading
Standards in developing a number of Cold Calling Control
Zones to help maintain community confidence within
neighbourhoods, we have also been supported by the Police
in helping over 100 estate management team employees
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Reports from Agencies
11.		 Adults Health and 				
		 Communities - Wakefield 		
		Council
This has been another challenging year for the Local
Authority as we have been embedding the Care Act
changes. We have also continued with the re-structuring
and alignment with our health colleagues in the three locality
hubs, as well as the acute hospital and the discharge team
arrangements. This work has been an essential requirement
to improve the prevention aspect of our work with early
intervention designed to promote independent living for
longer and ensure the most efficient use of resources.
This is a key element in the drive to continue to make
savings whilst maintaining an effective service from an ever
diminishing Adult Social Care budget.
The Care Act is the most significant piece of adult social
care legislation in 60 years and a great deal of preparation
work was done prior to April 2015 with a number of work
streams on the various aspects of adult social care covered
in the Act. Safeguarding was one of these work streams with
the main issue being to interpret the safeguarding guidance
to produce Care Act compliant safeguarding policies and
procedures and update the workforce for implementation
with a timescale from November 2014 to April 2015.
The Business Manager represents Wakefield in a consortium
of all the West Yorkshire authorities and they were joined by
North Yorkshire to produce these procedures. Later this year
York also adopted the procedures and the consortium has
continued to meet to discuss the need for any amendments.
The new procedures follow the Care Act guidance with a
greater focus on achieving desired outcomes and allowing
freedom to achieve these outcomes which the procedures
termed a risk management approach. It was identified that
the Care Act changes would be likely to result in a change to
the national data reporting requirements. We decided to wait
until the national reporting requirements were known before
amending our data collection process and the Care Director
Information system.
The Health and Social Care Information Centre (HSCIC)
notified the local authorities at the end of September
2015 on the national reporting requirements. The HSCIC
acknowledged this would be a transitional year for this
data collection and identified mandatory and discretionary
information to be supplied. For the last few years only
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safeguarding concerns which were fully investigated and the
evidence presented at a case conference had to be reported
upon in the national return. This year HSCIC has asked for a
radical change in the national reporting requirements where
they now want reports on all safeguarding concerns which
meet the S42 Care Act safeguarding criteria. There is also a
requirement from next year to provide additional information
on the Making Safeguarding Personal (MSP) outcomes.
In the second half of this reporting year we have therefore
been working on a range of complimentary measures to
ensure we will be able to meet all the national reporting
standards in 2016/17. These measures have included
work on a new template to collect and measure all the risk
management approaches including the MSP data, new
written information for service users including an easy read
version and new safeguarding leaflets which also includes
an easy read version. As well as the new risk management
template, a re-configuring of the Care Director safeguarding
module has been required and the Business Manager has
had to deliver a programme of training events to ensure the
workforce is aware of these forthcoming changes. There has
been some unavoidable delay in the production of the new
risk management template as it seeks to meet operational
needs and performance management requirements whilst
working within the capabilities of our IT case management
system (Care Director).
Running alongside the procedural and data collection
changes has been the work to establish a dedicated adult
social care safeguarding team. The benefits of such a team
were agreed 12 months ago, but it has had to form part
of the establishment changes to the re-configured adult
social care delivery model to be brought into effect. These
establishment changes were completed in February 2016
and the safeguarding team should be in situ by June 2016.
This team will work closely with the Police safeguarding
team and some sort of co-located model will be decided
upon, and a system of work to ensure information is shared
when necessary to protect adults in a more efficient manner.
The details of this are to be worked through and reported to
the Safeguarding Board, including any evidence on the need
for an adult Multi-Agency Safeguarding Hub (MASH).
Another significant piece of work for the local authority
this year has been the continued impact of the House of
Lords ruling regarding the Deprivation of Liberty Safeguards
(DoLS). This ruling changed the criteria for when a DoLS is
required, resulting in more than a tenfold increase in DoLS
work this year. In the year prior to the House of Lords ruling
Wakefield carried out 70 DoLS assessments. In 2015/16 we
have received requests for around 1000 such assessments.
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This situation is compounded because DoLS can only be
authorised for up to 12 months; after this they require a
review, which is a full re-assessment. This means many of the
DoLS authorisations from 2015/16 will require a review as
well as the new DoLS applications received in 2016/17. By
the end of 2017, the number of DoLS authorised is expected
to be above 1500.
The Law Commission have been reviewing the DoLS situation
because of the strain it has put on the Court of Protection
and the backlog of cases for people in supported living
situations. The Law Commission recommendations do not
offer any respite for the Local Authority and in fact the current
recommendations would involve additional work being passed
to the Local Authority without any additional resource, so this
presents as a risk to the Local Authority.
Last year this situation required the temporary identification of
full time staff dedicated to MCA and DoLS matters, in addition
to increasing the number of other operational team staff
trained and able to undertake the Best Interest Assessor role
in the DoLS process. This year the Mental Capacity Act (MCA)
team will be fully incorporated into the establishment changes
previously mentioned as a permanent part of the wider
safeguarding response. Despite the challenges, this team
have been extremely effective in managing the workload,
ensuring that all higher risk cases are dealt with speedily and
prioritising cases appropriately.
Lisa Willcox - Service Manager
Care Act Implementation and Strategic Safeguarding
Wakefield Council
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12. Mid Yorkshire Hospitals NHS 		
Trust
The Mid Yorkshire Hospitals NHS Trust has continued to
prioritise safeguarding during 2015-16 with an integrated
Safeguarding Team (Adults, Children and Learning Disabilities)
supporting the diverse 7000+ staff to ensure they have the
necessary knowledge and understanding of the broadening
safeguarding agenda.
The Trust welcomed a Review from CQC in June 2015 which
noted the good governance of the safeguarding function
within the Trust and its integration with key partners through
the Safeguarding Boards and their sub groups, as well as
the significant improvements around the knowledge and
awareness of the Mental Capacity Act (MCA) and Deprivation
of Liberty Safeguards (DoLS) since its previous visit in July
2014.
Compliance with mandatory MCA training across all the three
levels - basic for all staff, intermediate for most frontline
staff and advanced for senior frontline staff and managers has continued to increase each month and was 96%, 80%
and 80% respectively at the end of March 2015. The MCA
/ DoLS Trainer / Advisor has led on this work supported by
colleagues in the safeguarding team, and through this and
other initiatives, such as the team doing walk-abouts in the
Trust in bright orange polo-shirts and distributing “banner
pens” with basic MCA information, we have noted an increase
in awareness of MCA and DoLS through evidence in clinical
notes (from case note audit) and regular requests to the local
authorities for DoLS Authorisations.

on how to manage a person with a Learning Disability and
this has proved very useful based on feedback.
The Trust has continued to support the Local Authorities in
safeguarding enquiries and investigations as required and
participating in Strategy Meetings and Case Conferences
when requested. During the year, of the allegations of
neglect and / or abuse against the Trust which were subject
to formal (Section 42) investigation and progressed to Case
Conference, none were found to be substantiated.
Towards the end of the year, due to an internal promotion, a
new Head of Safeguarding was appointed to the Team which
left a vacancy in the Named Professional for Safeguarding
Adults role, which will be recruited to in 2016. The team
continues to benefit from having a Named Doctor for
Safeguarding Adults on a sessional basis who is a Consultant
Geriatrician in the Trust, as well as Non-Executive Director
with a special interest in safeguarding acting as a “critical
friend” at Board level.
Clive Barrett
Head of Safeguarding

We have continued to raise awareness of Safeguarding
Adults and in September/October 2015 the Trust sent a
newly developed Safeguarding Workbook (combining Children
and Adults) to all Trust staff, which is equivalent to Level 1
training. Over 50 sessions of Level 2 Safeguarding Adults
training were delivered during the year and compliance at
the end of March 2016 was 74%. Staff do have access to
an e-learning option. The Safeguarding Children training for
all frontline staff was redesigned to cover the issues that
cross-over between safeguarding children and adults such
as PREVENT (WRAP3) counter-terrorism awareness, Female
Genital Mutilation, Trafficking and Modern Day Slavery, and
Honour-based violence, alongside Domestic Abuse training.
The Level 2 Safeguarding Adult training was also enhanced
to cover Learning Disabilities particularly in relation to
“reasonable adjustments” in hospital and community settings.
As part of a ‘Skills in Practice Programme’ for Band 5 Staff
Nurses the safeguarding team deliver a drama-based session
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13. South West Yorkshire
Partnership NHS Foundation 		
Trust

attends the SAB sub groups’, networking events and
conferences to ensure that learning from local and national
incidents, Safeguarding Adult Reviews, Domestic Homicide
Reviews and new initiatives is disseminated throughout the
organisation.

The safeguarding of vulnerable adults at risk of harm
remains a key priority throughout South West Yorkshire
Partnership (NHS) Trust. Employees and Volunteers have
access to a variety of training opportunities; this depends
on their individual training needs. All new employees of
the Trust, including volunteers, must undertake level 1
safeguarding adults training as part of their induction. There
is a rolling programme for level 1 and level 2 safeguarding
adults at risk of harm training and we are currently working
towards the development and roll out of level 3 training to all
those requiring this level. All employees must update their
safeguarding knowledge on a least a three yearly basis.

Employees work to the multi-agency Safeguarding Policy
and Procedures. Easy access to policies and safeguarding
information is available through the Trust intranet.

In the Wakefield locality SWYPFT training target of 80% is
consistently achieved.

Carol Morgan

There is an expectation that all incidents concerning
potential or actual adult safeguarding concerns and any
safeguarding concerns raised with partner organisations
are recorded on the internal Risk Management System,
Datix. This is regularly reviewed by Specialist Advisors
and the Assistant and Deputy Director of Nursing, Clinical
Governance and Safety to ensure relevant advice and
appropriate actions are taken.
Safeguarding Adults Specialist Advisor

Safeguarding adults level 1: Wakefield total - 95.52%
Safeguarding adults level 2: Wakefield total - 88.76%
This year a domestic abuse level 1 e-learning pack has been
introduced with a view to introducing a level 2 pack which
will be available within the next financial year. A Prevent
Strategy in place that identifies specific areas requiring
WRAP 3 training. The key target groups have been Forensic
and Children’s Mental Health Services. The Trust has 6
members of staff who deliver robust and comprehensive
WRAP 3 Prevent training, including the Specialist
Safeguarding Adults Adviser and the two named Nurses for
Safeguarding Children. There is an identified representative
for SWYPFT for attendance at the Wakefield Channel Panel
and Community Safety Partnership meetings. The Domestic
Violence NICE Implementation group actions have resulted in
the amended Domestic Abuse Policy which is now live. This
policy includes same gender relationship, Female Genital
Mutilation and teenage relationship (cyber issues).
SWYPFT has facilitated the delivery of Care Certificate
training through the induction period for new Health Care
Support Workers. The Safeguarding Team both children and
adults presented the mandatory training element to support
this initiative and cross referenced to the Care Certificate
document.
New Leaflets and Posters inclusive of the Care Act (2014)
have been completed and distributed.
The Assistant Director or Deputy Director of Nursing,
Clinical Governance and Safety attends the Safeguarding
Adult Board (SAB) and Safeguarding Specialist Adviser
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14. West Yorkshire Fire and 			
Rescue Service
Safeguarding of adults at risk from abuse or neglect remains
a priority with West Yorkshire Fire and Rescue Service
(WYFRS). The service continues to enhance its training
provision and up-date its internal strategy and procedures
in line with West and North Yorkshire procedures to better
assist and safeguard the most vulnerable in the community.
WYFRS has been instrumental in identifying and reporting
concerns of abuse. This has been achieved through the
enhanced and mandatory e-learning training available to all
front line staff. Regular safeguarding briefings and training
workshops are also delivered to help broaden understanding
of vulnerabilities and safeguarding of adults and the internal
processes to follow when reporting a concern.
Working in conjunction with partner agencies we have
successfully delivered Mental Capacity Act training to our
prevention staff, all prevention and operational personnel
have now received dementia friends and prevent training,
with domestic abuse awareness, Human Trafficking and
FGM workshops being planned in. All Wakefield based
Fire Stations are now registered as Safer Places and are
actively promoting the Herbert Protocol, supported through
appropriate training. WYFRS has also supported the
Safeguarding Week through the delivery of a fire awareness
session, which was really well received.
The District Prevention Manager continues to support
the WDSAB and Domestic Abuse Training Sub Groups,
MAPPA and MARAC. WYFRS remains committed to work in
partnership to safeguard and appropriately support the most
vulnerable.
Mussarat Suleman
District Prevention Manager
West Yorkshire Fire and Rescue Service
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15. West Yorkshire Police
The last year has seen significant investment by West
Yorkshire Police in preparations for the introduction of the
Care Act both personally as a service provider and as a
(now) Statutory Board Member. The year has seen a great
deal of collaboration and review of services provided in
conjunction with partner agencies in readiness for these
changes and we look forward to the
increased and improved opportunities to safeguard members
of our community that these now bring.
As members of not only the Adult Safeguarding Board but
also the Domestic Abuse Management Board, we have
been actively involved in a review of all domestic abuse
service provision within the district ensuring timely, effective
interventions are available to all victims of domestic abuse.
On 21st September 2015 Wakefield District Domestic Abuse
Service (WDDAS) was launched to replace Safe@Home. This
involved co-location of the Risk Assessment Officer (RAO),
admin and duty Specialist Domestic Abuse Advisor (SDAP)
with the Adult Safeguarding Unit. This ensures that there are
daily triage meetings and review of domestic occurrences by
the police and local authority RAO. This enables early local
intervention, agency involvement or enforcement action to
protect those vulnerable to abuse.

prevention, prosecution and partnership working. We seek
to continue wherever possible to build additional capacity to
support adult safeguarding needs.
From a policing perspective we continue to lead the Force
in terms of levels of detection for crime, and particularly
relevant is our outstanding record of successful conviction
rates and low attrition rates for domestic abuse which is one
of the best in the Force. These indicate that as a district we
are providing some of the best care to our vulnerable groups
in the county and giving those unfortunate enough to be a
victim of crime the confidence and capability to support a
successful prosecution.
Superintendent Karen Gayles, Wakefield District

West Yorkshire Police continues to review its performance
measures, monitoring, audit & self- governance in relation
to adult safeguarding to bring them into line with the
requirements and expectations of both the Board and Her
Majesty’s Inspector of Constabularies (HMIC) to ensure a
national standard is achieved. The continued threat posed
by crimes such as Child Sexual exploitation and new and
emerging threats of Human Trafficking and Cyber Crime
have led to a review of all safeguarding provisions within the
district.
In recognition to the increases in demand West Yorkshire
Police has invested additional staffing into the safeguarding
teams to ensure that there are specially trained officers
available to investigate, protect and pursue those involved in
the targeting of the most vulnerable to exploitation for both
children and adults. Adult safeguarding - including domestic
violence, adults residing
within care home / establishments, financial abuse, abuse
of positions, adults at risk, those subject to concern for
safety occurrences or with mental capacity concerns, the
investigation of serious sexual offences, honour based
violence; human trafficking, forced marriage and cybercrime continue to be growth areas for demand, education,
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16. Care Quality Commission
Our purpose is to make sure health and social care services provide people with safe, effective, compassionate, high quality
care and encourage services to improve. We monitor, inspect and regulate services to make sure they meet ‘fundamental
standards’ of quality and safety and we publish what we find, including performance ratings to help people choose care.
The charts below show the reports which have been published by the CQC Adult Social Care as correct at February 2016 in
the West Yorkshire area. Highlighted here are the Wakefield reports against the summary of the West Yorkshire results. The
West Yorkshire locations consist of the Local Authority areas of Leeds, Wakefield, Kirklees, Bradford and Calderdale.

West Yorkshire published ratings by report domains

Figure 1 Overall published ratings in Wakefield

Figure 2 Ratings in Wakefield by report domain
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Figure 3 West Yorkshire published ratings

As an area West Yorkshire is an outlier in terms of inadequate rated locations. The national picture highlights 1% rated as
outstanding, 66% good, 31% requires improvement and 3% inadequate. Wakefield reports demonstrate a considerably higher
percentage than the national picture for inadequate ratings standing at three times the national figure at 9%. This can be partly
explained by the prioritising of risk in the first year of the inspection schedule by the local inspection team who had half a team
to recruit to following the restructuring into separate directorates of Primary Medical Services, Hospitals, Mental Health and
Adult Social Care.
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Inadequate services in Adult Social Care are placed into special measures. This means that they will be kept under review
and, if we have not taken immediate action to propose to cancel the provider’s registration of the service, will be inspected
again within six months of publication of the previous report. The expectation is that providers found to have been providing
inadequate care should have made significant improvements within this time frame. This has provided rigor to the inspection
process and CQC and partners recognise the challenges that this brings to the sector.
We have continued to work effectively with our partners in Wakefield to protect people from unsafe care by sharing of
information and intelligence. The Quality Intelligence Group meeting which CQC attends along with partners from the
Local Authority, Clinical Commissioning Group, Fire Service and the Police continues to provide an important forum where
intelligence can be shared to highlight concerns and flags to early warning signs.
There is also a meeting which takes place to discuss concerns at a more strategic level between the Clinical Commissioning
Group, the CQC, Healthwatch and going forward will now include the Local Authority. This forum highlights the pressures and
concerns in the system and how we can work effectively to ensure that partners are acting coherently in their separate roles as
a whole system so that people are protected.
Helyn Aris
Inspection Manager
Kirklees and Wakefield Team
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17. Yorkshire Ambulance Service
As a regional provider the YAS Safeguarding Team work
in a complex and demanding environment, with a number
of competing pressures and differing needs to respond to
across the area. Working across 13 LSAB areas provides
challenge; the Memorandum of Agreement has worked well
for a number of years now and provides a framework for
representation and communication.
The Safeguarding Team remit is to ensure YAS staff working
at all levels, and in all types of role, clearly understand
that protecting adults at risk from harm is everyone’s
responsibility. The information and direction set out in
the YAS Safeguarding Policy and associated Guidance
enable concerns about abuse and harm are considered,
documented and reported to Social Care.
There have been a growing number of referrals to Adult
Social Care, however initial audit findings show 82% are
not safeguarding but are requests for Community Care
Assessment. The need for a Pathway to be developed for
Community Care Assessments is paramount; work will begin
over the summer to achieve this. Quality audit work will
continue internally and externally with partner agencies.

• The Level 2 Safeguarding Children work book is currently
being updated (for compliance) and will be combined with
the new Level 2 Safeguarding Adult work book. This will
be ratified by the NASG and be available as the National
Level 2 work book
In summary, 2015/16 has brought many changes to the
work and working practices of the Safeguarding Team. There
has been a variety of challenges to meet and address both
internally and externally. Change is a demanding process
for all involved and can bring a mixture of emotions. The
team have made an outstanding contribution to the change
process, bringing forward many new ideas. The team have
as grown professionally as individuals and are working
together to make change a success.
We will continue to progress and evolve, moving forward to
become a more proactive team whilst continuing to address
the reactive work. We will continue to work collaboratively
with all internal stakeholders and external partners
Jayne Andrews
Lead for Safeguarding Adults

The audit findings are indicative of the need for change. The
current referral form has been in place for over 5 years and
is generic; much has changed in Adult Safeguarding in that
time. We need to be responsive to this change and enable
YAS staff to make appropriate referrals with referral tools
that are fit for purpose. We are moving away from referral
for Adults, as per Care Act (2014) good practice and will be
making a ‘safeguarding concern’.
Issues of consent and quality will be addressed in part by
the new forms and staff updates.
The Safeguarding Team have made many positive changes
to their working practices during 2015/16 and have faced
challenges with a positive attitude, these include:
• A full suite of new Policy and Guidance was launched in
December 2015 following full rewrite involving the 3 team
members
• All face to face training has been updated in accordance
with Legislation, National Guidance, and good practice
guidance, Lessons Learnt, Domestic Homicide Reviews
and Serious Case Reviews (child and adult)
• The safeguarding content within the Statutory &
Mandatory work book was updated (again, compliant) and
went live November 2015
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18. Wakefield Clinical 				
Commissioning Group
Governance
NHS Wakefield Clinical Commissioning Group (CCG)
Governing Body Independent Nurse continued to represent
the CCG at the WDSAB and also acts as the deputy chair of
the Board. The CCG produced a Safeguarding Adult annual
report 2014-2015 which was approved by the governing
body.
The CCG governing body was attended by the chair of the
WDSAB to present the WDSAB annual report in November
2015, the governing body acknowledged the work of the
Board and its partners.
Regular safeguarding adult reports are received and
discussed at the Wakefield CCG Governing Body and
Integrated Governance Committee (IGC) - a subcommittee of
the governing body. During 2015-2016 The Mental Capacity
Act (MCA) 2005 policy and guidance was revised and
approved by the IGC in November 2015.
NHS Wakefield CCG continues with its support to the strategic
and operational functions of the Board and is represented at
the sub groups, with the Designated Nurse for Safeguarding
Adults chairing the Quality Intelligence Group (QIG).

As part of the WDSAB Making Safeguarding Personal (MSP)
agenda, the CCG supported the requirement to consult with
the public by utilising the Patient Experience and Public
Involvement Committee (PIPEC) as a consultation for feedback
on the service user leaflets.

Training and Education
The CCG intranet (accessible for GP practices) safeguarding
pages have been developed over the year and now include
information and guidance for a wide range of subjects for
example, self-neglect, MCA, fraud , Female Genital Mutilation
(FGM) and Domestic Abuse. A safeguarding library has also
been developed for other information.
Regular information including policies and procedures relating
to safeguarding adults are sent out to GP practices via the
network development weekly newsletter (NDYou).
Further developments will be undertaken during 2016-2017
with GP practices following the recruitment of a Lead GP for
safeguarding adults and the MCA.
Jo Pollard - Executive Lead for Safeguarding Adults and
Jane Wilson - Designated Nurse for Safeguarding Adults

Assurance and Partnership Working
Working with the WDSAB, the CCG has been assured by
undertaking the informal self-assessment and challenge
events. The CCG has also supported the WDSAB with the
informal challenge events for other Board members.
The CCG has promoted the Safer Places Scheme with all
General Practitioners (GP) and at the time of the report 30
Practices out of 40 (75%) had registered with the scheme
and were discussing it with patients at their annual review.
The CCG also shared with GP practices information from the
Police, in particular the Herbert Protocol, modern day slavery
and victim support information.
In April 2015, the CCG was granted full delegated cocommissioning for Wakefield GPs. During 2016-2017 the
CCG will be gaining assurance that GPs meet the minimum
standards for safeguarding adults.
At the time of reporting 12 out of 40 GP practices had been
inspected by the Care Quality Commission (CQC) with 9
practices being rated as good and 3 practices as outstanding.
It is expected that by the October 2016 all GP practices will
have been inspected.
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19. Independent Care Home 			
Representative
We ensure that all residents within the care homes I am
associated with live in a safe, non-threatening and abuse-free
environment. Abuse, in any form will not be tolerated
As an active member of the Independent Sector Liaison
Group (Care Homes within Wakefield and Pontefract)
safeguarding adults is at the forefront of our business.
We ensure that suitable arrangements are in place to
safeguard the residents from risk of abuse by following robust
recruitment practices, and ensuring all staff are updated in
safeguarding training on an annual basis.
Residents and relatives / friends of the people who use the
service are made aware of safeguarding and the importance
of reporting concerns immediately no matter how small.
The policies within the care homes are clear identifying the
different types of abuse, stating how to identity, report, and
respond appropriately to suspected or actual abuse.
The government and local guidance about safeguarding
people from abuse is accessible to all who use the services.
We are committed to pursuing a policy of zero tolerance to
any form of abuse within the care homes.

20. Lay Member
Until August 2015 I was the independent domiciliary care
sector representative on the Board. I am delighted that I have
been welcomed back on to the WDSAB as a lay member
and look forward to continuing to play my part in protecting
adults at risk in our district. I am able to bring a wide range
of safeguarding adult knowledge to the board, provide both a
lay person and former service provider perspective to issues.
I also chair the WDSAB training sub group which organises
networking events which are informative meetings where
people can come together and talk about all issues to do with
safeguarding in a non-judgmental and mutually supportive
atmosphere.
For further information about these events please visit
http://www.wakefield.gov.uk/residents/health-care-andadvice/adults-and-older-people-services/safeguarding/
safeguarding
Heather David
Lay Member
Wakefield and District Safeguarding Adults Board
Chair of the WDSAB Training Sub Group

Caroline Walters
Director of Care
Warmest Welcome Ltd
ISGL Member
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21. Spectrum Community Services
Spectrum is a Social Enterprise that delivers Health Services.
It delivers Health services to patients who are in prison,
services to people who need support with substance misuse,
and it delivers sexual health services.
This last year our company has tripled in size from our
Wakefield base and we have strengthened our infrastructure
to support the users of our service. We have services in North
Yorkshire, West and South Yorkshire, North East and Cheshire
-which is a challenge but a strength as we get to draw on the
expertise of safeguarding leads across the area.

The organisation is developing some bespoke training
packages to support the Making Safeguarding Personal
agenda and one significant area for exploration is selfneglect.
We have developed an audit programme which has only been
running one year to ensure continuous quality improvement.
This year we utilised the Wakefield audit and challenge to
support our internal developments and as a result we are
strengthening our recruitment process.
Julie Fleetwood, Chief Nurse
Spectrum Health Care

The users of our services can be vulnerable at any time, with
complex health and social care needs. The safeguarding
that we do is proactive and may result in a referral to the
local authority but most times is managed through MultiDisciplinary Team working and an acute awareness of
the agenda of Making Safeguarding Personal because
co-production and compliance with plans is essential to
managing risk.
Our challenges are fluctuating Capacity of people, through
substance misuse, periods of illness or progressive illnesses.
Our infrastructure supports the Think Family agenda, we have
a joint lead for Adults and Children and key champions in
each area. We have a service wide safeguarding group and
a sub group for safeguarding children. Each team meeting
discusses safeguarding processes and systems but has case
discussion as part of the agenda. Complex case management
is undertaken for those service users that are the most
vulnerable.
We have 100% compliance for information and introduction
to policy at induction, 86% compliance with training at level
2 .The Spectrum Health Board sets a 95% compliance
objective and barriers to this achievement currently identified
are inaccurate data capture and reaching GPs working in
remote areas; North Yorkshire and North East. We are now
asking staff for evidence of safeguarding training prior to
employment so that we are recognizing previous training. We
are issuing certificates so that leavers can utilise this in other
employment.
Mental Capacity training is 100% at induction and 85% for
level 2. Clinical Supervision has been strengthened to include
safeguarding adult’s discussions. We are developing the care
certificate and mapping the intercollegiate document to the
required competencies.
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22. NHS England
The Overall Responsibilities of NHS England in
Relation to Safeguarding
The general function of NHS England is to promote a
comprehensive health service to improve the health
outcomes for people in England. NHS England discharges its
responsibilities by:
• Allocating funds to, guiding and supporting Clinical
Commissioning Groups (CCGs), and holding them to
account.
• Directly commissioning primary care, specialised health
services, health care services for those in secure and
detained settings, and for serving personnel and their
families, and public health screening and immunisation
programmes.
The mandate from Government also sets out a number of
objectives relating to safeguarding which NHS England is
legally obliged to pursue.
NHS England’s overall roles in terms of safeguarding are
direct commissioning and assurance and system leadership
as set out in the revised Safeguarding Vulnerable People
Accountability and Assurance Framework published by NHS
England in July 2015.
https://www.england.nhs.
uk/?s=safeguarding+assurance

NHS England Responsibilities in Relation to
Direct Commissioned Services
NHS England ensures the health commissioning system as
a whole is working effectively to safeguard adults at risk of
abuse or neglect, and children. NHS England is the policy
lead for NHS safeguarding, working across health and
social care, including leading and defining improvement in
safeguarding practice and outcomes. Key roles are outlined
in the Safeguarding Vulnerable People Accountability and
Assurance Framework 2015.
This role is discharged through the Chief Nursing Officer
(CNO) who has a national safeguarding leadership role.
The CNO is the Lead Board Director for Safeguarding and
has a number of forums through which to gain assurance
and oversight, particularly through the NHS England
National Safeguarding Steering Group (NSSG). The National
Safeguarding Adults and Children Sub Groups and its Task
and Finish Groups report into NSSG.
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Yorkshire and the Humber has an established Safeguarding
Network that promotes an expert, collaborative safeguarding
system, which strengthens accountability and assurance
within the NHS commissioning and adds value to existing
NHS safeguarding work across Yorkshire and the Humber.
Representatives from this network attend each of the
national Sub Groups/Task & Finish Groups, which include
topics around FGM, MCA, CSE, Prevent, Safeguarding Adults
and Children. NHS England Yorkshire and the Humber aims
to focus on working in collaboration with colleagues across
the north region on the safeguarding agenda and the work
on FGM and the CCG peer review process and regional
conference is evidence of this.

Sharing Learning from Safeguarding Reviews
In order to continuously improve local health services, NHS
England has responsibility for sharing pertinent learning
from safeguarding serious incidents across Yorkshire and
the Humber and more widely, ensuring that improvements
are made across the local NHS, not just within the services
where the incident occurred. The NHS England Yorkshire and
the Humber Safeguarding Network has met on a quarterly
basis throughout 2015-16 to facilitate this. Learning
has also been shared across GP practices via quarterly
Safeguarding Newsletters.

Safeguarding Serious Incidents
All safeguarding serious incidents and domestic homicide’s
requiring a review are reported onto the national serious
incident management system - Strategic Executive
Information System (STEIS). There is a process in place
to jointly sign off GP IMRs relating to these safeguarding
serious incidents as CCGs responsibilities for commissioning
of primary care services is increasing. NHS England works in
collaboration with CCG designated professionals to ensure
recommendations and actions from any of these reviews are
implemented. Prior to publication of any child serious case
reviews, serious adult reviews or domestic homicide reviews
NHS England communication team liaise with the relevant
local authority communications team regarding the findings
and recommendations for primary care medical services.

Training & Development
NHS England has been involved in developing Safeguarding
Adults: Roles and Competencies for Healthcare Staff
- Intercollegiate document on behalf of the following
contributing organisations - The Royal College of Nursing,
The Royal College of Midwifery, The Royal College of General
Practitioners, National Ambulance Safeguarding Group, and
The Allied Health Professionals Federation. The purpose of
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this document is to give detail to the competences and roles
within adult safeguarding. The guidance is to be used for
the training of healthcare based staff in the safeguarding of
adults who may be at risk of harm, abuse or neglect. The
final copy of this is due to be published later in 2016.
Designated safeguarding professionals are jointly
accountable to CCGs and NHS England and oversee the
provision of level 3 training for primary care medical
services. The main source of training for other primary care
independent contractors is via e-learning training packages.
NHS England Yorkshire and the Humber Safeguarding
Network hosted a safeguarding conference on Challenges
for Modern Day Safeguarding Practice on 11 March 2016.
This conference was aimed at providing level 4 training for
healthcare safeguarding adults and children professionals
and leads in the North region. The aim was to increase
understanding of challenges and issues of modern day
safeguarding practice in relation to suicide and self-harm;
trafficking and modern day slavery; trafficking victim /
survivor support; Court of Protection, community deprivation
of liberty and CCGs responsibilities; Mental Capacity Act
and Safeguarding Children; Think Family primary care
implementation and self-neglect and the Care Act.

for the coming year will be on improving care and services
for patients with mental health problems.

Assurance of Safeguarding Practice
NHS England North has developed a Safeguarding
Assurance Tool for use with CCGs across the North Region,
which is being implemented from February 2016. NHS
England North Regional Designated Nurses will review all
action plans to identify key themes and trends across the
North Region with a view to identifying common areas
requiring support.
Karen Rodger
Senior Nurse
NHS England - North (Yorkshire and the Humber)

On 1 February 2016 NHS England North region held a React
to Red Conference to share innovation on safeguarding
practice and the prevention and management of pressure
ulcers across health and social care settings. The React to
Red concept aims to increase knowledge and awareness
of pressure ulcer avoidance / management amongst carers
and care home staff and has already shown positive results
in terms of reducing pressure ulcers, reducing harm and
unnecessary hospital admissions.
NHS England Yorkshire and Humber and Yorkshire and
Humber Safeguarding Network have produced an FGM guide
for health care professionals, which can be accessed in the
link below:
https://www.england.nhs.uk/north/our-work/
safeguarding/
NHS England has also developed a Safeguarding Adults
pocket book and Prevent pocket book for health care
professionals.
Over the last 12 months a focus on improving the lives
of people with a with learning disabilities and / or autism
(Transforming Care) has been led jointly by NHS England,
the Association of Adult Social Services, the Care Quality
Commission, Local Government Association, Health
Education England and the Department of Health. The focus
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23. Healthwatch Wakefield
Local Healthwatch was established in April 2013 by
the Department of Health with an aim to strengthen the
collective voice of local people across both health and
social care, influencing Joint Strategic Needs Assessments
and joint health and wellbeing strategies on which local
commissioning decisions will be based. The funding for
local Healthwatch comes through local authorities and
organisations have developed nationally in different ways.
In April 2016 Healthwatch Wakefield became an
independent charitable company limited by guarantee. We
have robust safeguarding policies and procedures and a
zero tolerance approach to abuse of any description. Staff
are made well aware of their rights and responsibilities in
relation to safeguarding, and we also offer safeguarding
training and information to our volunteers.
Healthwatch Wakefield, although not a provider organisation,
does through the nature of its work occasionally encounter
safeguarding issues when looking into health and social
care provision. All staff are aware of the processes they
should follow in those circumstances and we have built
good relationships with partner organisations to pass on
intelligence in relation to any concerns we may have with
providers. Our place on the WDSAB helps gives Healthwatch
Wakefield a broader perspective of safeguarding issues
within the district, which supports our intelligence reports to
commissioners.
Nichola Esmond
Chief Executive
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Appendix A – Performance Dashboard
Wakefield Safeguarding Adults Board Annual Report
Performance Data 2015-16
Introduction
This data must be considered in the context of this being a transitional year in terms of the change of practitioners’
safeguarding approach as set out in the Care Act and the updated policy and procedures. Also how this translated into
recording practices and the need to develop a system to collect the risk management approach data as set out in the annual
report.
We are only able to capture data this year via the system in place pre Care Act changes which measured the national reporting
requirements in place at the start of the reporting year in April 2015 which were not changed until September 2015. This
means we have no data for the cases dealt with under the risk management pathway which the Care Act changes introduced.
We can only report this year on the cases which continued to follow the traditional strategy meeting, investigation and case
conference pathway, which are referred to in the procedures as formal Section 42 enquiries.
Therefore the performance data this year only refers to a small number of cases, during a year where major changes
have been introduced in terms of procedures, practice delivery, case recording and the requirement for the performance
management system to be amended to catch up with these changes.

Concerns
Safeguarding concerns refer to all cases of suspected abuse or neglect that are reported to the Council or identified by the
Council and logged at Social Care Direct (Previously known as safeguarding alerts).
Some of the concerns raised are not safeguarding issues and are appropriately signposted for action. A significant proportion
are issues reported by service providers where they have already taken remedial action which may require some minimal
follow up, the remainder are dealt with by the community teams which requires a proportionate response to the concern. The
majority of these are resolved with family and care providers relatively quickly, but some can be very complex. In 2015-16,
2710 concerns were received.
Sometimes a strategy meeting may need to be held to decide if a full investigation is necessary. In 2015-16, 7.3% of concerns
progressed to a strategy meeting only at which point all necessary actions had been taken and the issue resolved.

Formal Section 42 enquiries
These are cases which progress from a strategy meeting to a full multi-agency investigation. In 2015-16, 2.6% of concerns
progressed to a formal Section 42 enquiry.
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Safeguarding Concerns
The following data relates to safeguarding concerns received i.e. all concerns logged by Social Care Direct, irrespective of how
they progressed.

Total concerns have increased year on year (apart from 2011-12 which may be due to the introduction of a new IT system and
greater accuracy of data). We know from research conducted by the Community Safety Partnership that most people get their
information from the national media which reinforces our belief that the continued increase in reporting of concerns relates
to the national publicity which now arises regarding adult safeguarding. The increase in reporting levels therefore relates
to peoples increased awareness and should be seen as a good thing, but we do need robust filtering systems to ensure a
proportionate response to such concerns and that we enquire into only those cases which really need an enquiry.

30
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The 2710 concerns total relates to 1678 unique individuals (i.e. a number of individuals will have more than one concern
reported during the year). A further breakdown of the 1678 individuals is shown below:

In terms of the age profile of alleged victims, 61.5% of concerns were from the 65+ age group against a Wakefield profile
where the 65+ age group accounts for only 23.6% of the adult population in Wakefield. This continues the adult safeguarding
trend of older people who generally have physical care needs and are unable to protect themselves forming the majority of
concerns received.
The majority of concerns regarding the 18-64 age group will relate to people with learning disabilities.
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57.1% of all concerns relate to females, which was virtually the same as the previous year.

In terms of Primary Support Reasons, the majority of alleged victims have a physical support need (58.6%), with the next
largest groups being people with learning disabilities (22.4%), and mental health (14.9%).
32
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The latest census data for Wakefield shows that ethnic minorities make up 7.2% of the population against a safeguarding
concern percentage of 3.1%, which may indicate some under reporting. We do have 17% of people where the ethnicity has
been refused or not recorded which may account for part or the whole of this discrepancy, but it is certainly worth continuing
to monitor the ethnic breakdown on reporting to see if any awareness raising is required in the ethnic minority communities.
Further work will need to be undertaken with regards to the cases with no ethnicity recorded as there was a significant
increase from the previous year.

Formal Section 42 Safeguarding Enquiries
These are cases which progress from a strategy meeting to a full multi agency investigation. In terms of completed cases
during 2015-16, 71 progressed to a full investigation.
Last year this was 187 with the change due to the new risk management pathway being followed this year as a more
proportionate response to the concern raised.
The more complex investigations often involve a police criminal investigation so close working relations are important.
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45% of cases of alleged abuse took place in a care home, which is lower than previous years. A corresponding increase
was seen in cases of abuse in the victim’s home (42%). This change was largely due to more accurate recording of data –
particularly regarding cases of financial abuse for people in care homes where the abuse is actually taking place outside of the
care home.

Neglect (34%), Physical abuse (31%), and financial abuse (25%) were the main types of alleged abuse in relation to formal
section 42 enquiries completed during the year.
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There were no completed section 42 safeguarding enquiries during the year where the risk remained following action taken to
manage the risk. In 22.5% of cases no further action was necessary.

55% of individuals who had a completed section 42 safeguarding enquiry during the year did not have the mental capacity to
make decisions related to the safeguarding enquiry.
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Of the individuals who lacked capacity 92.3% were supported through the process by an advocate, family member or friend.

Survey Data
Safeguarding Quality Surveys are conducted after the Case Conference stage as part of adult safeguarding procedures. A high
proportion of the service users subject to the safeguarding procedures do not have the capacity to complete a survey so family
members who have represented the service user are sometimes asked to complete it. This often results in the family member
answering for themselves, not their loved one, which can slightly skew the survey results. A more extensive survey has been
developed in line with the requirements of the Making Safeguarding Personal approach and this is currently being rolled out
across social care teams.
The following charts show the results of completed surveys during 2015-16.

36
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The below charts show some results taken from the Adult Social Care annual survey where the results are reported in the
Local Account. They do not relate to safeguarding per se’, just to people who use services, but have been included as a
measure of how people feel in the district generally.

As seen from the chart above, Wakefield’s performance for 2014-15 (67.9%) was similar to the Yorkshire and Humber
average figure. We have recently completed the 2015-16 survey and this outturn has seen a positive increase (now 71.5%).
Unfortunately at the time of producing this report corresponding benchmarking data had not been published so we were
unable to update the above chart.

Wakefield’s 2014-15 outturn of 82.9% was higher than the Y&H average. Additionally our outturn for 2015-16 (85.7%) saw a
further increase. This figure has only recently been submitted and we do not have the corresponding benchmarking data yet.
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Facilitated by a local youth worker, the LSCB also asked for the views on
safeguarding from other local groups of children and young people in Wakefield.
The groups were: Fruitbowl, UKYP, Young Carers, Agbrigg Junior Youth Club and
All Stars. Their views are valuable to the Board and are depicted in the images
throughout this Annual Report.
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The tree on the front cover was produced by children and young people from the
Wakefield & District Children in Care Council. The tree depicts a growing child. The
children were asked to write in its branches words to describe what makes them feel
safe. They were asked to use words on the roots to describe those things that make
them feel unsafe. The words on the leaves on the tree are those things that adults
can do to help make them feel safe.
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Foreword by Wakefield
Children in Care Council
With special individual contributions from C age 12, K age 15 and S age 15.
Dear Reader
The young people who go to Children in
Care Council (CICC) are the champions
of the voice of the child in care, our aim
is to ensure Wakefield Council listens to
the experiences and views of children
and young people that have received
services first hand. We believe the
Safeguarding Board, in welcoming our
contribution, has taken serious steps
toward listening to our views but also
embedding them as part of their Annual
Report and taking into consideration our
messages as a way forward for anyone
working within Safeguarding for children
in our District.
Exploring our views about Safeguarding
for this Annual Report meant that as a
group we were able to define our vision
of safeguarding as follows:

“If ten is the best score for a strong
sense safety, then all children in care
should be an eleven”. This means that
safeguarding for children, including
those who still live with families, should
be the best, and all children should be
safe to lead happy and fulfilled lives.
To support this vision, C was able to
express in her own words:
“The things that are important to young
people in care are different for every
child, for me it is to have a nice home
and a stable home life. To have someone
to care, look after me, someone I
can talk to, someone who listens and
doesn’t judge me”. S added to this by
explaining, ‘It’s all about trusting people,
I live in a residential home and I will only
open up about my feelings/ experiences
if a trust the person. Remember listen
and talk first. This is very important
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before staff react, they need to listen
carefully to whatever issues you have”.
For professionals involved in
Safeguarding, it’s essential to ensure
that children “are not being made to feel
different if we are fostered, or because
I have a Social Worker or because my
family is getting support to help keep me
safe. Children should not be labelled by
the support they receive. Children need
to know that there is always someone to
talk to and to know that they will listen”.
In our group work, listening is always
a top priority in safeguarding, and it
seems obvious; however it’s important
to recognise that whatever your
professional role within safeguarding
(e.g. Director of Services, Teacher,
Doctor, Carer, Social Worker) listening
first is one of the most essential parts of
your job. Listening fully will also lead to
trust, another key factor in Safeguarding
as we will talk honestly and more openly
with those we can trust. We feel it’s
important to say stop and listen. And if
you are reading this, that is a brilliant
start!
For some of us, life can be scary.
The risks we put ourselves in, and
the risks we face because of others.
Relationships, running away, going
missing, CSE – all of these things are
talked about in Safeguarding, and at
CICC we can talk about our experiences
to help us work through what can help.
K wrote about feeling scared until she
came to live in foster care, when she
was given support and someone to talk
to about her worries:

“I am 15 and have been in care a few
months, different people talked to me

about staying safe at first but I kept
running away. Since being fostered I
got support from Barnardo’s and an
advocate that listened and helped me
to understand. I feel a lot safer now
with my foster carers and have started
to settle down and feel like part of the
family. I am not putting myself at risk
anymore. I am happy. I appreciate all the
help everyone has given me”.
Safeguarding is everyone’s business,
and what does that mean to us?
Through developing this work, we have
realised just how much support is out
there to keep children safe, and that
has been reassuring. We felt better
around our knowledge of Safeguarding
after this consultation and this may
lead to a further project about raising
awareness of what keeping safe means
for other groups, involving CICC raising
awareness about Safeguarding. We
have learnt a lot about safeguards and
how people respond to protect, we also
found many people who could help us
individually. With this in mind, we still
have a strong message which the hope
to make a difference to those reading
this report - give a little extra time to
listen, be that person that can make a
difference.

Foreword by Edwina Harrison,
Independent Chair
As part of our continued commitment to
listening to the children and young people
of Wakefield this report has been written
with their contribution in mind and I am
sure that you will agree that it is much
better as a result.
In February 2016 the Board approved the
Safeguarding Charter. This was the result
of extensive consultation with almost 250
children and young people who said that
they wanted something tangible which
outlined how they would like to be treated
by adults. I am sure that you will agree
that their requests are very reasonable.
The Charter is being adopted by many
agencies and schools in the district later
in the year and they will be challenged
by children to explain how it has been
implemented.
There have been many noteworthy
events during the past year and you can
read about most of them in the report.
However, I would like to comment
particularly about the Peer Challenge
which took place in autumn 2015.
One of the roles of the LSCB as set out
in guidance is to provide challenge and
scrutiny to the agencies which have
contact with children. In Wakefield we
wanted to show that we were prepared
to be open to external scrutiny ourselves
so we invited a Peer Challenge team in
to look at whether we are doing what we
should be doing. The team interviewed
80 people and gave us a very useful
report which highlighted good practice
and commented on the positive response
which they had received.
Last year I commented on the successful
bid to the Department for Education for
a project to clarify the respective roles of
the partnership boards. You can read the
findings in “Streamlining the Strategic
Partnerships”.

Throughout the project the response
from the Wakefield Together Partnerships
was very positive and without this cooperation there could not have been such
good progress. The work is continuing
even though the funding has now ended
–a further example of the commitment to
safeguarding across the district.
Nationally there have been a number
of developments during the year which
will have an as yet unknown impact.
LSCBs were set up in 2006 in England
& Wales as successors to Area Child
Protection Committees (ACPCs). They
are independent statutory bodies which
have a remit to ensure that multi agency
practice is working well to keep children
safe.
In December 2015 the Government
announced that it had appointed an
Independent Chair to undertake a
“fundamental” review of LSCBs. The
“Wood report-Review of the role and
functions of Local Safeguarding Children
Boards” was published early in 2016
and was followed by the Government
response in May which accepted the
report and its recommendations in full.
In view of the recent events at national
level it is unclear at the moment
whether the recommendations will be
implemented in the near future. Whatever
the outcome, Wakefield is in a good
position to implement any changes whilst
maintaining the focus on the safety of
children living in the district.
I would also like to finish by mentioning
two important developments which will
be taking place in 2016-17 locally.
Starting on October 17th the five West
Yorkshire LSCBs will be holding a
Safeguarding week. This will be the first
time that this has happened and it is

intended to draw attention to the work of
the Boards across West Yorkshire.
The second development is that WDSCB
will shortly have its own stand-alone
website. This will mean that we can
provide more information which is
relevant for children and young people
but also answer questions for parents/
carers and members of the community.
Thanks are due to Angela Charlesworth
who has worked on this complex project
from the start with a clear concept in
mind despite the inevitable ups and
downs of something so innovative.
Thanks also to Julie O Hara for her work
as Business Manager, and to Jane McGill
and Karen Low who also left during the
year.
I would like to thank Tracey Sparkes for
her work on this Annual Report. It is a
very complex process but I hope that you
will feel that it is a good read and that
it reflects the range of work which has
been undertaken to safeguard children
and young people in Wakefield during the
past year.
I began this Foreword by referring to the
children and young people who have
contributed to the report. Stephen Crofts
deserves particular thanks because
although he is definitely not a young
person (sorry, Stephen) he has played
a major part in bringing the voice of
children into the work of WDSCB and
in the creation of the Safeguarding
Charter. Thanks also to Sarah Huntington
and Sughra Ashraf for their continuing
commitment to hearing what children
and young people tell us about their lives
in Wakefield.
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Executive summary
Chapter 1 – Local Background and
Context

Chapter 3 – Performance and Quality
Assurance

This chapter provides information about what it is like for
children and young people to grow up in Wakefield. It provides
a picture of the District in terms of its areas of population and
the services that serve children and young people who live
here. It describes how the LSCB listens to children about their
experiences and how this has led to the development of a
Safeguarding Charter.

This chapter describes how the LSCB uses its Learning and
Improvement Framework to inform its strategy and business
planning. It has a well-established audit committee, which
carried out a number of multi-agency audits throughout the
year. Audits are identified from emerging themes derived
from a number of sources identified in the Learning and
Improvement Framework. Findings from audits are translated
into action plans which are monitored through the Audit subcommittee.

The chapter also outlines the differences
compared to other parts of the country and
how this translates into priorities for the
District.
Finally, this chapter provides information about the number
of children and young people who have been involved with
Children’s Social Care and the focus on early help and
prevention.

Chapter 2 – Governance and
Accountability
This chapter describes the governance and accountability
arrangements for the LSCB. It has a main board and executive
group and is well supported by statutory agencies. Its
Business Plan is driven by local priorities.
The Independent Chair continues to facilitate the holding of
partners to accounts for their contribution to the safety and
protection of children. This is evidenced by the board minutes,
board development days, her participation in the Section
11 process and, this year, through her active involvement
in a Department for Education (DfE) innovation project to
streamline the strategic partnerships.
All groups, panels and sub-committees have individual work
plans, designed to meet the LSCB’s strategic priorities.

www.wakefield.gov.uk

The LSCB has a mature Section 11 audit process, which has
demonstrated continual improvement be agencies over the
years.
In 2015-16, learning also came from external sources via peer
challenge from other LSCBs and an internal audit. The DfE
Innovation Project highlighted a number of improvement areas
to ensure that the LSCB engages effectively with the right
people to result in the maximum impact on children, young
people and their families. These have been taken forward by
the LSCB, partnership boards and Wakefield Council.
This chapter also includes a report from the Child Death
Overview Panel (CDOP). The death of any child is a tragedy.
The Wakefield and District CDOP is is of a high calibre with
excellent, committed representation from a broad number of
agencies.
It is vigilant about ensuring data is regularly reviewed for
trends and it carries carry out ‘deep dive exercises’ where
necessary, which result in targeted action. The CDOP applies
learning from the panel across the health system to affect
change, for example, reducing smoking in pregnancy by
working proactively with partners such as the CCG and Mid
Yorkshire hospitals. The CDOP received good feedback from
our recent Yorkshire and Humber Region Children’s Services
Peer Challenge who were ‘particularly impressed with the
leadership and range of activities of CDOP.
Finally, this chapter describes the safeguarding work done
in local schools and how tis assures the LSCB about what is
working well and what needs to happen next to continually
improve.

Chapter 4 – Training and Learning
Development

Chapter 6 – Partner Agency Priorities
and Achievements 2015 – 16

The content of WDSCB’s training courses is directly influenced
by learning derived from audits and research and continues
to be updated throughout the year. This ensures that
professionals are always supplied with the most up-to-date
information
which can be evidenced from practice.

The final chapter of the Annual Report presents contributions
from the LSCB’s partner agencies and partnership boards
about what they have achieved in protecting and safeguarding
children during the year. Each were encouraged to use a
template to describe these under the following headings:

This chapter describes the achievements of the training and
development sub-group in 2015-16, and its plans for next year.
It also shows the extent of the training programme.

Chapter 5 – WDSCB Priorities and
Achievements 2015 – 16
This chapter sets out the LSCB’s vision and describes how
these translate into its strategic priorities for 2015 – 18. It
presents the specific achievements made in 2015 – 16, which
include the DfE innovation project, targeted work on domestic
violence and abuse and work done with taxi drivers by the
licensing department.

•
•
•

Our priorities in 2015 – 16
What we have achieved in 2015 -16
What we plan to do next.

The wide range and depth of contributions
provides a wealth of evidence about the how
children and young people in Wakefield are
protected and safeguarded and illustrates
commitment to continuous improvement in
this area.

This chapter also describes the West Yorkshire-wide CSE
initiative which aims to improve services for victims of CSE,
better information sharing across the five areas through
the appointment of single points of contact (SPOCs) and
awareness raising in schools through the use of theatre
groups.
Another achievement described in this chapter of the Wakefield
Safeguarding Week, the success of which has led to the
establishment of a Safeguarding Week task and finish group to
plan the next event.
Finally, this chapter describes how the LSCB has listened and
responded to local children and young people. It presents the
work it has done with children and young people to develop a
Safeguarding Charter and also describes how feedback from
young people led to the development of a new standalone
website for the LSCB.

7

www.wakefield.gov.uk

Introduction
The welfare and safety of children and young people in Wakefield is central to the work of Wakefield & District LSCB. Its vision is
that children and young people will be safe and will feel safe within their homes, schools and communities. Its aim is to provide
strong and effective leadership in order to co-ordinate and ensure the effectiveness of the work done by agencies for the purpose
of safeguarding and promoting the welfare of children and young people. It believes that safeguarding is everyone’s business
and aims to ensure that children and young people in Wakefield are adequately safeguarded at all stages of their journey through
universal, targeted and specialist services.

Working Together to Safeguard Children (2015)1 sets out the
requirements of the Annual reports of Local Safeguarding
Children Boards (LSCBs) as follows:
•
•
•
•
•

Assess the effectiveness of child safeguarding and the
promotion of the welfare of children in the local area.
Provide a rigorous and transparent assessment of the
performance and effectiveness of local safeguarding
arrangements.
Identify areas of weakness, the causes of those
weaknesses and the action being taken to address them
as well as other proposals for action.
Include lessons from reviews undertaken within the
reporting period.
List the contributions made to the LSCB by partner
agencies and details of what the LSCB has spent,
including on Child Death Reviews, Serious Case Reviews
and other specific expenditure such as learning events or
training.

Wakefield District Safeguarding Children Board also uses its
Annual Report to demonstrate what it is doing to:
•
•
•
•
•

•
•

Conduct regular assessments on the effectiveness of
Board partner responses to Child Sexual Exploitation
(CSE), including the outcome of these assessments.
Analyse how partners have used data to promote service
improvements for vulnerable young people and their
families.
Include appropriate data on children missing from care
and how the LSCB is addressing the issue.
Develop policies and procedures for safeguarding and
promoting the welfare of children.
Communicate to persons and bodies in Wakefield the
need to safeguard and promote the welfare of children,
raise awareness of how this can best be done, and
encourage them to do so.
Collect and analyse information about the deaths of all
children in the Wakefield area.
Provide assurance that procedures are in place for
coordinated responses by the authority, their Board
partners and other relevant persons into any unexpected
death of a child.

Organisations working with children and young people can use this report to develop their understanding of safeguarding
in Wakefield and the work we are doing to support them and to be aware of the critical safeguarding issues relevant to their
organisation. This is also a public document, which is intended to generate wider community engagement in safeguarding issues.
The Annual Report is published in relation to the preceding financial year in order to influence local agencies’ planning,
commissioning and budget cycles.
It is submitted to the Chief Executive of the Local Authority, the Leader of the Council, the Local Police and Crime Commissioner
and the Chair of the Health and Wellbeing Board. The Annual Report will be shared by the Independent Chair at the Local Services
Board, Children and Young People’s Partnership Board and the Children and Young People’s Overview and Scrutiny Panel. Board
members will also share the Annual Report at home agency Board meetings so that they can take appropriate action.

Department for Education; 21st March 2015
https://www.gov.uk/government/publications/working-together-to-safeguard-children
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Chapter 1
Local background
and context
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Chapter 1
Local background
and context
Wakefield is one of five metropolitan districts in West Yorkshire, covering 350
square kilometres. Situated close to the ‘M62 corridor,’ it borders the larger cities
of Leeds, Bradford and Huddersfield. Wakefield is the 67th most deprived district
in England (out of 326), with 40,459 (12.5%) people living in neighbourhoods that
are amongst the most deprived in England. Child poverty is significantly higher
in Wakefield than the England average (18.6%), not surprising considering that
Wakefield is the 67th most deprived district.

Key facts & figures:

125

33

350KM2

Primary schools service
Wakefield & District

Secondary schools service
Wakefield & District

The area Wakefield &
District covers

www.wakefield.gov.uk

Wakefield Metropolitan District
M1

A61

M62

A1

J41

West
Yorkshire

Castleford

Outwood

Stanley

A638
Ossett

City of
Wakefield

J40

A638

Horbury

Altotts

Knottingley
Pontefract

Normanton

A639

Sharlstone
A645
Crofton

J39
Walton

A636

Wintersett

Wakefield City

•

The five towns of the north east;
Pontefract, Castleford, Knottingley,
Normanton and Feathersone

•

Ossett and Horbury in the west

•

Hemsworth, South Elmsall and
South Kirby in the south-east

•

Scattered villages in the open
countryside

Ackworth

Ryhill

A638
Hemsworth

South
Hiendley
M1

North
Yorkshire

A628

•

Wragby

A61
South
Yorkshire

The main centres of population are:
M62

Featherstone

Foulby
A642

Wakefield has a relatively small but
growing ethnic minority population;
7.2% (23,739) of the population is from
a non-British nationality.

A642

J29

South
Elmsall

A1

South
Kirkby
5 kilometers (approx)

Wakefield & District is served by a range of partners including:
•
•
•
•
•
•
•

NHS Wakefield CCG
Wakefield Metropolitan Council
Mid Yorkshire Hospitals NHS Trust
South West Yorkshire Partnership
NHS Foundation Trust
West Yorkshire Police
Spectrum (Community Services
National Probation Services
(Kirklees/Wakefield)

•
•
•
•
•
•

Wakefield Youth Offending Team
West Yorkshire Community
Rehabilitation Company
18 mainstream secondary schools
5 independent secondary schools
6 special secondary school,
including Pupil Referral Units
4 secondary schools run by private
providers

•
•
•
•

113 mainstream primary schools
6 independent primary schools
3 special primary schools
3 primary schools run by private
providers

REPORT

67TH

12.5%

18.6%

Wakefield is the 67th most
deprived district in England

Of people in Wakefield live in
deprived neighbourhoods

Higher child poverty in Wakefield
than the English average
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Children and Young People in Wakefield & District
Listening to the voice and experiences of young people is crucial to ensure that services are planned, delivered and shaped in a
way that responds to and best meets the needs of children and young people. It is important that the LCSB routinely listens to the
experiences of young people and that this is reflected in reporting arrangements and board meetings. The voice of young people
should contribute and be evidenced to have shaped all LSCB policy and practice development activity. The Board has established
a multi-agency Community Engagement working group; ensuring effective engagement with children and young people is on
the key function of this working group. So far over 50 young people have met directly with Board members to talk about their
experiences of safeguarding services and to say how services could be improved. They explained in their own words the things
that were important to them and focused when and how they felt unsafe. This work has led to the development of a Safeguarding
Charter for Children and Young People in 2015-16, which will establish a minimum set of standards all young people should
expect when working with an LSCB partner agency. This is due to be published in 2016-17.
Exploring the views of local children and
young people about Safeguarding for
this Annual Report has been extremely
valuable. Six groups of children,
with ages ranging from 8 to 15, were
consulted and asked:
•
•

What makes young people feel safe?
What can we (adults, the LSCB) do
to make young people feel safe?

The messages from this piece of work
can be seen throughout the Annual
Report; in the foreword from the CiCC
and in the images generated, which are
interspersed throughout the report.
Around 4,000 children are born each
year in Wakefield. There are 76,388
children and young people aged 0-19
living in Wakefield, which is, 23.2%
of the total population and is slightly
lower than the national proportion of
23.8%2. The population of children and
young people in Wakefield is not evenly
distributed; the more deprived areas of
Wakefield Central, South East, Castleford
and Normanton and Featherstone have
higher than average proportions of their
population aged 0-19, compared to the
average for Wakefield. In terms of actual
numbers, Wakefield North West has the
largest number of children and young
people, with over 14,000 living in this
area.
Child poverty is an important issue;
evidence suggests that childhood
poverty leads to premature mortality
and poor health outcomes later in life3.
Poverty is described as being more
than about income; it’s about a lack of
opportunity, aspiration and stability4.
In 2012, there were 14,015 children
www.wakefield.gov.uk

aged under 20 years who were living in
poverty, this is almost 20% of children.
Child poverty is significantly higher in
Wakefield than the England average
(18.6%), not surprising considering
that Wakefield is the 67th most deprived
district. The definition of child poverty is
the percentage of all dependent children
under 20 years in relative poverty (living
in households where the income is less
than 60% of the median household
income before housing costs).
There are around 8,140 (14.9%) children
and young people in Wakefield with
Special Educational Needs (SEN). This
is lower than the national and regional
averages. The largest single primary type
of need for children and young people
with SEN was a moderate learning
difficulty, followed by a social, emotional
or mental health difficulty.
Wakefield’s Children and Young
People’s Joint Strategic Needs
Assessment (JSNA) was refreshed in
September 2015. This identifies the
priority areas for the District:
•

The recommended health and
wellbeing priority areas are
increasing levels of breast feeding,
reducing levels of physical inactivity,
improving dental health, improving
emotional health and wellbeing
and reducing smoking, substance
and alcohol misuse. Tables a)
and b) show improvement in our
breastfeeding and smoking rates
over the past two years.

•

The recommended children at risk,
vulnerable groups and families
priority areas are reviewing Children

in Need cases to ensure they are
being appropriately managed,
reviewing cases where a child
has become the subject of a child
protection plan for a second
or subsequent time, increase
understanding of why there is an
increase of LAC where the primary
reason is family dysfunction,
gain an insight into domestic
abuse, parental substance misuse
and parental mental health, and
ensure that the good multi agency
partnership working that is in place
to support the early identification of
child sexual exploitation continues.
Table c) shows a five per cent
drop over the past two years in the
percentage of children subject to a
child protection plan for the second
time.
•

The recommended education,
attainment and aspirations priority
areas are ensuring that children
and young people with learning
difficulties and/or disabilities
continue to receive the support
required for them to meet their
potential, increasing the 2 year old
uptake of free early years education,
maintaining the high uptake of the
3 and 4 year old offer of free early
years education, increasing the
educational attainment of looked
after children (LAC), reducing
absenteeism, increasing the number
of care leavers in employment,
education or training and reducing
the number of children missing
from education. Tables d) - g) show
the improvement in our priority
areas for education, attainment and
aspiration.

a) Levels of breastfeeding
14/15
% of infants due
a 6-8 week check
that are totally or
partially breastfed

33%

d) School attendance
15/16
38%

b) Smoking

% of women who
smoke at time of
delivery

14/15

15/16

95.1%

95.7%

e) LAC attainment
14/15

15/16

19.7%

18.3%

c) Child Protection Plan for 2nd Time

% of children and
young people
children subject to
a child protection
plan for a second
or subsequent time
within 2 years (%
shown as total
child protection
registrations)

% of overall school
attendance (SFR
data)

f) Special Educational Needs and/ or
Disabilities

14/15

15/16

15.2%

10.9%

% of Looked After
Children (LAC)
making expected
progress in their
educational
outcomes - primary
% of Looked After
Children (LAC)
making expected
progress in their
educational
outcomes –
secondary

14/15

15/16

86.6%

87.7%

% of education,
health and
care statutory
assessments
completed within 20
weeks of initiation
for children and
young people with
Special Educational
Needs/or Disabilities
(SEND)

14/15

15/16

67%

91%

g) Take up of early education

83.6%

88.1%

% take up rate
of eligible 2 year
olds to access free
entitlement to early
education.

14/15

15/16

69%

75%
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Children’s Social Care (CSC)
Wakefield Council has a duty to safeguard
and promote the welfare of a child living
in the area if they are considered to be ‘in
need’, and to provide a range and level of
services appropriate to the child’s need.
The concept of children in need (CiN)
was introduced in the 1989 Children Act5,
which states that a child is a CiN if:
•

•

•

They are unlikely to achieve or
maintain, or have the opportunity of
achieving or maintaining, a reasonable
standard of health or development
without the provision of services by a
local authority;
Their health or development is likely
to be significantly impaired, or further
impaired without the provision of
such services;
They have a disability.

Local analysis shows that in July 2015
the rate of CiN is much lower than the
figure reported for 2013/14 (approximately
340 per 10,000). This may be as a result
of an initial audit that showed that there
were a number open cases of CiN which
potentially could be closed, this was then
followed by an intensive review of CiN
cases that started in April 2014; the ethos
of the review was to check every CiN
case and ensuring it had an up-to-date
assessment, management oversight,
a decision making footprint, a plan
review within six weeks, an updated risk
assessment and case summary and where
appropriate the case is closed.
When a child is suspected to be at risk of
significant harm, they may be safeguarded
by being made the subject of a child
protection plan (CPP). This is a tool that
enables the family and professionals to
understand what is expected of them and
what they can expect from others. See
table h).

h) Number of children subject to
a Child in Need plan at month end
(31/03)
13/14

14/15

15/16

3,710

2,588

1,843

A CPP may be lifted if the situation
improves; the child and their family may
continue receive support with a CiN plan.
When the child is considered to be at
immediate and significant risk or harm,
they may be removed under an emergency
protection order (EPO) and become a
looked after child (LAC). See table i). They
may also become LAC if the CPP isn’t
effective.

i) Number of children subject to a Child
Protection plan at month end (31/03)
13/14

14/15

15/16

384

300

193

As with CiN, local analysis
shows that in July 2015 the
rate of children subject to a
CPP is much lower than the
figure reported for 2013/14
(approximately 32 per
10,000).

Under the 1989 Children Act, a child is
legally defined as ‘looked after’ by a local
authority if he or she is subject to a care
order or is temporarily classed as looked
after on a planned basis for short breaks
or respite care. The term ‘looked after
children’ (LAC) also applies to a child who
is accommodated by the local authority
either as a result of a voluntary agreement
by their parent, or as a result of a care
order being issued by a court of law to
safeguard the child. See table j) and k).

j) Number of Looked After Children at
month end (31/03)
13/14

14/15

15/16

498

497

483

k) Number of statutory assessments
completed. (Statutory assessments
replace initial and core assessments)
13/14

14/15

15/16

498

497

483

The Common Assessment Framework
(CAF) is an inter-agency model which aims
to provide children, young people and their
families with the most appropriate services
to safeguard children and to promote wellbeing. The CAF is a preventative model of
good practice which has been embedded
in practice within Wakefield for a number
of years. See table l).
l) Number of Early Help Assessments:
CAF Assessments
13/14

14/15

15/16

1,379

2,027

2,098

ONS 2013 Mid-year population estimate
The Marmot Review (2010). Fair Society, Health Lives. UCL Institute of Health Equity.
4
Department for Work and Pensions and Department for Education (2011). A new approach to child poverty: Tackling the causes of disadvantage and transforming families’ lives.
www.wakefield.gov.uk
5
http://www.legislation.gov.uk/ukpga/1989/41/contents
2
3

MASH
The Wakefield and District Multi-agency Safeguarding Hub
(MASH) was established on 6th January 2014, with the
objective of improving the quality of information shared across
the LSCB partners to fulfil the 1989 Children Act duty to “assist
the Local Authority with their duty to investigate.”
In 2015/16, the MASH partners included:
• Children’s Social Care;
• NHS Wakefield Clinical Commissioning Group;
• West Yorkshire Police;
• Education, and
• External access to Wakefield and District Housing.

Referrals are received into the MASH via Social Care Direct,
having had an initial triage undertaken by the Children’s
Social Care (CSC) Triage Team. The CSC manager has the
responsibility of considering the referral, and making a
decision about the timescale that should be applied to the
completion of the work within the MASH. This is achieved
through a scaling of risk, and coded as ‘red’ (to be concluded
within 4 hours), ‘amber’ (to be concluded within 24 hours),
and ‘green’ (to be concluded within 48 hours). These ratings
enable partner agencies to prioritise the cases within their
workload. The relevant checks are then carried out by partner
agencies and the information is shared as appropriate.
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Early Help
Working Together 2015 outlines the importance of Early Help as being more effective than reacting later and gives LSCBs a
specific role in relation to monitoring and evaluating the effectiveness of training, including multi agency training.
In Wakefield, the priority in 2015/2016 was to create 7 Early Help Hubs in order to transform services and establish an Early Help
Offer across the district that focused on intervening early and as soon as possible to tackle problems as soon as they emerge,
to prevent the need for statutory and higher cost interventions. The strategy aimed to bring together professionals from a range
of agencies and teams within the Wakefield Council to work together to support families at the appropriate level and build on the
work of the ‘Troubled Families’, ‘think family’ approach. The vision stated that:
Communities in Wakefield District achieve the best possible outcomes for themselves and their families, facilitated by coordinated services, provided as close to home as possible.
In April 2015 the 7 Early Help Hubs opened to the public and referring agencies. 6 of the 7 hubs were immediately established in
the local communicates, with the hub for the North West of the district opening their doors in Ossett in 2016.
Each hub offers a range of core services as well as services tailored to the needs of the local community. Alongside the 7 hub
buildings, there are 6 Children’s Centres and 6 link sites that the teams deliver from. Support to families is offered through
bespoke family intervention as well as group work tackling issues such as domestic abuse, anger management for young people,
parent and baby sessions. Services and support delivered from the hubs include:
•
•
•
•
•
•
•
•

Whole family support
Troubled Families
Early Years
Domestic Abuse
Youth Support
Sport and heathy lifestyles
Support to other agencies undertaking CAF
School liaison

Key representatives from a range
of partner agencies such as: Police,
Schools, Wakefield District Housing,
CAMHS, SEN support services,
Probation, Health and organisations
from the voluntary sector, Social Care,
Inspiring Recovery, Gasped, Right
Steps are working alongside the Hubs
providing coordinated interventions as
appropriate.

Between April 2015 and
March 2016 the hubs
received 4541 referrals for
family support.

www.wakefield.gov.uk

•
•
•
•
•
•

Young Carers
Child and Adolescent Mental Health Services (CAMHS)
Young Person Substance misuse
Information Advice and Guidance
Health Services including Midwife and Health visitor drop
in services.
Groupwork intervention

At any one time the hubs carry an
average caseload of between 1200-1300
children. This has remained consistent
over the past 8 months. A large
proportion of referrals are for families
whose need for intervention has deescalated from Child in Need.
The hubs have developed a multiagency allocation meeting where partner
agencies are invited to bring cases for
discussion or referral. This successfully
ensures that intervention is delivered
at the right level and by the most
appropriate lead agency or professional.
These meetings are working well in the
areas where they are well established
with good multi-agency attendance and
representation. The hubs are working
on sharing best practice and learning to
ensure this model can be replicated in
the hubs where multi-agency allocation
meetings are less well developed.

The Early Help Hubs are in the process
of co-locating services with the
Safeguarding and Family Support Teams
who are working with children subject to
Child in Need and Child Protection plans.
This will ensure smoother transitions for
children during the step-up and stepdown processes through the different
tiers of intervention.
The Early Help Hubs have been engaged
with the England Innovations Project
rolling out the Signs of Safety model
of working with families. All Early
Help Practitioners have completed
the 2 days training and each hub has
a Practice Lead who has undertaken
the comprehensive 5 day training to
support staff to fully embed the practice
within their work. Processes and
paperwork from Early Help through to
Child Protection have been streamlined
to adopt the Sign of Safety way of

working and a common (Signs of
Safety) language is now in use, offering
families a greater understanding and
input into the support they are receiving.
Wakefield electronic CAF system has
also been updated and relaunched to
partner agencies to reflect the signs
of safety model within the assessment
documentation.

A quality assurance framework has been
developed and is being implemented
to ensure a renewed focus on early
help which is underpinned by robust
audit processes to capture any learning
and identify best practice. A thematic
early help audit has also taken place
through the WDSCB and an action plan
developed in response to this.

The Continuum of Need has been revised
and published reducing the tiers of need
from 5 to 4. This has been well received
by partner agencies and has brought
improved clarity about thresholds, tiers
of need and levels of intervention. The
Early Help Strategy sets out the partner
agency pledge and defines the range
of early help services available from
universal services through to level 4.

Work will continue to embed the Sign of
Safety model of working with families
in practice and Practice Leads are
developing a ‘coaching model’ to support
the application of this in practice.

Moving forward in 20162017, there is a renewed
focus on thresholds and
quality assurance ensuring
that children are receiving
services at the right time and
in the right way to meet their
needs.
This includes working more closely with
the ‘front door’ to ensure thresholds
for statutory intervention is being
appropriately applied.

In 2016-2017 the hubs will also deliver
some Family Learning as part of the
Adult and Community Education Service
offer as well as utilise the resilience
framework to increase capacity for
families to recognise and use the
strengths they have as individuals and
family unit.
An Early Help Website is being
developed to communicate the offer
and methods of capturing service
user feedback are being developed
to inform future service planning and
development.

A revised Troubled Families
Outcomes plan will also
be used to underpin family
outcomes and evidence
impact of interventions. An
early help data set is being
developed to support this.
For 2016-2017 the hubs are aiming to
be more ‘outward facing’ and looking to
increase the offer and range of support
that can be provided. This will seek to
utilise the range of available skill sets
available within the hubs and seek to
provide a range of targeted support
and intervention. As well as whole
family interventions, the hubs will seek
to improve the group work offer, offer
bespoke pieces of family work and also
renewed focus on early years outreach
work and Children’s Centre activities.
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Children with disability
Wakefield has 1621 children who have
their assessed Special Educational Needs
and/or Disabilities coordinated through a
multi-agency plan. 6014 Children receive
additional support in schools as a result
of a Special Educational Need and/or
Disability. 344 Children attend one of
Wakefield’s Special Schools and 100
children receive their education through
specialist provision in a resource on a
mainstream school site.
The Children and Families Act 2014
created the biggest reforms in a
generation for children and young people
with special educational needs and/or
disability. In line with these reforms and
legislation, many aspects of our work
with children and young people with
special educational needs and disabilities
and their families is being reviewed.
Under the reforms, all children with a
statement of special educational needs
and all children requesting assessment
must have a holistic assessment of their
needs and, where appropriate must

be transitioned to an Education Health
and Care plan. In 2015 – 16, Wakefield
holistically assessed 858 children, who
now have an Education Health and Care
Plan.
Wakefield Council has a dedicated
social work team which specialises in
supporting, safeguarding and where
necessary, protecting children with
disabilities. 203 children currently have
a social worker from the children with
complex care needs team.
The first point of call for information,
advice and signposting for parents/
carers of a disabled child, or a
professional working with the family
is the Wakefield Early Support Advice
Information and Liaison (WESAIL). In
2015 -16, 524 families and professionals
contacted the WESAIL advice line.
This was more than 200 more than
anticipated.
In 2015 – 16, Wakefield Council

consulted with children, young people,
parents, carers and stakeholders
about a range of short breaks matters,
including the model of short breaks
provision available and eligibility criteria
for specialist short breaks. The public
consultation found that the impact
of the revised eligibility criteria was
strongly dependent on the provision
available at targeted level. Respondents
raised concerns that families may be
left without any provision if the revised
eligibility criteria were implemented
without the necessary development of
targeted services first.
As a result of this consultation,
Wakefield Council is developing a tiered
model of short breaks provision to
ensure there are services available at
Universal, Targeted and Specialist level
to provide best value and meet the needs
of children with special educational
needs and disabilities and their parents/
carers at the earliest opportunity.

REPORT

6014
1621
Children assessed through a
multi-agency plan

344
Children receive additional
support in schools

Children attend one of Wakefield’s
Special Schools

203

524

100
Children receive special provision in a
mainsteam school
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Children currently have a Children with
Complex Needs Team social worker

Families have contacted the
WESAIL advice line

Private fostering
The Children (Private Arrangements for Fostering) Regulations 2005 sets out the legal responsibilities placed upon Local
Authorities to assess and support Private Fostering arrangements. These Regulations are underpinned by the National Minimum
Standards for Private Fostering (2005).
Wakefield’s private fostering procedures have remained under review during 2015/16 since they were updated in 2014 and
following the reconfiguration of teams in the Safeguarding and Family Support Service in the last financial year. The Private
Fostering Working Group will keep the procedures under review going into 2016/17 due to revisions being made in Wakefield’s
Continuum of Need.

In 2015/16, a total of 30 private fostering arrangements were notified to the Council. This is
up by 8 from the previous year. At the end of March 2016 there were seven ongoing private
fostering arrangements.
The Private Fostering Working Group continues to focus upon marketing and raising awareness of what private fostering is to
help people understand their obligation to notify us if they are aware of a private fostering arrangement being planned or already
in place. This awareness has led to a noticeable increase in both the number of people viewing the Council’s Private Fostering
webpage and the number of private fostering notifications compared to the previous year.
Wakefield has increased its number of ‘known’ private fostering notifications and arrangements again in the last year, up from
22 in 2014/15 to 30 throughout 2015/16. In consideration of the growing under 18 child population projections and the increase
in ethnic minorities other than ‘White British’ there could still be an issue of under-reporting of these arrangements across the
district.
We have responded to 30 notifications throughout the year, which is an increase of 36% upon last year’s figures of 22
notifications. The vast majority of these received a timely assessment and 87% received an initial visit within 7 days of
notification, an improvement upon last year’s performance.
While the work of the Private Fostering Working Group continues to have a positive impact in raising awareness and generating
notifications with membership from the Safeguarding and Family Support Service, Commissioning & Business Development
Team and the Communications and Campaigns Team, service improvement work is required to improve our performance in
undertaking statutory visits in a timely manner. This will be an area for the Working Group to progress during 2016/17.
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Safeguarding Review Unit (SRU)
Child Protection
The number of children subject to a plan was approximately a third less than the same time last year and further exploration is
required to understand the reduction in numbers. The SRU has undertaken an audit to look at cases where children have come
off a plan at the first review and a review of children considered at a Child Protection Conference (CPC) but not made subject to
a child protection plan. An audit needs to be undertaken of the strategy decision making following the s47 in respect of bringing
cases to Initial Child Protection Conference (ICPC).
All but one ICPC was held within statutory timescales of 15 working days.
11/12

12/13

13/14

14/15

QTR 1
15/16

QTR 2
15/16

QTR 3
15/16

QTR 4
15/16

Number of children subject to a CP
Plan at month end

344

338

384

300

229

197

161

193

Children subject to a CP Plan - rate
per 10,000 population

49.8

50.0

55.8

43.6

33.3

30

23.7

28.4

SAFEGUARDING

The following tables show the category of abuse and ethnicity and age of the children.
CATEGORY OF ABUSE

ETHNICITY

AGE OF CHILD

EMOTIONAL

NEGLECT

PHYSICAL

SEXUAL

N/A

81

89

15

7

1

WHITE

MIXED

ASIAN

BLACK

OTHER

NOT STATED

161

3

1

0

10

18

UNDER 1

1-4YEARS

5-9YEARS

10-15YEARS

16+ YEARS

UNBORN

24

50

48

61

8

2

The number of children coming through the system for the second time is an area that will be looked at in the year 2016/17 and
an audit will be undertaken to provide some understanding of the reasons for families coming back through the system.
SAFEGUARDING

10/11

11/12

12/13

13/14

14/15

QTR 1
15/16

QTR 2
15/16

QTR 3
15/16

QTR 4
15/16

N18: (NI65): Children made
subject to a CP Plan for a
second or subsequent time

13.5%

15.7%

14.9%

17.8%

15.2%

8.5%

7.1%

10.6%

10.9%

www.wakefield.gov.uk

The SRU undertakes a multi-agency audit four times a year to look at a case where the children have been subject to a plan
for over 15 months to consider if the agencies are contributing appropriately to the plan and if drift is an issue. This figure is
not concerning but there does have to be a robust approach to ensure that children are not subject to a plan for a long time
unnecessarily but also that they are not removed from a plan prematurely and then add to the figure of second or subsequent
plans.

% of children subject
to a CP Plan for 2 or
more years

DEC 13

MAR 14

JUN 14

SEP 14

DEC 14

MAR 15

JUN 15

SEP 15

DEC 15

MAR 16

6.60%

5.70%

2.10%

3.00%

2.30%

2.00%

2.50%

0%

0%

0.01%

Looked After Children (LAC) Reviews
The Looked After Children population as at 31st March 2016 was 483 which is slightly lower than the previous two years of
492 and 497. There had been a steady increase from 2011 to 2013 but since then the overall picture is one of relative stability.
The rate of children per 10,000 of the population is higher than the 2015 national average of 60 and the average of 64 for the
Yorkshire and Humber Region.
LOOKED AFTER CHILDREN PLACEMENTS

QTR4
13/14

QTR4
14/15

QTR1
15/16

QTR2
15/16

QTR13
15/16

QTR4
15/16

Number (excluding short breaks)

492

497

477

475

476

483

Rate per 10,000 population

72

73

70

69.8

70

71

The large majority of Wakefield Council’s Looked after Children population (63%) were placed within foster placements at the end
of March 2016. This remains static in comparison to 2014/15 but is lower than the national England average of 75%.
6.2% of Looked after Children were placed for adoption. This is a reduction from the previous year which was 10% but still
higher than the England average reported in 2015 as 4%.
Around 11.5% of Wakefield Council’s Looked after Children were reported to be placed with their parents which is 1% down on
last year but still significantly higher than the reported England average for 2015 which was 5%.
12.8 % of Wakefield Council’s Looked after Children were placed in residential accommodation including Secure Accommodation,
Young Offender Institution, Residential School and Parent and Child Residential Assessment Units. This compares with the
England average of 12% reported in 2015 but is slightly higher than the previous year in Wakefield of 11%.

6.2%

11.5%

12.8%

Of Looked after Children
were placed for adoption

Of Looked after Children were reported
to be placed with their parents

Of Looked after Children were placed
in residential accommodation
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At the end of March 2016 416 out of the 483 (86.12%) children looked after population were reported as White British. This
suggests that approximately 12.62% are from an ethnic minority group which is fairly reflective of the population of school
children but is slightly higher than the previous year. The remaining percentage has not been recorded.
At 31.3.16 there were 22 Unaccompanied Asylum Seeker Children (UASC) who were Looked after Children with Wakefield
Council. This represent 4.55% of the LAC population. 21 of these were reviewed within the year 2015/16. The remaining 1
become looked after on 23/3/16 and was therefore reviewed at the beginning of April 16. This demonstrates a significant increase
on the previous year figures which show 6 (1.20%) UASC Looked after Children on 31 March 2015.
The Safeguarding and Review Unit tries to ensure that IROs build up some expertise in specific areas and consequently the
majority of UASCs are reviewed by the same IRO. It has to be acknowledged that these reviews may incur additional time due to
the complexities involved and use of interpreters.

The Safeguarding and Review Unit tries to ensure that IROs build up some expertise in specific
areas and consequently the majority of UASCs are reviewed by the same IRO. It has to be
acknowledged that these reviews may incur additional time due to the complexities involved
and use of interpreters.
LOOKED AFTER CHILDREN
- STABILITY & PERMANENCE

2013/ 2014

2014/ 2015

2015/2016

ENGLAND
13/14

COMPARATOR Y&H AVERAGE
13/14
13/14

Stability of Placements: No. of
placements

9.9%

13.5%

9.7%

11%

10.3%

10%

Long Term Stability of CLA

63%

66.5%

60.6%

67%

66%

66.3%

The Independent Reviewing Officers’ (IRO) case load in Wakefield averages 83 pro rata. This compares with the recommended
case load of 50-70 set out in the IRO Handbook. The IROs are consistently significantly in excess of the recommended upper end.
This high workload does impact on the oversight and follow up that is required for a comprehensive review process. This has
been raised with Senior Managers in the LA; Corporate Parenting Board in previous reports and brought to the attention of the
LSCB.
LOOKED AFTER CHILDREN
- REVIEWS
Timeliness of Reviews

www.wakefield.gov.uk

2013/ 2014

2014/ 2015

2015/2016

98.1%

99.1%

95.37%

Local Authority Designated Officer (LADO)
In 2015-16, the LADO has met with
Police and Community Services in order
to gain a broader understanding of
issues related to Mosque referrals that
have historically not progressed due to
allegations being withdrawn. Work is
ongoing, enhanced Disclosure Barring
(DBS) checks have been carried out in
respect of Mosque teachers and two
safeguarding training sessions have
been carried out by the LSCB.
In order to support children to
understand the LADO process, leaflets
are being produced to explain what will
happen and the support they will be
offered. Additional leaflets are being
designed for social workers including
what to expect at a LADO meeting.
The number of referrals to the LADO
continues to increase. One of the factors
contributing to the increase may have

been in relation to the LADO being able
to focus on this role and have a more
consistent oversight of and response to
allegations management. He also had the
opportunity to contribute to the training
provided by the LSCB which alerts
professionals to the role of the LADO
and their responsibilities to refer.
The LADO has received a number of
referrals from Ofsted, often involving
parents who have not followed the
school complaints procedure resulting
in the complaint being sent to the LADO.
A meeting was held with colleagues
from the School Improvement Team to
ascertain where these referrals should
go and the Service Lead for the SRU has
contacted Social Care Direct, resulting in
a decrease of these referrals.

diverted to the Information Governance
Team who have the resources to deal
with them rather than coming to the
LADO.
The following information outlines the
number of discussions that have taken
place with the LADO resulting in advice
and consultation or LADO oversight
without the need for a strategy meeting
to be convened.

Requests for information are now being
intercepted by administrators and

COMPARATIVE ANNUAL TOTAL NUMBER OF LADO REFERRALS
1st April 2013 to
31 March 2014

1st April 2014 to
31st March 2015

1st April 2015 to
31st March 2016

Total

81

159

194

434

In 2015-16, the highest number of referrals have been for allegations of physical abuse,
followed by sexual then emotional abuse. There was a low number of referrals for allegations
of neglect.
The outcomes for this period are varied and have not often led to charges or convictions; two convictions resulted during this
reporting period and five referrals were made to the DBS. Often the threshold for charging has not been met, therefore it has
been the employers, with advice from the LADO, who have dealt with the situation and provided an appropriate and proportionate
response to manage any identified risk within their establishment.
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Outcome of Concluded Referrals to LADO
16
14
12

Quarter 1

10

Quarter 2

8

Quarter 3

6

Quarter 4

4

Referral to DBS

Aquittal

Conviction

Caution

Cessation of Use

Resigned prior to process

Resignation

Dismissal

Disciplinary Procedures

Suspension

Insufficient Evidence

Malicious or False

Review Strategy Meetings

Initial Strategy Meetings

2

line with developing a culture of learning and improvement the following changes have taken place:
•
•
•
•

The quarterly LADO report has been replaced by a bi-annual report and the annual report will be produced following collation
of end of year figures. Both reports will now identify the source and subjects of the referrals to LADO.
The audit group is now meeting twice a year and six cases are audited on each occasion.
The audit tool has been amended to follow the Signs of Safety framework, focusing on strengths, areas for development and
learning.
There is a commitment to continuing improvement in the management of allegations against those who work with children
and the role of the LADO has evolved to include continuing review and modification of the systems for recording, screening
and analysis of information.

www.wakefield.gov.uk
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Statutory and legal context
In accordance with Section 13 of the Children Act 2004, all Local Authorities are required to establish a Local Safeguarding
Children Board (LSCB). Regulation 5 of the Local Safeguarding Children Board Regulations 2006 set out the functions of the
LSCB.
Board structure and committees
The Wakefield and District Safeguarding Children Board (WDSCB) is a statutory partnership consisting of senior representatives
of all agencies as outlined in Chapter 3 of Working Together. 8The LSCB is primarily responsible for the monitoring and evaluation
of safeguarding children across the district, and influencing organisations in relation to improving safeguarding WDSCB Board.
WDSCB is a statutory board with the core duty to ensure there are effective arrangements in place across agencies to safeguard
and promote the welfare of children and young people in Wakefield. It meets four times a year.9 The following chart illustrates the
structure of the LSCB:

Wakefield & District Safeguarding Children Board (WDSCB)

Child Death
Overview Panel

Performance
Sub-Committee

WDSCB
Executive Group

Learning and
Development
Sub-Committee

WDSCB Independent Chair
Every Local Safeguarding Children Board (LSCB) has an
Independent Chair, usually working around two to three days
per month, although this can be varied depending on local
circumstances.

Child Sexual
Exploitation (CSE)
and Missing
Children Strategic
Group

Serious Case
Review (SCR) Panel

Audit
Sub– Committee

with all LSCB partners and particularly with the Director of
Children’s Services”. In Wakefield this is the Corporate Director
of Children and Young People Services.
As well as chairing the WDSCB meetings and the other aspects
of the role as outlined in guidance the Independent Chair gets
out and about to find out what it is like to be working on the
“front line” of safeguarding practice.

The Independent Chair reports to the Chief Executive of
Wakefield Council and attends meetings of the Local Services
Task and Finish groups are also used to consider specific
Board as invited. These arrangements ensure that safeguarding
issues such as community engagement and how to increase the
issues are discussed at the highest level by the Council and its
involvement of children and young people.
partners, reported through the District Outcomes Framework.
Working Together 2015 (the statutory framework governing the
work of the LSCB) says “the LSCB Chair should work closely

Department for Education; Working Together to Safeguard Children; 21st March 2015
https://www.gov.uk/government/publications/working-together-to-safeguard-children
www.wakefield.gov.uk
9
WDSCB is not a delivery or a commissioning body.
8
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WDSCB Partners
The LSCB works very closely with the Local Safeguarding
Adult Board to ensure that agendas are aligned and that we
adopt a common approach. Recent specific examples of this
partnership include:
•
•
•

•
•

Aligning our Annual Reports;
Annual joint Board development sessions;
Jointly developed and hosted training events – on
Domestic Abuse, Domestic Homicide, Learning Disability
and CSE and Modern Day Slavery (between 60 – 200
practitioners from across the workforce attended each of
these sessions);
The Business Managers from each of the Safeguarding
Boards sit on each other’s respective boards; and
Reviewing joint working protocols around how the Boards
work together with other strategic partnerships to share
information.

Other examples of our approach to governance and
partnerships include:
•

•
•

•

•
•

•

In 2015-16, we were successful in receiving grant funding
from the DfE to review partnership arrangements with the
LSCB across the Wakefield District. The outcomes of this
work are described later in the report.

WDSCB Child Death Overview Panel (CDOP)
The CDOP aims to understand better how and why children
in Wakefield die and use the findings to take action to prevent
other deaths and improve the health and safety of children and
young people. The panel also oversees performance in relation
to the current chapter 5 of Working Together to Safeguard
Children 2015.
WDSCB Executive Group
The Executive Group develops the agenda of the WDSCB,
ensuring that its statutory functions are met and priorities are
progressed.

Our Independent chair is proactive in terms of building
relationships with partners. She is in communication with
senior leaders across the partnership. She also attends
and promotes the work of the LSCB at the Health and
Wellbeing Board as well as specific organisational board
meetings, such as the CCG Body and Council Overview
and Scrutiny Committees;
The chair presents the WDSCB Annual Report to all
relevant partnership meetings across the district; and the
Police and Crime Commissioner.
We have representation on the West Yorkshire CSE
Regional Strategy Group – where we can share
experiences and good practice, our Independent Chair also
sits as the Chair of this group;
The LSCB is represented at the Domestic Abuse
Management Board and, as a result, have ensured that
children and young people are considered in the Domestic
Abuse Strategy and that their needs are reflected in
Domestic Abuse training; and we ensure that partners
have the necessary partnership provision through Section
11 challenges. Young people are involved in this process;
The WDSCB Business Manager now sits on the Local
Authority Partnership Coordination Group;
We have mapped our relevant partnerships and have
noted the partnership meetings on which individual Board
members sit and from which we can expect to share and
receive information;
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Serious Case Review (SCR) Panel

Performance sub-committee

The SCR panel considers cases for review and makes
recommendations to the chair as to whether criteria are met
for undertaking a review. It makes decisions about the process
for reviews and oversees each one.

The group is responsible for developing the performance
dataset for the LSCB. It analyses data and provides information
to the LSCB around vulnerable groups to enable challenge and
discussion.

The priority for the SCR panel in 2015-16 was to establish its
first standing committee for Serious Case Reviews. In terms of
achievements this year, it has:
•
•
•
•
•

Established membership of the sub-committee
Agreed the Terms of Reference for the sub-committee.
The first three meetings have been successfully held.
Included the review of a case referred by Probation.
Reviewed this using the Signs of Safety methodology
which worked well.

The SCR panel next plans to:
•
•
•

Ensure all agencies are effectively represented on the
panel.
Hold a Serious Case Review Panel to discuss to cases of
concern.
Help co-ordinate responses to other case reviews in the
district and in the region.

In 2015/16, the sub-group has concentrated
on consistent and appropriate membership
and developing a set of key performance
indicators, agreed with the Board.
What has worked well is that attendance on the sub committee
is consistent, reflective of the partnership and able to provide
narrative and cross-partnership challenge in response to the
data presented. This has resulted in a more informative report
around the national measures for safeguarding children and
the Board’s priorities.
The subcommittee is worried that it is difficult to identify
an education representative. There is also a significant time
lag to reporting accurate data due to the time taken for data
validation. The sub committee is also worried that some key
information previously reported is not included in the new
report – for example YOT and FGM.
To meet these challenges, the sub committee chair is working
with the education department to establish who could best
provide a narrative for the education data. It also plans to add
‘deep dive’ themes to the performance report to ensure that
all relevant information is reported in at least annually. Finally,
it plans to consider how the child’s voice can be reflected
and how children and young people can be included in
performance reporting.

www.wakefield.gov.uk

Learning and development sub-committee
The group is responsible for ensuring that high quality, up to date, effective and child focused multi-agency training is provided
alongside single agency safeguarding training. The key priorities for 2015-16 were to:
•
•
•
•
•
•

Ensure WDSCB’s multi agency training programme supports the Board’s strategic priorities as set out in its 2015/16
Business Plan
Develop and strengthen our approach to evaluating our single and multi-agency training process
Ensure the children’s workforce across the District has the knowledge and skills to respond to child sexual exploitation, by:
Promoting access to free on-line training on CSE awareness to the whole of the children’s workforce
Undertaking a multi-agency training needs analysis
Host Wakefield’s first Safeguarding Week

Chapter 4 of this Annual Report summarises the impact of the work of the sub-group in 2015-16.
Child Sexual Exploitation (CSE) sub-committee
The CSE group oversees and monitors the WDSCB CSE, Missing and Trafficked Strategy & Action Plan to ensure there is a coordinated multiagency response to child sexual exploitation and missing children within the district.
Audit sub-committee
The primary role for the sub– committee is to ensure that the LSCB and partner agencies are provided with timely information
relating to the quality of front line practice arising from single and multi-agency audit and quality assurance activity. In assuring
the quality of service provision to safeguard and promote the welfare of children and young people in Wakefield, the Audit
Sub-Committee requires Board partners to report, as part of the audits, on the impact that can be identified. One of the intended
outcomes of the audit activity is that children and young people will be safer as learning informs current practice. The SCR
challenge events review the learning agencies have gained from undertaking the review, and explore the impact the improvement
in services on children and young people.
WDSCB works with other partnerships across the District to share our aims, objectives and values and to ensure that the voice
of the child is heard. High quality communication with partners and using their governance structures assures us that these
are considered in decision making and commissioning processes. It is important that we work in partnership to ensure that
we do not duplicate or alternatively believe that something is being done when it is not and therefore create a gap. Working in
partnership keeps the safety of children at the top of the agenda for all agencies and not just the LSCB.
WDSCB works with other partnerships across the District to share our aims, objectives and values and to ensure that the voice
of the child is heard. High quality communication with partners and using their governance structures assures us that these
are considered in decision making and commissioning processes. It is important that we work in partnership to ensure that
we do not duplicate or alternatively believe that something is being done when it is not and therefore create a gap. Working in
partnership keeps the safety of children at the top of the agenda for all agencies and not just the LSCB.
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Expenditure and funding
Operating costs for the LSCB 2015/16

£

LSCB Business Team Salaries
(Including Safeguarding Advisor for Education)

240,623

Training Budget
(Including Alter Ego for schools)

30,121

Independent Chair*

28,472

Operation Costs LSCB Team

5,406

West Yorkshire (WY) Procedures

2,205

Total Expenditure

306,827

Income Received and Agency Contributions 2015/16

£

2014/15 Balance brought forward

36,470

Total Agency Contributions 2015/16

294,806

Income from PCC for CSE Working Group Chair

5,000

Income from non-attendance/delivery of training in schools

21,956

Access to work payment

9,886

Other miscellaneous income

29

Total income

368,147

Business Unit
There are seven members of staff working in the WDSCB Business Unit. In 2015/16, there was a change in Business Unit
Manager.

Service Manager - Mark Stonell - 01924 305750
Business Manager LSCB - Julie O’Hara - johara@wakefield.gov.uk - 01977 722040

Angela Charlesworth
LSCB Project Officer
ACharlesworth@wakefield.gov.uk

Shirley Leaworthy
Temporary Administrator
sleaworthy@wakefield.gov.uk

VACANCY
Multi-agency Training Coordinator

Pam Treanor
Training Administrator
ptreanor@wakefield.gov.uk

www.wakefield.gov.uk

Alison Henderson
Child Death Review and
Performance Coordinator
alisonhenderson@wakefield.gov.uk
01977 722047

Chapter 3
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Learning and Improvement Framework
WDSCB refreshed its Learning and Improvement Framework in 2015-16. This enables the LSCB to learn from good practice
and also from when things go wrong and to influence the delivery and commissioning of services in the district. The learning
and improvement cycle is used to inform WDSCB strategy and business planning. Robust monitoring and review of training
provision, single and multi-agency guidance and policies, work programmes and the application of professional challenge to
partners will identify future learning activities and ensure that the WDSCB remains focussed on priority concerns.
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• MASH Report
• E-Help Enhanced data set
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• Training Update
• Sub-Committee Chairs Report
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• Safeguarding Conversations
• Business Plan Update
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Learning through peer challenge
The peer challenge process developed for Children’s Services across the Yorkshire and Humber region builds upon the peer
review model developed by the Local Government Association (LGA) and all 15 Local Authorities and Safeguarding Children
Boards are engaged in the process.
WDSCB received a peer challenge in October 2015. As well as a desk–based analysis of documentation, the process included
a wide range of on-site activities, with nearly 80 participants. These activities included interviews and focus groups. The peer
challenge team met the LSCB Chair, Children’s Services Lead Member, the Chief Executive of the local authority, officers at all
levels within children’s services and some key stakeholders from across the partnership.
Findings were presented to the LSCB Chair, the Children’s Services Lead Member, and senior managers from the local authority
and key partners on 16th October. The review found:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

A strong, well-led Board based on a partnership ethos with a clear commitment to safeguarding the children and young
people of Wakefield. The Board has a clear vision which informs its planning and prioritisation.
Clear and evident partnership working in and around the Board. There is strong partnership attendance at the Board and
active commitment of the partners.
A highly respected, visible, effective and committed Chair.
A commitment to continuous improvement from an evolving Board, with strong ambitions for itself and for children in
Wakefield.
Evidence of challenge, which was highly evident in Board processes, such as Serious Case Reviews and strong, annual,
Section 11 processes.
Examples of connectivity and the potential of connectivity. Specific examples of connectivity included the CSE subcommittee reporting good connectivity across the partnership and the simple and practical reinforcement of the roles of sub
groups in a bigger strategic picture by including business priorities at the top of reporting templates.
Well led and proactive sub groups.
A well-developed response to the challenge of CSE with clear analysis and clear plans of action in relation to the CSE
agenda and a strong and proactive engagement of the police and the Board at local and sub-regional level.
A strong learning and development offer, in which partners play a full role in contributing to learning and development
provision. The range of learning and development activity is impressive and there have been well received attempts to
consider alternative delivery methodologies. Staff hold the LSCB multi-agency training offer in high regard.
A continuously improving Business Unit, in which roles are being clarified to create opportunities for members of the team
to step into new activities and fulfil their potential.
Positive and supportive attitude to change in the Business Unit.
Some good examples of effectiveness and, in particular, the work of the Safeguarding Adviser for Education.
Improving performance reporting arrangements, which were introduced to the Board in August 2015. Board members
reported to us that this was a significant a step forward in reporting AND analysis of performance, providing a better basis
for conversation across partners.
A clear Business Plan, owned by the Board and its subcommittees. The choice of a manageable and memorable 6 strategic
aims and the reinforcement of these at every opportunity has been a powerful means of securing understanding and
ownership of the Plan. Business Plan objectives are also reinforced in sub-committees’ activity.
Strong and effective MASH arrangements with high levels of ownership across the system
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The peer review team suggested the following areas for development:
•
•

•
•

•
•
•
•
•
•
•
•
•
•

Clarify the role of the Business Unit and ensure it is as effective and efficient as possible: more coherent approaches to
young people’s voice and community engagement: more efficient Board bureaucracy and the measurement of impact.
Undertake an in depth analysis of the Business Unit, addressing
• Expectations of the team
• Clarification of individual roles
• Workload management
• Team building
Find ways of making Board meetings more manageable. Avoid over-large agendas and an excessive volume of paperwork
to absorb, which has had a negative impact on effectiveness.
Ensure the full engagement of ALL members. Board meetings, partly because of the strong levels of partner engagement
are well attended and therefore large in number. Engaging all Board members in meetings then becomes a challenge and
lead to an ‘inner core’ of actively engaged members, with others more on the periphery. The inclusiveness and effectiveness
of the Board will be improved if ways can be found of engaging a greater proportion of those present.
Further develop a culture of challenge across the Board.
Further develop work in relation to Communities, Voice, and measurement of impact.
Reflect on the respective roles of the Board and Executive as there is a lack of a universal, consistent clarity about the roles
and activities of these groups. Either developing, or at least reinforcing, the roles and responsibilities of these groups would
be a helpful exercise
Ensure and embed connectivity across sub-committees and linking subcommittees with the Board and Executive.
Strengthen the approach to community engagement.
Secure the engagement and commitment of partners. Ensure that agencies are not under represented on subcommittees
and others do not attend on a regular basis or with consistency, compromising the ability of the subcommittees to fulfil their
potential.
Exploit the potential of processes and activities, e.g. audit/learning and development.
Further develop qualitative and quantitative performance information to inform understanding and action.
Secure further partner commitment to the performance agenda
Define and specify governance arrangements for the MASH.

Learning through internal audit
Internal Audit’s overall opinion of the established controls and application of them is that they are Mostly Effective in the
reduction of risk. The opinion is based on the individual assessments of the risk areas examined, as shown below:
RISK AREA

ASSESSMENT

Implementation of the issues relating to the WDSCB raised by the 2012 peer review.

N/A

Governance Arrangements.

Mostly Effective

Delivering the vision of the WDSCB.

Mostly Effective

OVERALL ASSESSMENT

Mostly Effective

The assessment that key controls are mostly effective
reflects that there are sound controls in place and operating
effectively in most areas. Significant improvements have been
introduced to the WDSCB since the Children’s Safeguarding
peer review was undertaken by the Local Government
Association in 2012. The audit identified a number of
examples of good practice in relation to both governance
arrangements and delivering the vision of the WDSCB.
Consequently, most of the agreed actions in this report are
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enhancements to existing controls. However, the audit did
identify two key areas for improvement:
1.

2.

Some improvements could be made to Business
Planning, including obtaining more assurance that
sufficient progress is being made in implementing the
tasks in the Business Plan.
Some improvements could be made to performance
management. Work is currently ongoing in this area.

Learning through audit and quality assurance
The Audit subcommittee work stream derives from both from the annual WDSCB Business Plan, but also from the SCR Challenge,
Section 11 Challenge and other work streams of the Board.
The Audit Subcommittee also undertakes two multi-agency case file audits (MACFA) per year. These audits are thematic, and based on
issues identified as ‘hot topics’ locally and nationally. These provide an in-depth look at the work of all agencies represented on the audit
group. Those attending have prior access to their agency records, and will discuss the case with practitioners. The audit considers the
information available by way of a ‘round table discussion’ where managers consider the work with the child and their family.
The audit and quality assurance activities which the WDSCB has undertaken between April 2015 and March 2016 are outlined below:
Audit/Quality Assurance Activity

Type of Activity

Single agency audits

Review of evidence

Section 11 Audit

Annual Governance Audit and Peer Challenge

Quality of Referrals to Children’s Social Care

Multi-Agency Case File Audit (MACFA)

Teenage Domestic Abuse

Multi-Agency Case File Audit (MACFA)

Self-harm

Multi-Agency Case File Audit (MACFA)

Progress of SCR action plans

Monitor and challenge

The audit topics were chosen as a response to the LSCB priorities, and in light of the emerging themes, legislative changes and other
intelligence.

Learning through performance and complaints
This year, the LSCB has been working on establishing an effective dataset by which to measure performance. As a result of this work,
it now has a core data set, based on the national data set and enhanced data based around the six LSCB priorities. Analysis is done on
a multi-agency basis to challenge the data by asking “what is working well, what are we worried about and what are we going to do?”
Thematic deep dives on specific topics, such as CSE and DV will begin next year.

HM Government; Tackling Child Exploitation, March 2015
Channel is part of the Prevent strategy. The process is a multi-agency approach to identify and provide support to individuals 41
who are at risk of being drawn into terrorism.
10
11

Learning from reports into the LSCB
Child Death Overview Panel (CDOP) report
What are we doing well?
• We are vigilant about ensuring data is regularly reviewed for trends and we carry out ‘deep dive exercises’ where necessary, which
result in targeted action.
• We apply learning from the CDOP panel across the health system to affect change, for example, reducing smoking in pregnancy by
working proactively with partners such as the CCG and Mid Yorkshire hospitals.
• The CDOP Panel itself is of a high calibre with excellent, committed representation from a broad number of agencies.
• We received good feedback from our recent Yorkshire and Humber Region Children’s Services Peer Challenge who were
‘particularly impressed with the leadership and range of activities of CDOP’.
What are we worried about?
• We have high levels of pregnant women who smoke. This is a risk factor for neo-natal death.
• We have had a number of deaths where unsafe sleeping has been a factor. This needs further investigation.
• We have had a few deaths this year in children with learning disabilities or who are on the autistic spectrum where communication
difficulties may have contributed to their deaths.
What needs to happen?
• We need to continue to reduce smoking rates in Wakefield with a particular emphasis on smoking in pregnancy.
• We need to do a ‘deep dive’ exercise into unsafe sleeping deaths.
• We need to do a ‘deep dive’ exercise to identify any trends in deaths of children with learning disabilities or who are on the autistic
spectrum.
Serious Case Reviews
Between April 2015 and March 2016, there have been no cases which have met the criteria for a serious case review.
Head teachers report
Every year WDSCB hosts a half day education engagement event for all schools and colleges in the district. This is the
Safeguarding Children Boards annual opportunity to engage with senior leaders of education directly and update them on any
important issues or priorities.
•
•
•
•
•
•
•
•
•
•

The events were held in June 2015 and the programme covered the following topics:
A presentation of Wakefield Young Peoples Charter and schools present officially signed up to this;
An update on the Early Help Hubs and plans going forward;
Feedback on the annual safeguarding audit for education;
A presentation on a supervision toolkit, incorporating the Signs of Safety approach;
Updates in preparation for September 2016 including the Continuum of Need, Keeping Children Safe in Education statutory
guidance and WeCAF;
Primary schools were signposted to a new national CSE resource pack for primary school pupils;
Primary schools had NSPCC input on the changed and increased scope of their schools’ service. Secondary schools and
colleges had input from the CSE team social worker regarding the CSE risk assessment tool;
A demonstration of the electronic recording system (CPOMS) was demonstrated to the delegates, showing an option of
improved recording and reporting on safeguarding issues ‘in house’ and
A presentation on the Domestic Abuse service in Wakefield.
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How the LSCB is assured about what is working well in schools?
All schools present at both events officially pledged to sign up to the charter, receiving a certificate and use of the charter for their
student planners, displaying in school etc. This is approximately 60% of education establishments in the district.
The annual safeguarding audit for education had 100% return rate with some very positive results:
•
•
•
•
•
•
•
•
•
•
•
•

99% of schools have had Safer Recruitment training and their Single Central Record is up to date;
90% had issued a code of conduct with the recent amendments added;
97% had communicated whistleblowing policy to all their staff;
98% had a programme for education students on safeguarding topics;
96% had had Prevent training;
89% said the child’s voice come through in records/policies;
99% of safeguarding teams meet regularly and attend multi agency meetings;
Signs of Safety had embedded well in education establishments with 77% of designated safeguarding leads trained at the
time of the survey and many booked onto future courses;
68% reported using the Signs of Safety approach throughout their schools, for issues such as behaviour and attendance;
Schools reported good awareness of local CSE and Domestic Abuse services;
Following the NSPCC presentation 3 schools, who had previously not engaged with this offer, signed up to participate and
many more schools rebooked the session;
Many school expressed interest in updating their recording systems following the event.

What needs to happen next for schools?
The schools audit highlighted that Early Help Hubs received responses from schools. Education. This has been acknowledged
and schools have now had an opportunity to meet the service director, who outlined future plans. Schools were pleased to have
this face to face engagement and welcomed plans for the creation of a hub website, leaflets advertising what is on offer and
‘surgeries’ from hub staff in schools.
The audit also highlighted that:
•
•
•
•

There needed to be more promotion about the role of the education representatives on the LSCB. As a result, this has been
advertised on the Safeguarding website for schools and colleges;
Due to high turnover of staff and new governors in post 26% governors had not had strategic training. Individual schools
were to action/raise at the next governors meeting;
19% of schools reported not having safeguarding written into job descriptions for all staff. Many reported that they were
putting this in place by September 2016;
22% of schools had not identified a LAC teacher or the training was out of date. The schools have now received information
from the Safeguarding Advisor advising that this was a requirement and signposting to training.

Complaints
The complaints procedure is available on the WDSCB website.

There were no complaints to the LSCB in 2015-16.
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Department for Education (DfE) Innovation Project
Wakefield & District Safeguarding Children Board (WDSCB) was granted a sum of money by the DfE as part of its intention to “explore
in a number of Local Authority areas alternative ways of providing multi-agency working on child abuse and neglect.” 10Wakefield
was one of ten such projects across the country and there was an expectation that each project will be innovative in terms of its
recommended changes. This is in recognition of the fact that there are complex partnership structures in every LSCB area, which
creates the potential for lack of clarity about accountability for outcomes.
The overall aim of the project was to ensure that Wakefield and District Safeguarding Children Board engages effectively and efficiently
with the right people to result in the maximum impact on children, young people and their families by:
•
•
•

Reducing duplication and maximising the effectiveness of partnership working in Wakefield, particularly in relation to safeguarding
issues;
Clarifying the lines of accountability and ensuring ownership of outcomes for key issues within the District including: Child Sexual
Exploitation (CSE), domestic violence and abuse, mental health (child and adult), substance misuse and Contest/Prevent/Channel.11
Since the work was begun this has been extended to include Female Genital Mutilation (FGM); and
Making recommendations which will lead to fewer meetings and more time to free up key partners to make the required changes to
continue to improve services.

The overall project findings were as follows:
•
•
•
•
•

A strong commitment to effective partnership working in Wakefield District;
The current national statutory partnership architecture leads to a lack of clarity about partnership accountability and priorities.
Although this is being addressed, it has led to some duplication of effort as well as potential gaps (i.e. accountability and challenge
around FGM, modern day slavery, forced marriage and honour based violence and the impact on safeguarding of service change);
A tendency to partnership meetings that are over bureaucratic in terms of the information presented and number of agenda items;
Whilst partners understand the role of the LSCB in safeguarding children there is a potential for a lack of understanding about the
role of the LSCB to hold other partnerships to account in terms of their impact of their actions on children and young people; and
The emergence of a number of opportunities for aligning functions across West Yorkshire, for example safeguarding training
and performance management (as in other innovation projects) but also existing examples of alignment (the West Yorkshire CSE
Strategic meeting and the bringing together of representatives of the Local Safeguarding Adults Board (LSAB) and LSCB by the
West Yorkshire Police and Crime Commissioner to identify shared priorities).

It is clear that Wakefield District is not alone in the challenges it faces in this area of partnership working. Consultation with other
Independent Chairs about this project identified a number of themes, both for Wakefield to consider as part of this review, but which
are also of national significance in terms of streamlining its strategic partnerships around safeguarding. The report presented a set of
recommendations and a number of initiatives have already been agreed or put in place since this work began (see Chapter 5).
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Section 11 Audit
Section 11 of the Children Act 2004 requires Local Safeguarding Children Boards to ensure that organisations have safeguarding
arrangements in place and that senior managers make arrangements to ensure that their functions are discharged with regard to
the need to safeguard and promote the welfare of children.

Section 11 is the WDSCB’s primary audit to examine safeguarding arrangements within
agencies and provide the Board with assurance that agencies are doing what they can to
safeguard children and young people.
Our process of Section 11 Audit is in two parts. First, agencies submit a self-audit tool. This audit tool has been developed
in partnership with the other West Yorkshire LSCBs to enable consistency of approach for agencies where they have cross
boarder responsibilities. The second part of the process is a ‘Challenge Session’ in which a panel of Board members, led
by the Independent Chair, and including the lay member, Audit subcommittee chair and young person question the agency
representatives about their self-assessment. Each agency then develops an Action Plan of improvements, which is monitored by
the Audit subcommittee and reviewed as part of the following years Section 11 Audit process.
In 2015-16, the LSCB received S11 self assessments and had challenge sessions with the following organisations.
•
•
•
•
•
•
•
•
•

Mid Yorkshire Hospitals NHS Trust
Children’s Social Care
South West Yorkshire Partnership NHS Foundation Trust
West Yorkshire Police
Children’s Social Care – Early Help Team
Wakefield Youth Offending Team
Spectrum Community Health CIC
National Probation Service (Kirklees/Wakefield)
West Yorkshire Community Rehabilitation Company

What was identified from the S11 Audit?
The Section 11 Audit provided evidence of good practice from all agencies and this was confirmed at two challenge events held in
December 2015 and March 2016.
One agency reported 100% compliance across all the standards. All agencies reported full compliance with:
•
•
•
•
•

A named person with sufficient seniority identified to champion safeguarding.
Clear policies and procedures in place to show how to report welfare and safety concerns.
Staff are encouraged and required to attend safeguarding and child protection training.
Safer recruitment training to all staff involved with recruitment.
Children are made aware of their right to be safe from abuse.

Areas for improvement included:
•
•
•

Staff are informed of their professional boundaries and know where to pass on information.
The agency has an identified strategy for providing training at all tiers.
Staff are undertaking a CAF when the need is identified.
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There were no significant multi-agency safeguarding concerns across agencies, although some issues and challenges have
been identified for individual agencies. The headlines for each of the Section 11 requirements were as follows:
Senior management commitment to the importance of safeguarding and promoting children’s welfare
•

•

Senior management commitment to the importance of safeguarding children remains high. Ninety per cent of agencies
reported full compliance. This indicates that there is a named person for safeguarding at a senior level who champions
safeguarding within the organisation and that there is an established process in place enabling the agency to take
safeguarding initiatives forward and deal with findings from serious case reviews.
One agency identified further work that is needed to ensure clear updates of research and learning.

A clear statement of the agency’s responsibilities towards children is available for all staff
•
•
•
•

Fifty per cent of agencies reported full compliance with the requirement to have a clear statement of agency’s responsibilities
towards children.
One identified further work was needed to provide a thorough and accessible safeguarding policy, staff access the policies
and procedures, a need to improve staff and volunteers access to their responsibilities to safeguard children and to amend
certain procedures.
One recognised there are opportunities to improve staff knowledge about where to pass on information.
Three agencies thought continued improvement is needed to ensure children are listened to.

A clear line of accountability within the organisation for safeguarding and promoting the welfare of children
•

Eighty per cent of agencies reported full compliance with the requirement to have a clear line of accountability within the
organisation for safeguarding and promoting the welfare of children.
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50%

80%

Have a clear statement of
responsibilities towards children

Have a clear line
of accountability

Service development takes account of the need to safeguard and promote the welfare of children and is informed where
appropriate, by the views of children and families
•
•
•

Forty per cent of agencies reported full compliance with the requirement that Service development takes account of the need
to safeguard and promote the welfare of children and is informed where appropriate, by the views of children and families.
One agency requires further improvement to ensure work takes account of safeguarding children.
Two agencies need to improve on taking the views of children and young people into account.

Staff training and development on safeguarding and promoting the welfare of children for all staff working with or in contact
with children and families
•
•
•

Fifty per cent of agencies reported full compliance with this requirement.
Three agencies identified further work in respect of providing safeguarding training at all tiers.
Two agencies need to improve their induction process to include safeguarding.

Safer recruitment
•
•

Fifty per cent of agencies reported full compliance with the requirement for safer recruitment.
Two agencies stated that DBS checks were not necessarily updated every three years although both were under review.

Effective interagency working to safeguard and promote the welfare of children
•
•
•

Forty per cent of agencies reported full compliance with this requirement.
Three agencies reported ongoing work to ensure there is regular agency attendance at safeguarding and child protection
meetings.
One agency reported further work required to ensure staff have a good understanding about when to refer to Children’s
Social Care.

40%

50%

50%

of agencies are compliant
with the requirement to

of agencies are compliant
the requirement of

of agencies are compliant
the requirement for

Takes account of the need to
safeguard and promote the welfare
of children and is informed where
appropriate, by the views of children
and families

Training and development for staff
working with or in contact with
children and families

Safer
recruitment
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Information sharing
•
•
•

Seventy per cent of agencies reported full compliance with the requirement for information sharing.
Two agencies identified that further work is required to ensure all staff understand how and when to share concerns about a
child who may be abused or require additional help.
Two agencies need to carry out further work to ensure staff who work in specific settings are aware of when information
should be shared.

Work with individual children and families
•
•
•
•
•

Fifty per cent of agencies reported full compliance with this requirement.
Two agencies identified that further work is needed to ensure staff are aware staff understand the roles of other organisations
and professionals and that they understand the principles of working with children and their families as explained in Working
together 2015.
Two agencies recognised that further work is required to ensure assessments carried out with children and families are
based on the principles defined within the West Yorkshire procedures. This was not relevant for one agency.
Two agencies identified further work is needed to ensure principles for good practice are included in induction and training
regarding work with individual children and one reported this is not relevant to the service.
One agency requires further work in making children aware of their right to be safe from abuse and two agencies reported
this is not relevant to their agency.

Monitoring and review of arrangement to safeguard children
Agencies were not required to RAG rate this standard but all provided evidence or an account of how this is carried out.

www.wakefield.gov.uk

70%

50%

of agencies are compliant
with the requirement for

of agencies are compliant
the requirement of

Information sharing
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What will happen next?
In the light of the Children’s Charter launched in May 2016 it is important that all agencies are fully compliant with section 11
standards, in particular:
•
•

the development of new services or pieces of work takes safeguarding children into account.
the views of children and their families are sought when developing a service or piece of work.

Where further work has been identified, the WFSCB Chairperson will write to agencies that have not yet provided robust action
plans, to do so within the required timescales.
The LSCB will provide robust challenge to partners in order to be assured they are fulfilling their statutory obligation to safeguard
and promote the welfare of children in Wakefield. It will request that action plans with timescales are provided by partners where
they have identified improvements needed.
Child Death Overview Panel (CDOP)
Since 1st April 2008, all deaths of children from birth to 18 (excluding still births and planned terminations) are reviewed by a
panel of people from a range of organisations and professional areas of expertise.
This review is part of a national process called the Child Death Overview Panel (CDOP) which is outlined in national guidance
(Working Together to Safeguard Children- 2015).
This process is undertaken for all children who are normally resident in the Wakefield Metropolitan District Council area.
The CDOP has a specific role to play to ensure that every child in Wakefield District is safe by:
• Identifying any changes that we can make or actions we can take that might help to prevent similar deaths in the future and
making recommendations to the Local Safeguarding Children Board.
• Sharing learning with colleagues regionally and nationally.
• Analysing trends to ensure that any risk factors over time are identified.
The review is not an investigation and it is not about allocating blame. It is about learning and putting actions in to place, where
possible, to prevent future deaths.
How is the CDOP panel composed?
On the Wakefield panel we have, amongst others;
• Paediatricians including named doctors for safeguarding,
• Rapid Response Paediatricians (who review unexpected child deaths before they are discussed at CDOP following the local
protocol),
• Representatives from midwifery and obstetrics,
• Representatives from West Yorkshire Police Serious Case Review Team,
• Representatives from children and young people’s social care services,
• Education welfare staff,
• Managers of community health and acute services for women and children.
In addition to panel discussions of child deaths, presentations and information sharing takes place, for example sharing of
updated protocols on Sudden Infant Death.
The CDOP received good feedback from the recent Yorkshire and Humber Region Children’s Services Peer Challenge where it
was described as being “well led and proactive.”

Authors
Anna Middlemiss - CDOP Chair - Public Health Consultant - amiddlemiss@wakefield.gov.uk
Alison Henderson - CDOP Co-ordinator - alisonhenderson@wakefield.gov.uk
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About child deaths in Wakefield
Are there more child deaths in Wakefield than there are in other areas?
Figure 1: Child death rates for Wakefield children compared with the national averages
Rate per 100,000 (Directly standardised)
TIME PERIOD

Wakefield

England

2012-2014

13.7

12.0

2011-2013

16.1

11.9

2010-2012

16.8

12.5

2009-2011

15

13.7

Wakefield appears to have a higher rate than the England average, but this is not statistically significantly higher. This means that
a Wakefield child is not more or less likely to die than any other child in England. The rate fluctuates from year to year due to the
small numbers but when looked at over longer time periods stays at around 16 per 100,000.
How many deaths are reviewed by the panel every year?
The CDOP was notified of 23 deaths between 1st April 2015 and 31st March 2016, eight of which were discussed at panel during
this year.
•
•

Ten were female deaths and 13 were males
The deaths broke down by age as follows:
• Two early post-natal deaths in infants aged 0-6 days
• Three post-natal deaths in infants aged 7 to 27 days
• Five late post-natal deaths in infants aged 28 days to 1 year
• Two deaths in children aged 1 – 4 years
• Four in children aged 5 – 9 years
• Three in children aged 10 – 14 years
• Four young adults aged 15 to 17 years.

The number of deaths notified does not equate to the numbers of deaths discussed in a calendar year as a death may be reviewed
many months after the death has occurred. The CDOP review can only take place after all the reports have been obtained and any
other investigation or coroner’s inquest has concluded.
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Figure 2: Number of child deaths discussed at CDOP
between 1st April and 31st March

Figure 3: Percentage of child deaths discussed where
modifiable factors were identified by age.
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The graph above shows the number of child deaths
discussed at the CDOP year by year. Although there appears
to be a downward trend of deaths discussed at panel the
small numbers mean that we would expect to see a lot of
variation in the numbers over time. Therefore, we can’t
assume death rates are reducing.
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As a general rule deaths with modifiable factors are fewer
than those where no modifiable factors were identified.
Modifiable factors include things like parental smoking, delay
in accessing healthcare or risk taking behaviours.
Time taken for child death reviews fluctuates considerably
over time. The national target for cases being reviewed at
panel is six months; however, it is not always possible to
meet this target due to the complexity surrounding some
child deaths. For example, some are subject to a serious
case review before appearing at panel which delays the
CDOP process.
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Were the deaths expected or unexpected?
There are two categories for recorded deaths; expected and unexpected. Expected deaths may include cases where there was a
medical condition, which meant that doctors knew about the condition and this caused the death for example, cancer. Unexpected
deaths are where something happened which could not have been predicted or expected for example, a car accident or Sudden
Infant Death.
Figure 4: Child deaths recorded as expected or unexpected for period from 1st April 2010 to 31st March 2015
Period 1st April 2011-12 to 31st March 2016
Expected deaths

95

Unexpected deaths

62

Not recorded whether expected/unexpected

1

Total

158

Figure 5: Breakdown of expected and unexpected child
deaths per year from 1st April to 31st March

Unexpected deaths

Insufficient evidence

How do the deaths break down by age?
Figure 6: Number of child deaths discussed at CDOP panel
defined by age.
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The graph above shows that there are fluctuations in
expected and unexpected numbers of death however,
expected deaths always exceed unexpected.
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What were the causes of death?
Of the deaths reviewed over the last five years the top four categories of deaths were;
1.
2.
3.
4.

Perinatal/neonatal event (an event around the time of birth, up to 28 days afterwards and late neonatal event that can occur
up to the age of 1 year)
Acute medical or surgical condition
Chromosomal, genetic and congenital anomalies (conditions which are inherited or are present at birth)
Sudden, unexpected, unexplained death

Note: there may be more than one cause for the death but the highest cause is used in this process as classification.
The analysis of cause of death uses a classification created for this purpose by the Department for Education.
This classification divides deaths into groups which have similar implications for preventive activities.
The distribution of deaths according to these categories is given in the figure below.
Due to the small numbers and the need to ensure anonymity for the family we have grouped these numbers
over the last five years.
Classification is based on the Department for Education system as found in the analysis proforma used at panels.
Figure 6: Child deaths discussed at CDOP during years ending March 31st between 2010 -11 to 2014 -15.
CATEGORY OF DEATH

COMBINED % FOR 2011-12 TO 2015-16

Perinatal/neonatal event (an event around the time of birth
and up to 28 days afterwards)

28.3%

Chromosomal, genetic and congenital anomalies
(conditions which are inherited or are present at birth)

13.3%

Acute medical or surgical condition

11.6%

Sudden, unexpected, unexplained death

10%

Chronic medical condition

8.3%

Trauma and other external factors

6.6%

Infection

6.6%

Malignancy (cancer)

5%

Unknown

1.6%

Suicide or deliberate self-inflicted harm

1.6%

Total deaths reviewed during this period

157

Could anything have been done differently?
The panel looks at all the factors in the child’s life to see if any action could have been taken to prevent death. Only a small
number of child deaths each year are considered preventable, and within each case there are often a range of factors to consider.
Due to the small numbers involved the data has been grouped together over a five year period.
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For this five year period the following factors were recorded which may have contributed to the child’s death:
Lifestyle factors
Maternal and parental smoking, alcohol consumption and obesity were identified as contributing factors. Maternal smoking is a
particular problem for Wakefield and this can lead to low birth weight or prematurity both major factors in neonatal deaths.
Child abuse, neglect and other environmental factors
Child abuse was a factor in a small number of cases. In these circumstances a full serious case review is conducted prior to panel
which makes a number of recommendations. A number of cases, particularly where children had died as a result of risk taking
behaviours identified a whole range of risk factors in the home environment. These included alcohol and substance misuse,
domestic violence, not adhering to health advice and neglect.
Unsafe sleeping practices
A small number of deaths were associated with co-sleeping and other risky sleeping practices such as sharing a bed with a child
after consuming alcohol.
5. What have we done about these factors – lessons learned, shared and changes made
1. We have continued to work hard to reduce maternal smoking this year. A number of actions are in place which include;
• GP practices prioritising reducing maternal smoking
• Co-operation across providers and commissioners from Wakefield and North Kirklees
• NHS Wakefield CCG local quality premium target of 18% for 2016-17
• CO2 monitoring for pregnant women being undertaken systematically
• Increased access to electronic referral systems and information sharing
• Increased midwifery service access to education and support from the specialist stop smoking service
Due to these co-ordinated actions we have continued to see a drop in maternal smoking for this year.
2. Public health has funded a number of emergency first aid courses across the district for parents who live in areas with the
highest accident rates
6. Recommendations for future actions
1. Continue to work with partners to reduce the underlying risk factors for neonatal deaths mainly obesity and maternal/ parental
smoking.
2. Carry out a ‘deep dive’ into unsafe sleeping deaths. Share lessons with the public and staff.
3. Carry out a ‘deep dive’ exercise to identify any trends in deaths of children with learning disabilities or who are on the autistic
spectrum
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Training activities in 2015-16
The overall aim of the training provided by the WDSCB is to help to improve outcomes for children and young people in Wakefield
by providing inter-agency training. In 2015-16, this continued to cover all levels of child welfare concern, from early intervention
through to child protection. The training programme changes every year, and has grown significantly. The Learning and
Development Subcommittee develops the programme through an annual audit of the training needs of each agency as well as
changes in legislation, national cases and Serious Case Reviews and local issues
Led by the Learning and Development Sub-Group,
in 2015 – 16:

The Learning and Development sub-group plans to do the
following in 2016-17:

•

•

•
•

•

•
•

•

The Training Strategy has been reviewed by the Learning
and Development Sub-committee in order to place a
clearer focus on achieving the aims of the WDSCB and on
a more robust approach to quality assurance.
During 2015-16 a total of 3,411 frontline staff and
managers accessed face to face training and a further
2,683 completed E learning courses in topics which
included; Child Sexual Exploitation, Domestic Abuse,
Assessing Risk and Working Together.
During the last year the Child Sexual Exploitation and
Missing strategy group requested a training needs
analysis in response to the Jay Report and Casey
Review. A CSE training needs analysis was undertaken
by all partner agencies of the Board. This identified that
over 2000 staff were trained in the last year and also
recognised the need for bespoke, enhanced training
for senior practitioners. Following this analysis, a
commissioning process was undertaken by the Learning
and Development Sub Committee for training to meet the
training needs analysis outcomes.
Free on-line CSE awareness raising training was made
available and promoted across the workforce. A total of
790 staff accessed the training.
The e-learning package for WDSCB partners was
broadened to include 58 safeguarding programmes
including domestic abuse, female genital mutilation,
modern day slavery. The programme now offers
practitioners basic awareness on a wider range of
safeguarding topics.
Wakefield’s first Safeguarding Week (a multi-partnership
event, supported by the Adult and Children’s Safeguarding
Boards and the Community Safety Partnership) took
place 29th February – 4th March 2016. A total of 743
participants took part in the 30 training programmes
and awareness raising events offered during the week.
The event was a great success and was well evaluated,
with engagement from all partners in both delivery and
attendance.
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•
•
•

Implement the recommendations of the CSE training
needs analysis, including the delivery of Advanced
Practitioner training.
Further strengthen our evaluation of single and multiagency training to ensure a greater focus on impact on
practice.
Ensure our training programme continues to meet the
strategic priorities of the WDSCB.
Host a further Safeguarding Week in October 2016.
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ATTENDED

ATTENDED

TOTAL
ATTENDED

CAPACITY

+/-

% ATTENDANCE

OTHER

ATTENDED

VCS

ATTENDED

PROBATION CAFCASS

ATTENDED

POLICE

ATTENDED

SWYPT

ATTENDED

HEALTH

ATTENDED

SCHOOLS

ATTENDED

C&YP
SERVICE

WDSCB STATS
2015-2016

DATE

Modern Day Slavery

20-Apr-15

46

12

17

8

8

2

1

2

4

100

100

0

100

Bruising, Burns & Scalds Protocol

22-Apr-15

13

0

0

0

0

0

0

0

2

15

20

-5

75

Head Teachers Safeguarding Review
Primary

01-Jul-15

0

38

0

0

0

0

0

0

0

38

20

18

190

Head Teachers Safeguarding Review
Secondary

01-Jul-15

0

15

0

0

0

0

0

0

0

15

20

-5

75

Domestic Violence Awareness Day

28-Jul-15

42

3

19

14

3

0

1

4

10

96

96

0

100

Child Centred Practice with Resistant
Families

03-Sep-15

14

0

1

0

0

0

0

0

4

19

20

-1

95

Safeguarding Children at Risk of
Radicalisation

10-Sep-15

15

0

0

0

0

0

0

0

3

18

20

-2

90

Working Together a Shared
Responsibility

14-Sep-15

7

2

3

0

0

0

0

1

4

17

20

-3

85

Training for Trainers

17-Sep-15

1

0

0

0

0

0

0

0

0

1

5

-4

20

Core Group Guidance

22-Sep-15

7

1

0

0

0

0

0

1

3

12

20

-8
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Serious Case Reviews

06-Oct-15

0

0

0

0

0

0

0

0

0

0

20

-20

0

Bruising, Burns & Scalds Protocol

07-Oct-15

13

0

4

0

0

0

0

0

0

17

20

-3

85

Child Neglect

08-Oct-15

7

0

4

0

0

0

0

2

0

13

20

-7
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Understanding Children and
Technology

14-Oct-15

16

0

0

0

0

0

0

5

3

24

20

4

120

Child Centred Practice with Resistant
Families

20-Oct-15

12

2

2

0

0

0

0

0

1

17

20

-3

85

Children and Young People Living with
Domestic Violence

21-Oct-15

10

5

0

0

3

0

0

3

0

21

20

1

105

Female Genital Mutilation

03-Nov-15

0

0

0

0

0

0

0

0

0

20

-20

0

Responding to Allegations against
Staff - SCH only

04-Nov-15

0

19

0

0

0

0

0

0

1

20

20

0

100

Responding to Allegations against
Staff - SCH only

05-Nov-15

0

21

0

0

0

0

0

0

0

21

20

1

105

Working Together a Shared
Responsibility

12-Nov-15

0

0

0

0

0

0

0

0

0

25

20

5

125

Introduction to Migration /
Safeguarding Issues

18-Nov-15

25

0

7

0

5

0

0

0

0

37

50

-13

74

Core Group Guidance

24-Nov-15

3

6

4

0

0

0

0

3

0

16

20

-4

80

Compromised Parenting

23-Nov-15

18

2

0

0

0

0

0

2

0

22

20

2

110

WDLSCB TRAINING 2015-16

Training for Trainers

08-Dec-15

0

0

0

0

0

0

0

0

0

0

20

-20

0

Bruising, Burns & Scalds Protocol

09-Dec-15

8

3

1

0

0

0

0

0

1

13

20

-7

65

Parental Mental Illness

10-Dec-15

14

4

0

0

0

0

0

0

3

21

20

1

105

Child Centred Practice with Resistant
Families

14-Dec-15

13

4

1

0

0

0

0

2

1

21

20

1

105

Working Together a Shared
Responsibility

05-Jan-16

0

0

0

0

0

0

0

0

0

0

20

-20

0

Understanding Children and
Technology

07-Jan-16

15

3

0

0

0

0

0

2

0

20

20

0

100

Child Neglect

13-Jan-16

13

6

0

0

1

0

0

0

0

20

20

0

100

SG Basic Awareness - ACES Adult Ed
Serive only

15-Jan-16

30

0

0

0

0

0

0

0

0

30

30

0

100

SG Basic Awareness - ACES Adult Ed
Serive only

21-Jan-16

28

SG Basic Awareness - ACES Adult Ed
Serive only
Female Genital Mutilation

02-Feb-16

0

0

0

0

0

0

0

0

0

0

20

-20

0

Compromised Parenting

16-Feb-16

12

2

1

0

1

0

0

0

0

16

20

-4

80

Responding to Allegations against Staff

17-Feb-16

4

4

3

1

0

0

0

1

2

15

20

-5

75

SG Event B,B & Scalds

29-Feb-16

9

0

4

0

1

0

0

0

0

14

20

-6
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SG Event FGM

01-Mar-16

Serious Case Reviews

09-Mar-16

0

0

0

0

0

0

0

0

0

20

-20

0

Working Together a Shared
Responsibility

10-Mar-16

0

0

0

0

0

0

0

0

0

20

-20

0

Parental Mental Illness

15-Mar-16

19

0

0

0

0

0

0

0

0

19

20

-1

95

956

152

71

23

22

2

2

28

42

753

941

-188

80

TOTAL

59

HEALTH

SWYPT

POLICE

PROBATION CAFCASS

VCS

OTHER

16

Young People version

10

0

0

0

0

0

0

0

0

10

Think Safe, Be Safe, Stay Safe

0

0

0

0

0

0

0

0

0

0

SG from Child Sexual Exploitation

0

0

0

0

0

0

0

0

0

0

Police version

0

0

0

0

0

0

0

0

0

0

TOTAL E-Learning

148

25

17

2

0

0

0

2

0

194

221

-27

88

Combined Total

1104

177

88

25

22

2

2

30

42

947

1162

-215

81

Total excluding E-Learning

956

152

71

23

22

2

2

28

42

753

TOTAL
COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

0

COMPLETED
0

COMPLETED
0
16

WDSCB STATS
2015-2016

% ATTENDANCE

SCHOOLS

+/-

C&YP
SERVICE

CAPACITY

DATE

Apr-14

25

12

10

0

0

0

0

1

0

48

Young People version

4

3

0

0

0

0

0

0

0

7

Think Safe, Be Safe, Stay Safe

3

3

0

0

0

0

0

0

0

6

SG from Child Sexual Exploitation

90

7

7

2

0

0

0

1

0

107

E-Learning Awareness of
Child Abuse & Neglect

Awareness of CA & Neglect-Core

Police version
Awareness of CA & Neglect-Core

May-14

*.* DNA = Did not attend
*.* DNC = Did not complete
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WDSCB believes that everyone is responsible for safeguarding and promoting the welfare of children. It aims to achieve its
vision by:
•
•
•
•
•
•
•
•

Working with agencies to improve safeguarding practice.
Monitoring and where necessary challenging the performance of agencies in relation to safeguarding.
Developing and implementing effective policies, guidance and procedures.
Implementing an effective Learning and Improvement Framework that enables us to learn from good practice and also from
when things go wrong and which enables us to influence the delivery and commissioning of services in the district.
Analysing, reviewing and understanding the key factors identified in cases where children have been harmed and the changes
that can be made to services to address these factors.
Providing high quality multi-agency training to the children’s workforce.
Promoting awareness of safeguarding within agencies and in the wider community.
Reviewing the death of every child within the district and considering any actions which could be taken to prevent similar
deaths in the future.

The LSCB’s strategic priorities and work plans to achieve these are detailed in its three year Business Plan 2015 – 2018:
1.
2.
3.
4.
5.
6.

Having a strategic oversight and providing active challenge in relation to the Integrated Early Help Hubs and the Early Help
Offer in Wakefield.
Ensuring that that child’s voice drives service delivery and improvements in the Wakefield District.
A zero tolerance approach to Child Sexual Exploitation in the District.
Ensuring that neglect and the impact of neglect on a child’s development is recognised and understood to be unacceptable.
Being assured that children and parents living in households where domestic abuse is present fell safe and supported in
accessing services.
Being assured that children and young people in need of emotional health and well-being provision receive a timely service
which is tailored to their specific needs.

This chapter of the Annual Report details the specific activities that the LSCB has undertaken to meet these aims.
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DfE Innovation Project
The background and findings of this project are described in Chapter 3. The final project report presented a set of
recommendations and a number of initiatives have already been agreed or put in place since this work began. These are:
•
•
•
•
•
•
•
•
•
•

There will be one approach for Wakefield across the partnerships, thus reducing duplication and replication which was a
major aim of the project. There was no mechanism for this to happen previously;
It was agreed that, for 2016, there will be a single plan across the partnerships and a refreshed District Outcomes
Framework, within a clear outcome and accountability framework. This will be reported to the LSCB annually and subject to
routine challenge processes, including multi-agency audit;
Regular meetings now take place with Partnership Chairs and Partnership Coordinators to share information and co-ordinate
priorities between the various partnerships. This will be strengthened by the use of a new plan on a page for each priority,
which will define accountability and ownership across partnerships;
The LSCB/Local Safeguarding Adults Board (LSAB) have already aligned elements of their planning process, including
training and development and audit. They also arranged a joint session with the Community Safety Partnership (CSP) to
clarify lines of accountability on issues such as Domestic Violence and Abuse;
As a result of this project, the LSCB has reduced the frequency of its Board meetings from two-monthly to quarterly to fit in
with performance reporting cycles;
As a result of this project, the LSCB has introduced new model for meetings and development sessions. This is based on
the Signs of Safety model and will reduce bureaucracy ensure consistency and focus discussion. This was a major area
highlighted by survey respondents and has been well received;
Written challenge agreed and to be implemented for the LSCB 2016 Annual Report and business planning process; and
As a result of this project, the LSCB has developed a business plan template for use across all partnerships to report into the
safeguarding board. This will assist in obtaining consistency and aligning plans. The information will also feed into the LSCB
Business Plan.
A joint Boards development session, involving the LSCB, LSAB, Community Safety Partnership, Children and Young People’s
Partnership and Health and Well-Being Board has been arranged for June 2016;
A simple one-page template to help Partnership Boards with priority setting has been developed. This covers:
• Why is this a priority in Wakefield?
• Ownership and accountability – which is the lead strategic partnerships and which are the contributing partnerships
and what are their roles within this?
• What do we plan to do (based on evidence)?
• How will we know that we are succeeding?
• Accountability and reporting

Domestic Violence and Abuse
In July 2015, the LSCB held a multi-agency Domestic Violence and Abuse awareness day. Forty-two practitioners attended the
event, the majority from health and mental health services. The event was well evaluated and led to the following commitments to
improve outcomes:
• The definition of Domestic Violence (DV) needs to be known by all
• Need to trust professional gut instinct
• DV training for mental health staff should be mandatory
• Best practice resources need to be produced and shared across agencies and for all levels – practitioners – strategic
managers
• Schools need preventative work about valuing each other and healthy relationships

65

Licensing
In October 2015, the Licensing Committee agreed that all
existing licence holders in the ‘taxi’ trade, both hackney
carriage and private hire, must undertake safeguarding
training. The training was provided by external trainer, with
social work and local police input. The training included a large
element of CSE awareness, and was designed to enable those
in the trade to spot potential CSE and act accordingly. The
trade were to become ‘extra eyes and ears’ for the Police and
the Council for safeguarding issues.

practice and wherever appropriate to improve the consistency
of response across the district. From the start the meeting
has also included the development of a joint approach to
communication and media which is led by West Yorkshire
Police with representatives from the Local Authorities. One
example of their work was the successful campaign which was
run leading up to and during the school holidays in 2015. The
campaign was called “Do you know who you are taking to?”
and it highlighted some of the risks of social media.

Nearly one thousand five hundred (1475) licence holders
attended over 27 sessions; representing around 97% of the
trade. Those who failed to attend are to be referred to the
Licensing Committee to determine what action should be taken
against their licences. Some of those not attending, although
still licensed, have left the trade.

Part of the bid for funding from the DCS group included a new
role of Safeguarding Coordinator. This led to the appointment
of Stuart Piper early in 2015. Through the work of the
coordinator, the potential for more joined up approach across
the LSCBs have benefitted from a number of events which
highlighted the amount of work which is taking place to tackle
this awful crime, and also other areas of work where a joint
approach could improve the response for victims.

At the October meeting it was also agreed that all new licence
holders would be required to undertake the training within
three months of receiving their licence. This will require
a slightly different course outline from before as these
participants would have usually have no experience of the
trade. Licensing is in the process of developing such a course
through the LSCB, which the Board will deliver.

Child Sexual Exploitation - a West
Yorkshire response
The West Yorkshire CSE Strategic group was set up in 2012
to provide the opportunity for representatives from the
five LSCBs to meet regularly with West Yorkshire Police.
The purpose of the meeting was to consider whether West
Yorkshire was responding to and implementing national
recommendations and guidance. This was at a time when
many reports were being published at the same time with
numerous recommendations for a large number of agencies.
Since 2015 the Directors of Children’s Services (DCSs) have
been represented at the meeting and they drew up a bid for
funding to the Police and Crime Commissioner (PCC) to further
develop cross border services.
The Police and Crime Commissioner also funded a bid from the
West Yorkshire Directors of Children’s Services for improving
services for victims of CSE, for better information sharing
across the five areas through the appointment of SPOCs
(Single Points of Contact) and for awareness raising in schools
through the use of specialist theatre groups.

For the first time the Independent Chairs of LSCBs and LSABs
presented their Annual Reports to the PCC in a joint event
which highlighted the many issues which they have in common
including domestic violence and abuse and neglect as well
as Child Sexual Exploitation/abuse. In January 2016 the PCC
hosted a workshop to identify future priorities across the
district which was very useful. As a result, it was agreed that
each area will hold a Safeguarding Week and it is hoped that
will be held in the same week across West Yorkshire.

An audit model which assesses the response
to CSE at all levels is being piloted in several
areas and if it is successful it could be
extended to cover other safeguarding issues
in the future.
A workshop on children with disabilities/learning disabilities
is planned for June 2016 as it is recognised that they may be
particularly vulnerable. An audit model which assesses the
response to CSE at all levels is being piloted in several areas
and if it is successful (and there is no reason to suggest that it
will not be) it could be extended to other themes in the future.

It was recognised that there was a need to share good
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Wakefield Safeguarding Week
Wakefield’s first Safeguarding week took place the week
beginning 29th February to 4th March 2016. The week was
coordinated by WDSCB in partnership with Wakefield’s
Safeguarding Adults Board and Community Partnership
Board. The programme included 30 events on a wide range of
safeguarding topics and received interest from almost 1,000
staff, across a broad spectrum of services.
Delegates were asked to rate their knowledge, skills &
confidence following each training event using a scaling tool
from one to ten (one being low & 10 being high). From the
473 responses 90.9% (430) rated their knowledge, skills and
confidence on the subject matter following the training as
being between six and ten. This suggests all the training events
were well received, as anecdotal evidence from practitioners
further supports this view. Comments from delegates included
“really informative”, “more aware of other services”, “better
understanding of the issue”.
In terms of impact, the event evaluations documented six of
the most common things delegates said they had learnt from
the training received had made them think differently. The
changes in practitioner thinking were specific to the training
subject matter, however the following overall themes were
common across all 30 events were:
•
•
•
•
•
•

Awareness of the work specific services offer, better
understanding of specialist roles e.g. YOT, MASH,
WDDAS, Hubs.
Importance of information sharing and working together
to link together the bigger picture.
The importance of using available risk assessment tools.
E.g. CSE, SOS.
Greater awareness of legislation, reporting procedures and
referral processes.
The impact on children and young people when living with
problematic circumstances.
Complexities of understanding psychological aspects
of victims in specific circumstances, such as domestic
abuse, neglect.

The event evaluations also documented six of the most
common actions delegates said they would include in future
practice / organisation going forward. While the actions related
to the particular training attended common themes across all
30 events were:
•
•
•
•
•
•

Pass on learning to colleagues.
Pass on learning to service users.
Use appropriate and simple language with families.
Connect with other agencies to access available services
regarding advise/referrals /signposting/planning.
Consistency in completing reports
Stop making assumptions

Overall Wakefield Safeguarding Week 2016
was a resounding success.
Strong partnership working across services within the
district was evidenced as agencies committed to providing
training which ensured an interesting, varied and proactive
programme of events were offered. Interest in the events
offered was extensive, and a broad spectrum of practitioners
form statutory, commissioned and voluntary sector services
attended all 30 events, which enriched the networking
opportunities. Evaluation of the week demonstrated a positive
impact on practitioner’s knowledge, skills and confidence
relating to the safeguarding training offered.
The success of the Wakefield’s 2016 Safeguarding Week has
led to the establishment of a Safeguarding Week task and
finish group for the next event.
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Safeguarding Charter for Children and
Young People
Throughout 2015, the LSCB has worked with a group on
young people to develop a Safeguarding Charter, which
establishes a minimum set of standards all young people
should expect when working with an LSCB partner agency.
The process has included desk-based research, combined
with focus groups of young people run by trained young
‘Charter builders’, alongside peer discussions with frontline
safeguarding professionals by members of The Youth
Association’s team.
This has provided a wealth of ideas and evidence as to
what local young people and workers think is important in
safeguarding. During the process, 224 young people have
taken part in peer-led discussions and we have trained 21
young people to deliver peer-led group work sessions as part
of this initiative.

The result of this work is that we now have a
draft Wakefield safeguarding Charter, which
sets out Young People’s Expectations and a
Workers’ pledge.
The process also made a number of recommendations for
potential follow up work. These were outside the scope of the
project but acknowledged as important to note.
The Charter will be launched in May 2016.

www.wakefield.gov.uk

WDSCB Website
During 2015-16 in response to feedback from the Young
Inspectors and children, the LSCB has developed a standalone
website. This has a young people’s section, which has been
designed by young people and contains links to relevant young
people’s websites where they can access advice and guidance.

Chapter 6
Partner Agency
Priorities and
Achievements
2015–16

www.wakefield.gov.uk
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Chapter 6
Partner agency Priorities
and Achievements 2015-16
Agencies were asked to provide a brief account of their contribution to the LSCB
and safeguarding children and young people during 2015-16 under the followjng
three headings:
1.
2.
3.

Our priorities in 2015-16
What we have achieved in 2015-16
What we plan to do next

Their responses are as follows.
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Name of agency/partnership board:
Children and Family Court Advisory
and Support Service (CAFCASS)
Key contact:
Rachel Holmes - Head of Practice - rachel.holmes@cafcass.gsi.gov.uk
Andrea Walters - Service Manager - andrea.walters@cafcass.gsi.gov.uk

1. Our priorities and what we achieved
in 2015-16
The overall responsibility for safeguarding children in family
proceedings (established as a statutory function of Cafcass in
the Criminal Justice and Court Services Act, 2000) is held by
the Corporate Management Team (CMT) chaired by the Chief
Executive (CE) Anthony Douglas. CMT meets weekly.
The safeguarding of children within Cafcass services is
led by the Operational Management Team (OMT), chaired
by the National Service Director (NSD) Christine Banim.
OMT meets monthly, receiving performance reports, audit
findings, summaries of learning from serious incidents etc;
and ensuring that expectations and information are cascaded
through operational teams. It is attended by Assistant Directors
(ADs) and Heads of Practice together with support staff from
e.g. Human Resources and Management Information Services.
Each AD/SHO has one or more safeguarding matters within
their portfolio on which they hold lead responsibility e.g.
private/public law policy and practice developments, child
protection policy, area quality reviews, support to the Family
Justice Young People’s Board etc. Neville Hall (Assistant
Director) and Richard Green (National Child Care Policy
Manager) lead and provide support on many aspects of
safeguarding policy.
Each operational area is led by an AD/SHO. The management
and support of practice is provided by Service Managers (SMs)
and Practice Supervisors
The National Improvement Service supports operational
practice through a range of mechanisms including auditing,
mentoring and the development and provision of training.
There is also a Safeguarding Team comprising a National Child
Care Policy Manager and a Corporate Support Officer. Their
functions include:
•

co-ordinating and quality assuring submissions to serious
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•

case reviews (and other multi-agency reviews);
supporting Cafcass members in contributing to LSCBs.

The processes by which safeguarding is integrated into the
different aspects of Cafcass’ statutory work in private law,
public law and adoption cases are set out in discrete sections
of Cafcass’ Operating Framework.
Cafcass has a statutory duty (s16A CA 1989) to undertake a
risk assessment where there is cause to suspect that a child
is at risk of harm, and to provide that risk assessment to the
court. The requirements relating to Cafcass’ s16A duty are set
out in the Child Protection Policy and in the s16A guidance to
staff.
The following are the principal mechanisms of quality
assurance:
Family Court Advisers (FCAs) are encouraged to take
responsibility for their own performance, to which end they
are provided, for example, with data on MyWork which enables
them to review their own performance, workload etc.
Situational supervision – advice provided at the point of need.
Quarterly Performance Learning Reviews (PLRs), during which
direct evidence is collected that service objectives have been
met and that there has been adherence to policies, particularly
with regard to safeguarding. All staff have their safeguarding
practice assessed at least once per year via the PLR process
All reports are read prior to filing with the court and two full
file audits are completed per quarter, unless the FCA has
been assessed as sufficiently competent to be subject to
proportionate performance management, in which case one
report is read and one full file audit is conducted per quarter.
Service Managers audit case files, plans, reports and
safeguarding letters, and observe FCA practice at least once a
year.

The Performance Management system (hosted on i-Trent) strengthens the ability of managers to identify practice strengths
and areas requiring improvement and to meet the development needs of staff. The quality of evaluations made under iTrent is
moderated by senior managers.
ADs/SHOs dip sample closed files monthly and observe one PLR per manager per annum.
A national audit of practice was undertaken in November 2014, the third such audit. The results exceeded targets with a marked
rise in cases graded as good, and a marked fall in cases graded as unmet. In the light of these positive findings (and in line
with Ofsted practice) thematic audits will be conducted in 15/16 looking into: the quality of liaison with the IRO; the children’s
guardian’s involvement in any position statements; and the quality of analysis in private law work after first hearing (WAFH),
including the use of assessment tools and research.
A three-year cycle of Area Quality Reviews (AQRs), whereby each service area is subject to a ‘deep dive’ peer review using a
number of methods including: performance data; file review; service user survey; feedback from judges, and input from the
Family Justice Young People’s Board (FJYPB).

2. What we plan to do next
TOWARDS OUTSTANDING:
CAFCASS KEY PRIORITIES
Helping the Courts to
choose the best outcomes
for children

•
•
•
•
•

Quality
Family Justice Innovation
Diversity
Efficiency & Effectiveness
Influence

These are the Cafcass key priorities and they encompass safeguarding
•
•

Meeting regularly with managers in childrens services to jointly audit public law cases and benefit from the learning; and
Cafcass FCAs doing private law training in LAs.
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Name of agency/partnership board:
Community Safety Partnership
Key contact:
Councillor Maureen Cummings (Chair CSP) mcummings@wakefield.gov.uk
Jane Callaghan - Lead Officer - jcallaghan@wakefield.gov.uk

1. Our priorities in 2015-16
The current priorities for the CSP are:
•
To Reduce Crime and Anti-Social Behaviour
•
To Reduce Domestic Abuse
•
To Reduce Re-offending
The CSP identifies its priorities using selected Intelligence from
the Wakefield State of the District Report and other partnership
intelligence and data.

2. What we have achieved in 2015 -16
Reducing re-offending
• Implementation of the inter-agency Reducing Reoffending
Action Plan which reports to the CSP quarterly
• In partnership with CYPP overseen Youth reoffending
programme which manages delivery of youth offending
services through an effective YOT Board by delivery of the
Youth Justice plan
• In partnership with CYPP supported the Delivering
Differently for Young People (DDYP) transformational plan
• Supported ex-offenders to access to education, training
and employment through implementation of the Reducing
Reoffending Plan
• Establishment of a partnership group including Job Centre
Plus, Dept for Work and Pensions, Purple Futures and
Wakefield Council to explore opportunities to work in
partnership to provide work experience opportunities for
ex-offenders.
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Youth Crime and Substance Misuse Prevention
This allocation of funding from the Police Crime Commissioner
has been overseen by the CSP and represents a contribution
to the YOT Pool Partnership Budget. The contribution has
ensured the following:
•
•

•

•

The provision of a dedicated substance misuse service in
the YOT.
Ensuring all young people who come into contact with the
Youth Justice System is screened for Substance Misuse
and receives the appropriate support, intervention and
treatment.
The provision of Early Intervention and Prevention
work for example through the Liaison and Diversion
arrangements. Ensuring there are low numbers of young
people formally entering the Criminal Justice System for
the first time (First time entrants).
More generally making a broader contribution to the
delivery of YOT programmes of support and intervention
for young people subject to statutory community
penalties, serving custodial sentences or on release from
custody.

Restorative Justice Victim and Witness Fund
This allocation of funding from the PCC has been overseen by
the CSP and has allowed the YOT to increase and accelerate
existing work around adult restorative justice, as follows:
• An additional 16 volunteers have been recruited and
trained to deliver Restorative Interventions E.g. Mediation
and Conferencing
• The Service has introduced a ‘Make a Mess - Make
Amends’ scheme which provides opportunities for
adults involved in littering and other environmental type
offending linked to the night time economy to have
an opportunity to attend a ‘Clean Up session’ with the
Council’s Street Scene Team as an alternative to a Court
appearance or fine.
• A Conditional Cautioning programme has been established
for adult female offenders as an alternative to Court
appearance which incorporates a Restorative Intervention.
• A wider Conditional Cautioning for adult male and female
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•

offenders has been introduced by the YOT’s Liaison and
Diversion Team in as an alternative to a Court prosecution.
The programme includes a Restorative Intervention.
Restorative Practice and Victim Support staff from the
YOT are now routinely supporting the day to day operation
of the Safer Communities Hub in Central Wakefield.

Reducing Crime and Anti-Social Behaviour (ASB)
Prevent vulnerable people from being drawn into radicalisation
by implementing the Government’s Prevent and Contest
strategy within the Wakefield District:
• PREVENT/CONTEST Action Plan implemented which is
overseen by the Community Safety Partnership.
• Supported community cohesion through engagement with
diverse groups living within the Wakefield district.
• Business crime reduction work with West Yorkshire Police
• Safeguard and protect those who are vulnerable through
supporting with a particular focus on working together to
support people from diverse communities and people with
substance misuse problems and mental health problems.
• Work stream formed to work in partnership to protect
citizens from Female Genital Mutilation, Forced Marriage,
Modern Slavery and Honour Based Crime
• Safeguarding children at risk from abuse and neglect
remains a priority within West Yorkshire Fire Rescue
Service (WYFRS). The service continues to enhance its
training provision and up-date its internal strategy and
procedures.
• WYFRS has been instrumental in identifying and
reporting concerns of abuse or neglect throughout
2015/16. As part of our prevention activity, which entails
visiting properties to carry out Home Fire Safety Checks
(HFSCs), any indications of abuse or neglect have been
immediately actioned through the appropriate processes
in consultation with partner agencies.
Reducing Domestic Abuse
• Redesign of Domestic Abuse Service – introduction of
new WADDAS (Wakefield and District Domestic Abuse
Service) preventing domestic abuse and supporting
victims to ensure they are safe and are protected
• Worked in partnership with the integrated early help
teams – domestic abuse service now integrated within
this model of delivery
• Redesign of DID (DO it Different) publicity materials.
This programme is specifically targeted at child to parent
domestic abuse
• Provide good and consistent support to victims of
domestic abuse and all crime
The CSP has also funded a number of projects aimed at
supporting the achievement of our priorities, including:

•
•
•

South East Arson and Road Traffic Collision Hub
Tri Sports project in partnership with Wakefield Wildcats,
Castleford Tigers and Featherstone Rovers RLFC’s to
target vulnerable/disadvantaged young people
Wakefield District Domestic Abuse Service – Weekend
telephone cover provided by Victim Support.

A number of publicity campaigns to raise awareness of
Domestic Abuse and Cohesion issues which include:
Domestic Abuse Campaign activity to date
Funding from the CSP has helped deliver the campaign work
to date. So far, the following campaign activity has been
delivered:
• Digital screens: There is a two-year advert on the digital
screen at Trinity Walk in the city centre.
• Bus advertising: A district-wide bus campaign was
delivered in March and April 2016.
• Posters and leaflets: A series of posters and leaflets have
been printed and are on display at various places across
the district.
• Facebook advertising: There have been two Facebook
advertising campaigns delivered – one in the lead up to
Christmas, and another in the lead up to Easter.
• Newspaper advertising: There was a quarter-page advert
in the local newspapers promoting the WDDAS in March.
• Pub advertising: A year-long advert in the male and
female toilets of various pubs across the district, which
started in April.
Further campaign activity includes:
• Two press releases in the local media. It should be noted,
as a result of these press releases there were requests
from BBC Radio Leeds and Ridings FM to do a radio
interview with a victim; unfortunately we could not meet
those requests.
• Featured on the homepage of the Wakefield Council
website at various times.
• Display on the digital screens in Wakefield One.
Contest raising awareness - at a recent Regional Contest
Board the issue about public awareness campaigns and raising
the awareness of the Contest agenda was raised - we plan to
hold a staff awareness session/conference and also put some
public messages out in the communities. There are already
established campaigns in relation to both personal safety and
the safety of organisations and the security level.
Internet Safety training - At a recent event we hosted around
radicalisation with the Muslim women in Wakefield one of
the issues they raised as a concern was around what their
children were accessing online and the concerns they had
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about this. Some of the women didn’t speak English and would
struggle to monitor what their children were accessing and a
lot of the women were not aware of internet safety or how to
monitor what was happening, this has direct links with online
grooming for both the Far Right and Islamic State. As a result,
we are planning to work with a local Voluntary, Community
and Social Enterprise (VSCE) organisations (PEER Support
Yorkshire) who works solely around grooming via the internet;
their Director is the Clinical Lead Child Trauma Therapist.
•
•
•

Funding for the Night Marshals to support the Night Time
Economy and keep the city centre safe
Funding for the Police Community Support Officers
The CSP has established a number of work streams
including:
• Off road nuisance motor cycle
• Houses of Multiple Occupation (HMO)
• Modern Day Slavery

3. What we plan to do next
The CSP is currently planning the refresh of our Community
Safety Partnership Strategy 2012-2016. This will include
setting our priorities for the forthcoming year/s.
CSP members are attending and participating in the Joint
Discussion Board Event on 9th June along with the Chair of
the WDSCB and WDSAB and members of the CYPP and Health
and Wellbeing Board to improve collaboration between the
Boards to support effective joint working on safeguarding. This
will include exploring how well the four Boards link up and
collaborate at present and clarity on who leads on what, and
who holds whom to account.
The CSP will continue to complete our existing priorities until
the refresh of the Strategy has been completed.
A priority for 2016/17 is to broaden safeguarding awareness
within the team through the provision of enhanced training.
Working in conjunction with partner agencies our operational
staff are currently receiving domestic abuse training with
additional safeguarding workshops planned. WYFRS remains
committed to working in partnership to safeguard and
appropriately support the most vulnerable.
Future campaign work
Euros 2016 – traditionally a period when we can expect a spike
in domestic abuse the 2016, a campaign will run throughout
Euro 2016. This campaign will primarily target perpetrators of
domestic abuse, focussing on the impact that their actions can
have on their lives, and that of their families. These campaign
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messages will complement the messages of a campaign that
West Yorkshire Police are delivering at the same time.
Wakefield Pride – domestic abuse among LGBT relationships
is quite high, and therefore Pride provides an opportunity to
get messages out to this community. We are also developing
specific advice leaflets targeting the LGBT community.
16 Days of Action – this is a national campaign that starts on
25 November. It will focus on engaging local businesses and
providing them with practical advice on how they can support
employees who are victims of domestic abuse.
Community Safety Fund funding to support community
cohesion
Contest briefing pack – Development of Contest briefing pack
into a resource along with other materials, such as lesson
plans etc for schools. We are currently working with the
Youth Service to deliver sessions on the Far Right and local
perceptions, working with the Eastern European Community
Association to deliver sessions on radicalisation in the Polish
community, working with Lightwaves to deliver a session with
Muslim men and some planned further sessions with different
communities to gather local opinions and then do some work
to dispel the myths. Sharing of packs with partners who are
delivering Contest work in areas that have been highlighted
through the Counter Terrorist Local Profile (CTLP) and
disseminate through the training sub-group of Bronze where
all the partners who are delivering the Workshop to Raise
Awareness of Prevent (WRAP3) training are in attendance.
Hate Crime - we plan to deliver a Hate Crime comms plan
to raise awareness in the community. It is important that
the public are aware of how to report Hate Crime and are
encouraged to report it. This will also have an impact on
the Contest agenda as we utilise the hate crime reporting
information to determine where the tensions in communities
are happening.

Name of agency/partnership board:
Children and Young People Partnership Board
Key contact:
Zoe Morris Programme Manager Wakefield Council

1. Our priorities in 2015-16
•
•
•

Children are supported and safe
Children achieve their potential
Children have the best possible start in life

2. What we have achieved in 2015 -16
Implementation of Signs of safety
Signs of Safety is an innovative strengths-based, safetyorganised approach to child protection casework.
To date nearly 2000 people have been trained in this consistent
model of working.
Training figures up to January 5th 2016
• Health Visitors – 81%
• Community Nursery Nurses working with the health
visiting teams – 57%
• Looked After Children Nurse Specialists 100%
• Family Nurse Partnership Team – 87%
• School Nurses – 77%
• Staff Nurses working with School Nurses– 60%
• Community Midwives – 42%
• Safeguarding Team – 83%
• Police training figures are also good with 96 officers/
staff attending training and further courses have been
requested.
What has been the impact on practice?
• Positive feedback from practitioners and families, reports
of greater engagement and understanding of expectations
by families
• Quality assurance audits suggest greater consistency in
the use of the model within teams but we now need to
ensure that this is also across teams
• Social workers are freed up to spend more time with
families and less on repetitive recording processes.
• Clearer, open and transparent work practice.
• Families are more engaged throughout the process into
the child protection conference.

•
•

New documentation is being used in all cases; letter before
proceedings, pre-proceedings report and minute template
The council solicitor reports that families are more
engaged so they now focus on what’s working well in preproceeding meetings and just what are we worried about.

Children in Care Council and Participation
Delivered a total of 10 events for looked after children and
care leavers during the summer holidays, 2015; for ages 4 -21
years including kayaking, Hepworth gallery, CATs at Theatre
Royal, falconry session and more. Consultations focused on
the development of the fostering website and supporting foster
carer recruitment for long-term and teenagers.
Wakefield received the National Youth Agency’s Hear by Right
Gold Award for its participation work with young people.
This shows just how seriously we take on board the voice of
children and young people within our district and value their
participation when planning and developing services.
C&YP have been involved in the recruitment of several posts.
Work is ongoing to engage C&YP in their personal education
plans and foster carer annual reviews as well as supporting
young people to understand how they can have a bigger say in
their reviews.
Early Help Hubs
Seven Early Help Hubs have been established within
communities, the Safeguarding Locality Teams are also due to
co-locate within the Hubs.
Domestic Abuse Service
In September 2015 the new Wakefield District Domestic
Abuse Service launched with support delivered directly by
specialist practitioners who are part of the hub teams. The
Domestic Abuse Management Board has overseen the review
of the service and partners have been involved within the
implementation process. The governance arrangements are
in place and the service will be strategically and operationally
delivered between the Council/ Police and Health services.
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Health Visitor Transfer
The commissioning of the 0-5 Public Health Nursing (Health Visiting and Family Nurse Partnership (FNP)) Service transferred
to Public Health in the Local Authority on 1 October 2015. This reunited 0-4 year’s provision with the 5-19 years School Nursing
Service, already commissioned, at that time, by Public Health in the Local Authority. In Wakefield, commissioning of 0-19
Services has been delegated to the Children and Young People’s Directorate to support greater integration of services for children
and young people, and to ensure that children and young people get the best start in life.
Mid Yorkshire Hospitals NHS Trust (MYHT) is currently contracted by the Council to provide these Services to 31 March 2017.
It is not possible to extend the Contracts beyond 31 March 2017, therefore if the Council is to continue commissioning Health
Visiting and School Nursing Services it needs to re-procure these Services.
The need to re-procure these Services provides an ideal opportunity to bring them together into a single 0-19 Children’s Public
Health Service to provide a coordinated and integrated offer across Health and Social Care Services, thus enabling the Council to
provide effective Universal Services and intervene at the earliest possible opportunity to tackle problems emerging for children,
young people, their parents, carers and families.
Once the Contract has been awarded, the Council’s Children’s Commissioning & Business Development Team will work with the
successful bidder to implement the new Service, to ensure it is in place for 1 April 2017.

3. What we plan to do next
Focus for 2016/17
•
•
•
•
•
•
•
•
•
•

Infant Feeding
Childhood Accidents/Injuries
C& YP Oral Health
0-19 Childrens Public Health Services
Children’s Emotional Health and Well-Being
Children’s Smoking, Substance Misuse and Alcohol
Protect children who are at risk
Support children who need help earlier on in their lives
Improve the chances of children with special educational needs
Help our most disadvantaged children to do better at school

We are currently waiting for the Wakefield Together District Outcomes Framework refresh to finalise our priorities
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Name of agency/partnership board:
Health and Wellbeing Board
Key contact:
Janet Wilson Public Health Principal 01924 306413

1. Our priorities in 2015-16
Our Joint Strategic Needs Assessment showed six main health
and wellbeing priorities. The Health and Wellbeing Board
(HWB), its member organisations and key partners will focus
on delivering improved health and wellbeing outcomes across
these six priorities. Each partner will identify the specific
actions they can take in relation to each of these priorities
which should be detailed in their own commissioning and
delivery strategies.

2. What we have achieved in 2015 -16
In terms of our priorities for children and young people, in
2015-16, we published our Annual Public Health Report:
Creating Health for a Generation – The 1,000 Day Challenge
Many of our biggest killers, including heart disease, lung
disease and cancer, have their beginnings in our early life
experiences. Similarly, our mental health, how we do at
school, the sort of job we get and where we end up living are
all profoundly affected by our experiences in our early years.
Unhealthy children are likely to become unhealthy parents
which perpetuates the cycle of disadvantage.
There is compelling and increasing evidence that our
experiences during the 270 days of pregnancy and the first two
years of life (270 + 365 + 365 = 1,000 days) determine much
of our future health and wellbeing.
The Director of Public Health posed the challenge to all those
in Wakefield district – individuals, families, communities and
organisations – 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.
In September 2015, HWB Members were provided with a
presentation on the Future in Mind, a national programme
aimed at transforming children and young people’s mental
health and wellbeing services. A Children and Young People’s
Health and Wellbeing Taskforce had been established in
2014 and had issued a report in March 2015 that set out key
proposals to transform the design and delivery of a local offer
of services for children and young people with mental health
needs. The report had identified the following key themes:
•
•
•
•
•

Promoting resilience, prevention and early intervention
Improving access to effective support
Care for the most vulnerable
Accountability and transparency
Developing the workforce
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A local Transformation Plan has been developed in response
to the Taskforce report and a project group made up of key
stakeholders has been established to lead on the Plan’s
development. Clear guidance on the structure and content
of the Plan was available and governance arrangements and
reporting routes would be in place to manage its development
and implementation and monitor improvements.
The Transformation Plan was submitted to NHS England and
the Department of Health for feedback and approval of which
Wakefield was successful in achieving funding to support its
implementation and delivery. Ongoing commitment to the fiveyear Plan is required from all partners to ensure that changes
are embedded by 2020.
A further update will be given at a future HWB Meeting.

3. What we plan to do next
The HWB have agreed that the Sustainability and
Transformation Plan (STP) and the HWB Strategy will
become one plan for Wakefield. The STP will be developed
and implemented using a fully inclusive approach under the
governance and business rules of the HWB structure with the
ambition to take this innovative approach in aligning the STP
and HWB Strategy reaffirming the joint priorities of early years
(with a focus on childhood obesity, breastfeeding and maternal
smoking), long term conditions (including diabetes, respiratory
and circulatory diseases). Mental health (including dementia
and self-harm) and older people (including social isolation)
will address the health and wellbeing gap for Wakefield. In
addition, these priorities will inform the review of the District
Outcomes Framework which is owned by public and private
sector organisations.
Our developing STP will have a focus on self-care as an
element of prevention, with a common narrative and approach
across the health and social care system through the Health
and Wellbeing Board. This will allow some of our wider
partners such as housing and the police to be able to help
promote self-care and it will be an important element of our
STP. Through tackling our prevention and self-care agenda we
will reduce avoidable admissions over the next five years.
Following a recent HWB Development session where the next
steps in developing our joint plan was discussed we agreed to
work towards the outcomes shown below…
An action plan is currently being developed and will be
presented at the next HWB on the 28th July 2016.
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Name of agency/partnership board:
Local Medical Committee (LMC)
Key contact:
Dr Paul Glover

1. Our priorities in 2015-16
Dr Paul Glover is the Named GP for Safeguarding Children,
Wakefield Clinical Commissioning Group (CCG). He is a part
time General Practitioner (GP) and sits on the Wakefield LSCB
as the Local Medical Committee (LMC) representative.
In addition, he is also the Named GP Safeguarding Children
and Adults for Calderdale CCG; is a GP Appraiser; and a report
author for NHS England.
Dr Glover’s priorities, following the CQC inspection this year,
included ensuring that the good communication links between
GP’s and their attached Health Visitor Teams were maintained;
assessing the quality of links between School Nurses and
General Practices; and ensuring that important information
was sent out to GP Practices in a timely manner.
Through discussions with Practices it appeared that there were
few problems in communication between Health Visitors and
GPs, and a recent series of Practice visits, which are being
undertaken by the CCG, have confirmed that this is the case.

Dr Glover has also been active in ensuring that the provision
of Sexual Abuse and Rape Centres (SARC) remains good. This
remains a priority for next year. He continues to provide peer
support to GP colleagues and advise the Board on matters
relating to Primary Care, with LMC input as required. Dr Glover
is also starting to develop a network of Named GPs across
West Yorkshire, though this is in its early stages.

3. What we plan to do next
Priorities for next year include assessing the quality of GP/
School Nurse communications; continuing to monitor the
quality of SARC provision; and developing a Named GP
Network.
Unfortunately, it does not appear that communications are
good between School Nurses and GP Practices, and this will
be a priority next year.

2. What we have achieved in 2015-16
Dr Glover has continued to send out important Safeguarding
information and advice to Practices across Wakefield and
Calderdale, on subjects including Female Genital Mutilation
and Child Sexual Exploitation (CSE), the latter including the
development of a CSE “toolkit” (an aide-memoir intended
to ensure that GP’s remain alert to risk factors involved
in CSE). Dr Glover has also been involved in a number of
Serious Case Reviews and Domestic Homicide Reviews,
and has disseminated the learning from these through the
GP community. He has also been involved in developing the
LSCB’s Neglect Strategy, identified in the business plan.
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Name of agency/partnership board:
Mid Yorkshire Hospitals NHS Trust
Key contact:
David Melia, Interim Chief Nurse.
Clive Barrett, Head of Safeguarding

1. Our priorities in 2015-16
Our priorities were
• Audit
• FGM
• Signs of Safety
• CSE
• MARAC
• Training
• CQC Inspection

2. What we have achieved in 2015-16
Safeguarding training delivered during 2015/16 is detailed in the table below:
Training

Target Group

Safeguarding adult Level 2
Classroom sessions

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

Annual target (%)

Numbers trained
2014/15

Numbers trained
2015/16

Compliance at
31/03/16

85%

1217

756

74%

280

509

1207

677

332

325

288

313

N/A

218

1282

6856

Safeguarding adult Level 2 –
e-learning option

Safeguarding children Level 2
Classroom session

All hospital staff with substantial
access to children – every
3 years

85

Safeguarding children Level 2 e-learning option

Safeguarding children Level 3
training - Classroom

All hospital staff who predominantly
work with children and families –
every 3 years

85%

Safeguarding children Level 3
training –
e-learning option

Safeguarding Adult Level 1 training
(induction, workbook and refresh)
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All Trust staff – every 3 years.

95%

76%

85%

87%

Continued...
Training

Target Group

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

All Trust staff – every 3 years.

Annual target (%)

Numbers trained
2014/15

Numbers trained
2015/16

Compliance at
31/03/16

95%

1282

6856

87%

N/A

240

Safeguarding children Level 1
training –
e-learning option

Mental Capacity Act Level 1
Awareness (NHS Prompt Cards)

All Trust staff – every 3 years.

95%

6192

2087

96%

Mental Capacity Act Level 2 Training
– Classroom sessions

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

85%

554

1609

80%

398

491

461

281

Mental Capacity Act Level 2 Training
–
e-learning option
Mental Capacity Act and Deprivation
of Liberty Level 3 Training –
Workshop or Masterclass

Senior staff who are decisionmakers

The evidence of the impact of the range of training listed
above mainly relates to actions taken by Trust staff when
dealing with safeguarding concerns. Staff continue to follow
processes in relation to Safeguarding Children, Domestic
Abuse, Female Genital Mutilation, Child Sexual Exploitation
and Trafficking/Modern Slavery which are the topics covered
in Safeguarding Children training.
Examples of evidence for staff following these processes are:
copies of safeguarding referrals which the Trust Safeguarding
Team receive and review
audits relating to a range of issues, e.g. teenage domestic
abuse, children DNAs of appointments, etc.
issues discussed at safeguarding supervision by staff in
midwifery and 0-19 service
contributions to safeguarding enquiries and investigations by
MYHT staff.

85%

80%

the areas of practice under review are those where a true
and clearer understanding of compliance, implementation or
impact will satisfy the requirements of a number of drivers for
change. A review of all recommendations identified in historic
serious case reviews, the Trust Risk Register and national
guidance documents was undertaken by the Named Nurse –
Safeguarding Children and those gaps/commitments

3. What we plan to do next
We will be
• Embedding new policies and revising older policies as
they are due for review
• Completing actions from CQC Inspection Action Plan
• Completing the FGM Multi Agency Protocol
• Continuing our programmes of training

Audit of service efficacy is an integral element of the work
of the Safeguarding Team and the nature and volume of
audit activity has featured in previous annual reports and
for the year under consideration. The Trust Safeguarding
Annual Report for 2015-16 is attached. The approach to
the management of audit by the Safeguarding Team, for the
latter part of 2014 and up until April 2016, reflects a different,
more systematic and co-ordinated approach than previously
adopted. This has been established in an effort to ensure that
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Name of agency/partnership board:
National Probation Service
Key contact:
Gini Whitehead, Head of West Yorkshire NPS (Kirklees & Wakefield)

1. Our priorities in 2015-16

•

The focus for the National Probation Service locally has been
on:
1.

2.

3.

4.

Establishing and embedding processes to support
this new organisation in fulfilling it’s safeguarding
responsibilities in a manner congruent with it’s changed
caseload profile, interface tasks with the new Community
Rehabilitation Company, national structure and local
resource profile
Continuing to develop our understanding of CSE.
This requires practitioners to be aware of adults who
may previously have been victims, and the children
of offenders who may be at risk of CSE. In addition, it
requires them to be alert to any signs that an adult under
our supervision may be a perpetrator of CSE.
Ensuring that we have arrangements in place to deliver
Safeguarding training to level 1 for all staff, and level 2 for
practitioner staff with a means to evidence that this has
been undertaken and monitor this within the requirement
that this must be refreshed at least every three years.
Responding to LSCB requests for information regarding
Multi-Agency Public Protection Arrangement (MAPPA)
activity locally, particularly as it relates to risks to children

2. What we have achieved in 2015-16
In relation to the first priority:
•

Within West Yorkshire there have been prosecutions
for ‘historic’ CSE offences resulting in Serious Further
Offence Reviews as at the time the offenders were subject
to the former Trust’s supervision. We have sought to
identify if there were any aspects of the case that, with
hindsight, should have alerted probation staff to this
behaviour. We have shared guidance with staff on signs
that they need to be alert to based on current profiling of
CSE perpetrators.
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•

We have allocated a lead manager role in this area, and
this person has attended additional training in order to
disseminate this to staff, including current practice advice
regarding the interventions required when managing
those explicitly convicted of CSE.
We have liaised with Approved Premise colleagues to
ensure they are aware of the presence in their vicinity of
private care homes that may be employed to relocate and
protect the victims of CSE, so they can protect against the
risk of a perpetrator being sent to their hostel.

In relation to the second priority, we have:
•

•

•

Within West Yorkshire there have been prosecutions
for ‘historic’ CSE offences resulting in Serious Further
Offence Reviews as at the time the offenders were subject
to the former Trust’s supervision. We have sought to
identify if there were any aspects of the case that, with
hindsight, should have alerted probation staff to this
behaviour. We have shared guidance with staff on signs
that they need to be alert to based on current profiling of
CSE perpetrators.
We have allocated a lead manager role in this area, and
this person has attended additional training in order to
disseminate this to staff, including current practice advice
regarding the interventions required when managing
those explicitly convicted of CSE.
We have liaised with Approved Premise colleagues to
ensure they are aware of the presence in their vicinity of
private care homes that may be employed to relocate and
protect the victims of CSE, so they can protect against the
risk of a perpetrator being sent to their hostel.

In relation to the 3rd priority:
• Secured access to the national training developed for this purpose
• Given staff records regarding when this had been completed by individuals in the former Trust were not available, we have
required all staff to undertake this as refresher training, and now have a mechanism for capturing the completion of such
training so frequency can be monitored.
• Established a local professional practice quality forum that links to a NE Divisional forum. This provides a conduit for the
dissemination of lessons from both Serious Further Offences and Serious Case Reviews.

3. What we plan to do next
•
•
•

•
•

•
•

We will undertake an audit of the management oversight and supervision of safeguarding children to check that this is
delivering what it needs to.
We will be seeking to review how we best engage with our responsibilities to the Board, drawing on the recommendations of
the recent national review, as current expectations are not achievable
We will check that further changes to our operating model that are to be implemented in the next year are checked against
Safeguarding processes (For example, there will be an expectation that 90% of all court reports are done on the day at court
which will require liaison with those agencies who can provide us with important information regarding risks to children are
aware of this and able to respond within necessary timescales.)
We will continue to disseminate developing research and guidance from the National Probation Service and National Offender
Management Service on best practice in working with CSE perpetrators to our staff
We will liaise with police colleagues to establish how we can improve on sharing intelligence with probation staff about
individuals suspected of CSE, without compromising any ongoing investigation. (The current CSE forum is focussed on
information sharing about victims, and the perpetrator dimension has not received the same degree of attention but both are
necessary to optimise outcomes for victims and future potential victims)
Continue to provide information about the profile of our work locally in respect of child protection cases and MAPPA as
requested by the Board.
Further develop the professional probation practice and quality forum introduced last year.
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Name of agency/partnership board:
NHS England North – Yorkshire & Humber
Key contact:
Karen Rodger, Senior Nurse

1. Our priorities in 2015-16
The overall responsibilities of NHS England in relation to
safeguarding

Child Sexual Exploitation: Our priority will be to share and
spread good practice across Yorkshire and the Humber.

The general function of NHS England is to promote a
comprehensive health service to improve the health outcomes
for people in England.

Prevent: The main aim of this workstream was to establish
a baseline assessment of trusts across Yorkshire and the
Humber and their progress in delivering the new Prevent
statutory duty. This led to the establishment of local action
plans developed collaboratively between trusts and CCGs,
which the Prevent Co-ordinator supports and monitors delivery
of.

NHS England discharges its responsibilities by:
• Allocating funds to, guiding and supporting Clinical
Commissioning Groups (CCGs), and holding them to
account.
• Directly commissioning primary care, specialised health
services, health care services for those in secure and
detained settings, and for serving personnel and their
families, and public health screening and immunisation
programmes.
NHS England’s overall roles in terms of safeguarding are
direct commissioning and assurance and system leadership
as set out in the revised Safeguarding Vulnerable People
Accountability and Assurance Framework published by NHS
England in July 20151.
2015-2016 Priorities
The priorities for 2015-16 were as follows:Female Genital Mutilation: The purpose of this workstream
was to support the implementation of the national FGM
prevention programme and ensure that front line practitioners
recognise FGM and understand their responsibilities associated
with identifying it. As part of this programme we are required
to support the submission of FGM enhanced datasets from
Trusts and General Practices across Yorkshire & Humber.

1

https://www.england.nhs.uk/?s=safeguarding+assurance
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CCG Assurance Peer Review. In line with the revised
Safeguarding Accountability Framework, develop a CCG
Peer Review processes to assess delivery of safeguarding
statutory duties and responsibilities and implementation of
statutory Looked After Children guidance. This will foster
a developmental approach to sharing good practice and
supporting improvement but will also highlight areas of risk
to be addressed. The LAC Peer Review tool has already been
established and implementation is being championed by two
designated LAC professionals.

2. What we have achieved in 2015-16
Review Safeguarding Serious Incidents
All safeguarding serious incidents and domestic homicide’s
requiring a review are reported onto the national serious
incident management system – Strategic Executive
Information System (STEIS). There is a process in place to
jointly sign off GP IMRs relating to these safeguarding serious
incidents as CCGs responsibilities for commissioning of
primary care services is increasing. NHS England works in
collaboration with CCG designated professionals to ensure
recommendations and actions from any of these reviews are
implemented. Prior to publication of any child serious case
reviews, serious adult reviews or domestic homicide reviews
NHS England communication team liaise with the relevant
local authority communications team regarding the findings
and recommendations for primary care medical services.
Sharing learning from safeguarding reviews
In order to continuously improve local health services, NHS
England has responsibility for sharing pertinent learning
from safeguarding serious incidents across Yorkshire and
the Humber and more widely, ensuring that improvements
are made across the local NHS, not just within the services
where the incident occurred. The NHS England Yorkshire and
the Humber Safeguarding Network has met on a quarterly
basis throughout 2015-16 to facilitate this. Learning has also
been shared across GP practices via quarterly Safeguarding
Newsletters.
Y&H Safeguarding Network
Yorkshire and the Humber has an established Safeguarding
Network that promotes an expert, collaborative safeguarding
system, which strengthens accountability and assurance
within the NHS commissioning and adds value to existing
NHS safeguarding work across Yorkshire and the Humber.
Representatives from this network attend each of the national
Sub Groups/Task & Finish Groups, which include topics
around FGM, Mental Capacity Act (MCA), CSE, Prevent,
Safeguarding Adults and Children.
Safeguarding Conference
NHS England Yorkshire and the Humber Safeguarding Network
hosted a safeguarding conference on Challenges for Modern
Day Safeguarding Practice on 11 March 2016. This conference
was aimed at providing level 4 training for healthcare
safeguarding adults and children professionals and leads in
the North region. The aim was to increase understanding of
challenges and issues of modern day safeguarding practice
in relation to suicide and self-harm; trafficking and modern
day slavery; trafficking victim/survivor support; Court of

protection, community deprivation of liberty and CCGs
responsibilities; Mental Capacity Act and Safeguarding
Children; Think family primary care implementation and Self
neglect and the Care Act. The evaluation feedback from this
event was very positive.
FGM guide for healthcare professionals
NHS England North - Yorkshire and Humber and Y&H
Safeguarding Network have produced an FGM guide for health
care professionals, which can be accessed in the link below:https://www.england.nhs.uk/north/our-work/safeguarding/
CSE Pocketbook
NHS England has developed a CSE pocket book to provide
practical information to healthcare staff to safeguarding
children and young people.
PREVENT Pocketbook
NHS England has developed a Prevent pocket book to provide
useful information and guidance for health care professionals.
Safeguarding Adults Pocketbook
NHS England has developed a Safeguarding Adults pocket
book to provide useful information and guidance for healthcare
professionals regarding the Care Act 2014, responsibilities,
role as alerter, information sharing, MCA, Assessing capacity,
deprivation of liberty, pressure ulcers, Prevent and human
trafficking.
Assurance of safeguarding practice
NHS England North has developed a Safeguarding Assurance
Tool for use with CCGs across the North Region, which
commenced implementation from February 2016.
LAC Benchmarking Tool
NHS England North received national safeguarding
development monies to support improvements in the
implementation of NHS responsibilities regarding the health
of looked after children. This funding has been used to
second two designated LAC nurses within Yorkshire and
Humber to develop a benchmarking tool based on standards
in national guidance and documents such as Promoting
the Health and Well-Being of Looked After Children and
Intercollegiate Role Framework for Looked after Children;
Knowledge, skills and competencies of health care staff. The
two designated LAC Nurses have facilitated the roll out of this
peer review benchmarking process across the North, which
will help identify where there is good practice and the type
of improvement work, which we need to focus on. A report
of the trends and themes will be shared with all CCGs in the
North via the North Region Safeguarding Steering Group. The
intention is for the tool to be shared across the country for use
following this.
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3. What we plan to do next
Review of Safeguarding Serious Incidents
Continue to oversee the review of all safeguarding serious incidents and domestic homicides and work in collaboration with CCG
designated professionals to ensure recommendations and actions from any of these reviews are implemented.
Sharing learning from safeguarding reviews
Continue to share learning from safeguarding and domestic homicide reviews via quarterly safeguarding newsletter to GP
practices and at the Yorkshire & Humber Safeguarding Network.
Safeguarding Assurance
Share the themes and trends arising from the North region LAC benchmarking peer review in relation to good practice and
improvement work required at a conference on 25 May 2016 and the Yorkshire & Humber Safeguarding Network.
NHS England North Regional Designated Nurses will review all action plans arising from the CCG peer review of safeguarding
practice to identify key themes and trends across the North Region with a view to identifying common areas requiring support.
Transforming Care
Over the last 12 months a focus on improving the lives of people with a with learning disabilities and/or autism (Transforming
Care) has been led jointly by NHS England, the Association of Adult Social Services, the Care Quality Commission, Local
Government Association, Health Education England and the Department of Health. The focus for the coming year will be on
improving care and services for patients with mental health problems and continuing the progress on transforming care and
health outcomes for those with LD.

www.wakefield.gov.uk

Name of agency/partnership board:
NHS Wakefield Clinical Commissioning Group
Key contact:
Mandy Sheffield, Head of Safeguarding

1. Our priorities in 2015-16
•
•
•
•
•
•
•

Executive leadership for, and governing body oversight of
safeguarding children internally and across the NHS;
To support the LSCB through provision of the Deputy
chair;
To monitor compliance within the NHS of safeguarding
statutory and advisory requirements;
To ensure that GPs have access to relevant high quality
safeguarding training;
To ensure the NHS is prepared for the Care Quality
Commission Inspection;
To work in partnership in the continuation of the multiagency Safeguarding Hub;
To support the work of the LSCB and its sub-committees.

2. What we have achieved in 2015-16
•
•

•

In 2015, the CCG was subject to an independent audit of
its statutory safeguarding requirements, and was judged
to be fully compliant.
In 2015, the CCG co-ordinated the Children Looked after
and Safeguarding Inspection conducted by the Care
Quality Commission. The outcomes have been presented
to the CCG Governing Body and shared with the LSCB,
and a final report will be presented when the action plans
from all NHS providers have been completed. We have
continued to work with NHS providers to ensure they have
robust processes in place for internal governance around
the inspection action plans;
The CCG continues to monitor provider performance
through oversight of key indicators (training and
supervision), reports to Quality Boards, and attendance at
provider safeguarding meetings.

•

•

8 bespoke training events for GPs (and trainee GPs)
covering a range of relevant topics have been undertaken
during the year, including:
• Child sexual exploitation;
• the health of looked after children – GP
responsibilities;
• Female Genital Mutilation;
• Private fostering;
• Domestic abuse, and its impact on children;
• learning from serious case reviews – issues for
Primary Care.
Supported the Local Safeguarding Boards in the
“Safeguarding Week”

3. What we plan to do next
•

•
•
•
•

We will continue to challenge the actions undertaken by
NHS providers in response to the recommendations from
the CQC inspection until we have full assurance that the
services have responded to the requirements. We will
work with other NHS commissioners to ensure that they
remain sighted on the actions that affect services not
commissioned by the CCG.
We will continue to support commissioned services to
maximise safeguarding assurance.
We will continue to provide relevant training to the NHS as
appropriate.
We will undertake section 11 audit for the CCG.
We will continue to support the work of the LSCB,
including providing a chair for the audit sub-committee,
and representation at other sub-committees as
appropriate.
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Name of agency/partnership board:
Safeguarding and Family Support
Key contact:
Mark Barratt

1. Our priorities in 2015-16
Safeguarding and Family Support has continued to be the lead
agency for child protection over the last year in challenging
circumstances with both the economy and emerging issues
increasing the vulnerabilities of children.
Our priorities for the year that has just gone between
2015 and 2016 included a sharpening of the key issues
affecting children’s services across the country; such as the
government’s austerity agenda and the retention of good social
work staff.
We aimed to reduce the number of inappropriate referrals
to children’s social care, as in Wakefield between 2014 and
2015 we received approximately 12,000 referrals where as our
comparator group including Barnsley and Sunderland received
3-4,000.
Compared to our statistical neighbours we also had a high level
of children supported under Child In Need Plans. So we aimed
to assist in the development of Early Help Hubs in Wakefield to
support the appropriate de-escalation of cases to be managed
at the right threshold on the Continuum of Need, in line with
the Safeguarding Board’s priorities.
We also aimed to reduce the numbers of Looked After Children
in line with our statistical neighbours. This would improve
outcomes for children and their families. This in turn would
benefit our budgetary position by de-escalation from costly
and resource intensive interventions.
We also wanted to increase the quality of practice, so families
could be help once and then be empowered to solve their own
difficulties. As a result we joined an Innovation bid with Eileen
Munro, Andrew Turnell and Terry Murphy to implement the
Signs of Safety in Wakefield. This would help to increase the
voice of the child in our practice by encouraging direct work
with children.
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The other innovation bid we aimed to promote was the
introduction of the Family, Drug and Alcohol Court in Wakefield
combining problem solving justice with a multi-agency team to
support parents through Care Proceedings. In West Yorkshire
this project also encompassed working with domestic violence,
which is another priority for the board to tackle.

2. What we have achieved in 2015-16
Safeguarding and Family Support has worked hard on its
priorities for 2015 into 2016 and achieved much to help protect
our most vulnerable children.
We have worked with Futuregov to review our processes at the
front door and to work with our partners on how to increase
the number of appropriate referrals. As a result this year we
are reporting receiving 4,500 much more in line with our
comparator average.
Supported by the Council’s Chief Executive we have established
a Good Board to support the development of good practice
across Children’s Services. This has led to the establishment
of working groups on Practice Support and Development,
Workforce Planning and Recruitment to help with retaining our
excellent staff.
As a result of the supporting the development of the Early Help
Hubs in Wakefield we have been able to promote the early
intervention with 1140 children and their families. This in turn
has seen us reduce the number of Children In Need to 1311 in
the Wakefield District.
Our Looked After Children’s population has fallen from 508
to 492 this is now in line with our statistical neighbours. It
also includes our contribution to helping with the migration
crisis by accommodating 27 Unaccompanied Asylum Seeking
Children.
We have led the implementation of Signs of Safety across
the partnership in Wakefield, training over 2,000 staff in the

approach; including 101 Police Officers and 220 Nurses
trained in conjunction with our partners. The pace of this
implementation has been recognised in our invitation to
present Wakefield’s journey to the 10th International Gathering.
Our Family Drug and Alcohol Court team likewise is up and
running with the support of the Tavistock Clinic and Coram’s
National FDAC Unit. We have started to see the beginnings of
some positive change for parents which will help to deliver
good outcomes for children.
As a result we have contributed massively to the Safeguarding
Board’s priorities of developing Early Help, listening to the
voice of the child and Tackling Domestic Abuse.
During the course of the year we have also led on tackling
Child Sexual Exploitation by chairing the sub-committee and
developing the action plan. This has led to us appointing a
Single Point of Contact and commissioning Barnardo’s to
conduct independent Missing from Home interviews.

In 2016 to 2017 we will have a particular focus on growing
the depth of our practice to deliver good services and so
good outcomes to children and their families. We will do this
through continuing our Signs of Safety implementation to
listen to the voice of the child and make sure it truly informs
our decision making.
We will do this work in partnership with the Early Help Hubs
to promote a seamless transition so families know they are
well support, but also so that we can focus on preventing them
coming to the attention of statutory services by meeting need
at the lowest possible level.
We have developed a Care Leavers Strategy and will be
implementing this with the support of the Chief Executive
and Corporate colleagues from across the Council as part of
the Good Board’s offer to vulnerable children. We will also
continue to lead partners on the implementation of the CSE
and Missing Action Plan.

Our work on promoting the voice of the child can be seen in
our Participation Service receiving the Hear by Right Gold
Award from the National Youth Agency.

3. What we plan to do next
Safeguarding and Family Support will work in partnership
with our statutory partners and colleagues in Strategy and
Commissioning to improve services to vulnerable children
across Wakefield district.
We are aiming to further develop our open learning culture
through embedding Quality Assurance and Audit throughout
our services. This will help us to celebrate our successes and
learn from areas of our practice.
This will be assisted by the development of a Teaching
Partnership with Leeds City Council, Leeds Beckett University
and the University of Leeds to help with the recruitment of the
brightest social workers and retention of our excellent staff
through a varied Continuing Professional Development Model.
We will continue to contribute to the national development of
accreditation of social workers as seen in our contribution to
the Department for Education’s pilot.
As part of this we will continue to take both first and final year
social work students on placement, developing our existing
staff into Practice Educators and leaders for practice and for
families.
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Name of agency/partnership board:
Spectrum
Key contact:
Julie Fleetwood

1. Our priorities in 2015-16
We are a largely adult focused organisation working with
highly complex individuals and families, we also provide
services to young people who access sexual health services
We have an annual work plan which is signed off within the
Quality Assurance and Patient Safety Committee. As we
doubled in size our challenge as an organisation was to ensure
that all the basics were in place to meet our obligations to
children young people and families
Our priorities across our existing and new contracts were
• Safer Recruitment
• Safeguarding Supervisors
• Safeguarding Supervision
• Embedding Governance
• Outreach (to ensure inclusion of hard to reach children,
young people and families.)
• Introduction of a “ Did Not Attend “ policy which outlines
steps to ensure children young people and families remain
engaged and connected to the service.
In Wakefield we retained the contract for sexual health which
meant securing new facilities. A major concern was to ensure
that young people would be able to access the facilities
easily. As part of the contract young people were involved in
developing a brand which would be easily identifiable to them
for sexual health promotion material.
We worked with mid Yorkshire on improving the maternal
health pathway at Newhall prison, including safeguarding and
bereavement counselling for ladies who have suffered still
births.
We have strengthened our safeguarding pathway in all our
prisons, safeguarding questions are asked in reception to
prison, during time in prison and pre-release.

2. What we have achieved in 2015-16
Partnership Working – contributing to keeping children and
young people safe
•
•
•
•
•
•
•
•

Training and Development
•

•
•
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We are members of three of the sub-groups of the board
including the CSE Strategic Group
Submitted a Section 11 Audit – commitment to
implementing standards across all business areas
Participation in both the MACFAs carried out by the
board in the previous year – reporting directly through
membership of audit sub-group
Committed to information sharing protocols in MASH
and participation in Multiagency Child Sexual Exploitation
(MAASCE)
Identified practitioners aiming to develop closer working
practices within the Hubs who are delivering the Early
Help offer across the district
Internal safeguarding audits contribute to quality
assurance and are shared with the WDSCB Audit subgroup
Implementation of Youth template policy with extended
appointments for young people under 18
Family focused team in substance misuse supports
services to “Think Family “ and support the family as a
whole

Mandatory compliance- current compliance for adults and
children is
• 100% for level 1
• 78% for level 2 (adults and children)
• Level 3 figures currently unavailable
• 100% Level 1 for MCA
• 80% Level 2 for MCA
• 100% PREVENT
We have a new learning and development team and
currently all training is being reviewed and we are
developing an in-house set of master classes
Participation in the WDSCB Training Challenge

•
•
•

Membership of the Learning &Development sub-group
Commitment to the ‘Signs of Safety’, the majority of staff
are currently trained and using the model in practice.
Plans to train further staff this year
Four additional staff members have been supported to
undertake the training the trainers course

Senior management committed to identifying and
safeguarding the welfare of the young people who access
our services and the children of adult clients.
•
•

•

•
•
•

•
•
•
•
•

We have reviewed our approach to recruitment
strengthening visibility in the recruitment process
In addition to all of the above the organisation has
continued to increase the numbers of safeguarding
supervisors and safeguarding leads within specialist
areas.
85% of identified staff groups were compliant with the
supervision policy having received at least three sessions
of safeguarding supervision last year. The remaining staff
had accessed at least one session.
We are in the process of recruiting to the Named Doctor
role
Safeguarding is discussed at every team meeting, and
we have a safeguarding forum which reports directly to
Quality and Assurance Committee
We have a young person’s template which we ensure is
completed at the sexual health services which is a holistic
template which addresses younger people’s health needs
in a social context
We have reviewed our facilities to be user friendly for
younger service users
We have had 2 positive CQC outcomes for services
including attention to our addressing safeguarding
proactively
We get positive feedback for all service user groups
including compliments which we keep a log of
Our health promotion material has been reviewed with
younger people
We have conducted a Training Needs analysis which
has identified our gaps in training and we are currently
developing a training programme

3. What we plan to do next
To strengthen the younger person’s voice, we are developing a
service user influence and involvement strategy
To increase the social impact of our services to include
working with princes Trust to work in schools to demonstrate
how young people can get a career in a social care enterprise
(The policy includes a section on working with hard to reach
children and young people such as looked after children)
To develop stronger links with each local area safeguarding
board to whom we provide services, to ensure parity of esteem
and to learn and develop
To support the training agenda more robustly, we have a TNA
which has identified strengths and weaknesses and a plan will
be in place for 2016/2017 to address those gaps.
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Name of agency/partnership board:
South West Yorkshire Partnership Foundation Trust (SWPFT)
Key contact:
Emma Cox, Named Nurse for Safeguarding

1. Our priorities in 2015-16
•

•
•
•
•

To continue to deliver safe, quality service and be active
partners in raising the profile and supporting the work of
the safeguarding board whilst undergoing a safeguarding
service review.
To ensure that the learning gained from CQC Inspections
is shared across the Trust to ensure a consistent approach
and improve the outcomes for children and young people.
To ensure that staff are well trained and competent in line
with the Intercollegiate document.
To promote the Early Help assessment offer, ensuring
that children, young people and families received the right
help, from the right person at the right time.
To raise the awareness of the impact of domestic abuse
on children and young people.

2. What we have achieved in 2015-16
•

•

Two regulatory inspections by the Care Quality
Commission (CQC), a themed inspection in Wakefield
(November 2015) and a Trust inspection (March 2016),
afforded us the opportunity to critically review our
safeguarding procedures and practices, highlighting
the areas of good practice, as well as those requiring
development or improvements. The safeguarding team
staff have are now aligned to a Business Development
Unit (BDU) to ensure that information/ lessons learnt
is shared in a timely manner and that ‘hotspots’
are identified at an early stage and support can be
provided quickly. The alignment of staff has improved
communication between the safeguarding team and BDU’s
ensuring that the safeguarding agenda is shared with
frontline staff and consequently improving the outcomes
for children and young people.
Section 11 audits were successfully completed and
submitted in a timely manner, challenge events were
attended and positive feedback was received from all
four boards in relation to safeguarding children being
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•

•

demonstrated as an integral part of all the Trust’s clinical
governance arrangements and evidence of effective interagency working to safeguard and promote the welfare of
children and young people.
The Named Nurse and workforce planning have aligned all
staff to the appropriate level of training identified within
the intercollegiate document. All training figures remain
above the Trust mandatory target of 80%. Additional
training in relation to CSE, Domestic abuse, FGM and
Lessons learnt from SCR’s has been delivered to staff
across the trust. Feedback from Kirklees Safeguarding
Children Board (KSCB) and WDSCB identified that the
training material provided by SWYPFT was informative
and relevant. At the young people’s challenge event held
by KSCB SWYPFT scored 97% in relation to staff having
the skills and understanding of the processes to safeguard
children and risk of or experiencing CSE.
The safeguarding children team have promoted the
Early Help Assessment offer via training material, the
safeguarding children intranet pages and through advice
and supervision. There is an increased awareness of the
early help offer across all services and staff are aware of
their lead professional responsibilities thus improving
outcomes for children and young people.

3. What we plan to do next
•

•
•
•
•

To continue to develop the audit process within the
safeguarding team to ensure that welfare of children
and young people are considered in all aspects of care
delivery.
To ensure a robust and timely response in identifying
serious incidents and their subsequent management.
To develop the recording of safeguarding information by
the safeguarding team within Electronic Patient Record.
To further embed the ‘Think Family’ agenda
To further develop systems and processes to capture the
voice of the child.

Name of agency/partnership board:
West Yorkshire Community Rehabilitation Company (WYCRC)
Key contact:
Andrew Sinclair - Community Director - Andrew.Sinclair@west-yorkshire.probation.gsi.gov.uk

1. Our priorities in 2015-16
The main focus for WYCRC is the management of individuals
who have offended and have either been given a community
disposal or a custodial sentence. The significant difference is
the WYCRC concentrates particularly on offenders assessed
as Low and Medium risk of committing acts of serious
harm. However, this does include many individuals who lead
extremely chaotic lifestyles and who frequently offend.
The role of WYCRC in terms of safeguarding has not altered
from that of the WY Probation Trust. Many of the individuals
under our supervision have children or reside with children
and as such part of our assessment requires a focus on their
safety. Our staff undertake necessary training and there are
clear processes in place to share information with the sole aim
of preventing harm to children
The CRC’s role in terms of safeguarding is twofold:
1.
2.

To provide information to the board and assurances as to
the role WYCRC will take.
To provide information to operational staff within the
organisation to better equip them in safeguarding.

In addition, the CRC representative will challenge the board so
as to remain focused that all the activities they undertake have
the sole purpose of enhancing the safety of children within the
area.

Clearly a splitting of one organisation into two has impacts
on operations. Notwithstanding in terms of safeguarding the
processes for all staff have fundamentally remained unaltered.
All assessments made on individuals the WYCRC come into
contact with have a distinct element referring to children.
This is a mandatory piece of work and is undertaken without
exception. This in itself often leads to referrals for further
information and hence enables inter agency information
sharing which is clearly crucial in protecting children. In
addition, there are examples where information has been
gathered in alternative settings for instance a community
payback work site which has led to referrals to children
and young people’s services. Although action is not always
required this does indicate a resilience on the part of all staff
within the WYCRC to have children safety at the centre of the
work.

3. What we plan to do next
There is now a requirement for the organisation to work
with all prisoners serving twelve months or less. This is a
new requirement of the Offender Rehabilitation Act which
came into force in early 2015. This could be viewed as a
significant positive step for the safeguarding of children as a
greater number of individuals will now be subject to statutory
supervision which had previously not been the case.

2. What we have achieved in 2015-16
West Yorkshire Community Rehabilitation Company is a
relatively new organisation being established in June 2014. In
essence it is part of what had been previously West Yorkshire
Probation Trust and the contract to run the organisation was
awarded to Purple Futures early in 2015 (Purple Futures is an
Interserve led company).
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Name of agency/partnership board:
West Yorkshire Police
Key contact:
DCI Sue Jenkinson

1. Our priorities in 2015-16
KEY PRIORITIES:
•
•

•
•
•

•
•

To continue to work closely with Partners to ensure the
safeguarding of vulnerable children/adults who are at risk
of harm.
To build on the success of the Joint Investigation Team
who are co-located with the police. Increase attendance
of Partner Agencies at Strategy Discussions/Meetings,
specifically Health and Education Professionals
To conduct investigations professionally, robustly and
with integrity to ensure the highest chance of a successful
outcome for a victim of crime is achieved.
To increase attendance at Child Protection Case
Conferences in accordance with Force Guidance to fulfil
statutory obligations.
To develop and enhance the investigation skills of
officers. To ensure all officers are accredited Detectives
and complete the Specialist Child Abuse Investigator’s
Development Program and the Trainee Investigation
Program. To ensure officers are supported throughout
these challenging processes.
To increase resource levels within the Child Safeguarding,
specifically the recruitment of an Investigative Officer to
assist with Cyber Crime Investigations.
To ensure the continuing success of the dedicated CSE
Team (child sexual exploitation) who are dedicated in the
investigation of CSE concerns. Maintain and increase
staffing levels including a co-located dedicated CSE social
worker.

2. What we have achieved in 2015-16
The excellent joint working approach has been maintained with
the continued success of the Joint Investigation Team and
MASH, both co-located at Wakefield District Police HQ.
The multi-agency strategy discussions/meetings have
increased in value with the additional attendance of Partners
from Health and Education. This direct involvement from
partners contributes to effective strategies being implemented
to safeguard children and progress criminal investigations.
Increased resources have been committed to the Child
Safeguarding Team and Child Sexual Exploitation Team. This
highlights the increased public demand in this area of policing
and additional resources ensure that service delivery and
the protection of vulnerable persons is not compromised by
Wakefield District Police.
All officers within the Child Safeguarding and CSE Teams are
accredited Detective Constables or in the relevant training
programs dedicated to achieving the specialist accreditation
status. Wakefield District are committed to ensuring all officers
have the required skill base to secure evidence and effectively
investigate cyber crime offences. This will ensure the excellent
conviction rates achieved over the previous 12 months are
maintained and improved upon.
Significant prison sentences have been achieved for offences
of sexual and physical abuse against children (both historical
in nature and current). In addition, excellent convictions have
been achieved in relation to CSE offences. Children continue
to be safeguarded through robust investigations and a joint
working approach.
Defendants in sexual cases convicted of relevant sexual
offences have been made subject to the requirements of the
Sex Offenders Register. This ensures additional safeguards
are in place to protect vulnerable people. A number of Risk of
Sexual Harm Orders have been granted in the Crown Courts
which add an additional layer of safeguarding.
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Robust management of Sex Offenders has taken place with the introduction of the ARMS Assessments – a very detailed and
thorough risk assessment tool to assist with the management of a sex offender in the Community.
Capturing the Voice of the Child has made significant progress as per HMIC Direction. The police can now effectively capture on
the relevant report the Voice of the Child and any ongoing involvement by a partner agency.

3. What we plan to do next
Wakefield District Police will continue to build on the success of the Joint Investigation Team and MASH with regards a joint
working approach. Strategy Discussions/Meetings will be held in a timely manner with relevant partner agencies present to
ensure effective safety plans are agreed and implemented.
The Police investigation teams will continue to investigate crime professionally, robustly and with integrity. All victims and
witnesses will be treated with dignity and compassion.
Standards will be maintained with regards to effective evidence gathering and submitting comprehensive prosecution files.
Robust supervisory management of investigations will be sustained.
The increased police attendance at Child Protection Case Conferences will be maintained.
The Voice of the Child will continue to be effectively captured and recorded.
The additional recruitment of resources into the Child Safeguarding Team is being actively pursued.
It is anticipated that all officers within the Child Safeguarding Team will be accredited Specialist Child Protection Detective
Constables by December 2016.
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Name of agency/partnership board:
Young Lives Wakefield (Voluntary Sector Network)
Key contact:
Janice Hawkes / Emily Castle

1. Our priorities in 2015-16
The Young Lives Consortium is a membership organisation
of voluntary and community sector groups working with
children, young people and families across the Wakefield
District. It provides information, advocacy and representation,
training and support to strengthen Voluntary and Community
Sector (VCS) organisations, including the provision of basic
safeguarding training to groups who would otherwise have
difficulties accessing single or multi agency safeguarding
training.
Our priorities for 2015 / 16 included:
•
•
•
•

The ongoing delivery of Basic Safeguarding training, via a
pool of trainers supported and mentored by the WDSCB
Training Coordinator
The further development of the VCS Safeguarding
Reference Group to support engagement between the
sector and the Safeguarding Board
The delivery of a wider network safeguarding workshop
to raise awareness of multi-agency responses across the
District to child sexual exploitation.
Development of a bespoke Section 11 Audit Tool for VCS
organisations.

2. What we have achieved in 2015-16
Throughout 2015-16, Young Lives delivered 7 sessions
of Basic Safeguarding Awareness training reaching 68
participants from the following VCS organisations:
•
•
•
•
•
•
•
•
•
•
•
•

Wakefield City Mix
Saint Georges
Syndale Riding for the Disabled
Ackworth Riding for the Disabled
Havercroft and Ryhill Youth Project
SKYA (South Kirby Youth Association)
The Well
Inspiring Communities
Warwick Ahead
Old Quarry
Deaf Ex Group
TEAM/WESAIL

In addition, Young Lives, working with Public Health has
delivered Resilience Framework Training in a range of different
settings to over 80 participants, promoted Signs of Safety
training as part of the safeguarding week and organised a
session for the VCS in the South East.
In addition, Young Lives ran two sessions the first a briefing
on the new home office guidance on child to parent abuse the
session was facilitated by the Rosalie Ryrie Foundation who
contributed to the development of the guidance. This session
reached 20 participants from a range of different groups
including voluntary and public sector1.
The Rosalie Ryrie Foundation were consulted on the guidance
and are referenced in this above document. Young Lives
alongside the Rosalie Ryrie Foundation have championed the
guidance and the changing definition of domestic violence
and cohesive behaviors, recent changes in the guidance
and the law alongside the impact and view of the domestic
violence through the eyes of the child will be the focus of
training for 2016/2017 delivered by Rosalie Ryrie Foundation.
Representatives of a range of groups participated including

1

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/420963/APVA.pdf
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Kidzaware, Saint Georges, Star Bereavement, CRI, Early Help
Hub representatives, Gasped,
In addition, a training session with detached youth work
experts was delivered to ensure organizations either delivering
or contemplating delivering detached youth work understood
the theory and practice and the safeguarding issues when
delivering street youth work. The session was delivered by a
local representative of the Federation of Youth work. A range
of groups participated in this session including Wakefield City
Mix, Healthwatch, SKYCA, Hemsworth District Partnership,
Old Quarry Adventure Play Ground, I Space, Havercroft Youth
Project.
Young Lives also ensures information about external
safeguarding events and workshops plus events delivered by
member organisations on specific topics (eg Domestic Abuse)
is circulated widely across the sector.
Two meetings of the Safeguarding Steering Group were
held during the year. Engagement through representation on
the sub committees remains a challenge owing to capacity
within the sector, but representation has been identified for
the Performance, Learning and Development and Audit Sub
Committees.

3. What we plan to do next
•
•
•

•
•
•
•
•

Section 11 Audits The audit tool is to be tested with a
wider group of VCS organisations as a group learning
opportunity
CSE Awareness Raising Event to be held at The
Elizabethan Hall on 2nd July
Ongoing delivery of Safeguarding Awareness Training
supported through reestablishment of mentor sessions
with the newly appointed WDSCB trainer.
(3 sessions booked for June 2016 groups)
Refresh of Safeguarding training materials in order to
incorporate learning from serious case reviews and Signs
of Safety
Continued contribution to the delivery of Resilience
Framework training alongside the Resilience Co-ordinator
Development of training brochure that brings together
training delivered by VCS groups together.
Safeguarding Steering Group meetings set throughout
2016-17
Contribute to the Future in Mind Programme YLC will
work with organisations to implement the plan.

A planned wider network event on CSE was deferred owing to
availability of speakers and has been rearranged for 2nd July
2016.
Work has progressed well on developing the Section 11 Audit
Tool, which has been piloted with two organisations: GASPED
and Inspiring Communities.
Young Lives has used the signs of safety process twice
alongside the SOS Coordinator to provide a framework for
dialogue and reflect on current systems.
Initially the Signs of Safety process was used to explore the
safeguarding with VCS groups in relation to the transformation
of Children’s Services and Early Help Hubs, a further session
was held to explore the issues in relation to mental health and
emotional resilience, the actions of the session contributed to
the VCS contribution for the Future in Mind Plan.
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Name of agency/partnership board:
Wakefield Youth Offending Team (YOT)
Key contact:
Stephen Crofts - YOT Service Manager
John Wilson - YOT Board Chair

1. Our priorities in 2015-16
The key priorities for Wakefield YOT in 2015/16 were:
•

•
•
•
•
•
•
•

Performance against our core measures
Youth Offending Teams are measured against three
specific targets:
• Reducing reoffending
• Reducing first time entrants (to the criminal justice
system)
• Reducing the use of custody
A specific focus on Looked After Children in the Criminal
Justice System
Implementation of the Signs of Safety model
Improving young people’s access to emotional wellbeing
and mental health services
Continued development of the All Age Liaison and
Diversion service
Development of the South and West Yorkshire
Resettlement Consortium
Improved user engagement systems
Further development of strategic partnerships

2. What we have achieved in 2015-16
Performance against our core measures
• To reduce the number of First Time Entrants (FTE) to the
criminal justice system
Most recent data (Oct 14 - Sep 15) illustrates 102 young
people per year recorded as FTEs across Wakefield or a
rate of 348 FTEs per 100,000 of YP population up 2% year
on year however this rate remains significantly lower than
those recorded throughout West Yorkshire and England as
a whole.
• To reduce re-offending by young people
Wakefield’s re offending binary has increased by 2.6
percentage points to 34.8% compared with 12 months
prior, however this appears in line with increases seen
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•

within comparator groups and Wakefield’s re-offending
binary rate remains lower than the West Yorkshire and
national averages.
To reduce the number of young people entering custody
Most recent data shows Wakefield with a custody rate of
0.55 compared with a rate of 0.27 a year ago. This ‘spike’
in the number of custodial sentences has been reviewed
by the YOT management board and a number of actions
have been agreed.

A specific focus on Looked After Children in the Criminal
Justice System
YOT management board has adopted the theme of Looked
After Children for focused activity. The work links specifically
with first time entrants, re-offending and reducing the use of
custody given the over representation of Looked after Children
in the criminal justice system and cuts across the work of all
partners.
This theme has seen targeted work to increase the use of
restorative practice, to analyse internal and external practice
particularly for Wakefield out of area cases, to ensure all young
people (including LAC status cases) have a re-engagement
panel before the case is considered for breach and in particular
closer partnership working with children’s homes. This work
has been integral to the reduction of Looked After Children
within the offending cohort. In 2014, those young people
recorded as ‘looked after’ status equated to 14% of the YOT’s
caseload. Throughout 2015 this figure has been running
consistently at 7%.
Signs of Safety
The YOT is adopting Signs of Safety (SoS) into all aspects of
its practice; a task and finish group has been established to
oversee the implementation process. SoS is currently being
used in supervision, case planning meetings, safeguarding
and risk management panels as well as being integral to work
with individual young people and families. The YOT is aligned
to all SoS work streams and regularly contributes to the
improvement of practice.

Improving young people’s access to emotional wellbeing and
mental health services
The YOT is working with the Wakefield Future in Mind project
board to improve young people’s access into appropriate
emotional and mental health support. A member of YOT staff
is currently undertaking a 12 month qualification in Cognitive
Behavioural Therapy (CBT) which will enable the service
to deliver CBT interventions with relevant young people. In
addition, the YOT has an internal pathway for responding to
all children and young people who are experiencing emotional
wellbeing issues and provides assessment, intervention and,
if necessary, referral into specialist services such as CAMHS,
Focus CAMHS and Insight.
Development of the South and West Yorkshire Resettlement
Consortium
Wakefield YOT was selected along with YOTs across West
and South Yorkshire to pilot resettlement consortium
arrangements. The consortium is one of four to be set up
nationally to improve outcomes for young people released
from custody. The focus will be on securing better health,
accommodation, ETE, and family outcomes for young people.
Through full engagement with the consortium Wakefield YOT
will need to ensure that improved services across the region
are available to young people within the Wakefield district.
Wakefield YOT has seconded a member of staff to the role of
link worker between YOTs and the secure estate; this has made
a significant impact both in improving lines of communication
between YOTs and the custodial establishments and in
providing a more responsive, efficient service to young people.
Improved User Engagement systems
The YOT has formed a user engagement group and all
young people complete an online survey at the end of their
intervention using the Viewpoint system (commissioned
through the Youth Justice Board). Feedback is collated
every six months shared at the YOT Strategic Board, Senior
Leadership Team meeting and Practitioner Forum. The
information is used to inform and influence the way we deliver
services to young people.
Continued development of the All Age Liaison and Diversion
service
Liaison and Diversion (L&D) services operate by referring
offenders who are identified with having mental health,
learning disabilities, substance misuse or other vulnerabilities
to an appropriate treatment or support service. At the point of

arrest, there is an opportunity to identify these needs early on,
to link young people and their families with the support they
need and to reduce the chance of people going in and out of
the youth justice system.
Further development of strategic partnerships
The YOT is linked to all relevant partnerships and strategies,
both locally and regionally, to ensure we work effectively to
safeguard children and young people and protect the public
from harm. Examples include district-wide MAPPA (MultiAgency Public Protection Arrangements) meetings, attendance
at the MAACSE panel and contributing to the work of the
LSCB and its subcommittees. The YOT is also integral to other
partnership arrangements such as the Community Safety
Partnership and Health and Wellbeing boards.
In addition to the priorities listed above, the YOT has achieved
the following in relation to improving our safeguarding
practice:
Child Sexual exploitation Practitioner Forum
The YOT has continued to chair this event held every three
months. Membership of the forum has risen to over 40 and
it has provided a learning and development opportunity to
all staff in identifying and responding to indicators of CSE.
Themed sessions have included working with boys at risk of
CSE, supporting parents and carers and completion of the
revised West Yorkshire CSE Risk Assessment tool.
Youth Services Safeguarding Young People’s Forum
The forum is chaired by YOT and includes representatives from
all of the Early Help Hubs, the Youth Work Team and other
partner organisations. The forum shares good practice, policy
development and emerging issues and allows for themed
learning activities on current topics such as prevent, domestic
abuse and CSE.
Gender-specific interventions
The YOT has developed a ‘girls group’ aimed at girls and
young women who present with complex needs. Sessions are
focused on healthy relationships, consent and keeping safe.
For boys and young men, the YOT ruins a programme called
‘Man Up’ which explores how society views men and their role
in families, and some of the stereotypes they may encounter.
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3. What we plan to do next
In addition to continuing to work towards our key priorities outlined in the Youth Justice Plan 2016 – 2017, the YOT aims to
improve its services through:
Achieving the Restorative Justice Quality Mark to further recognise the excellent work being undertaken with both victims and
young people who offend.
Working in partnership with Children’s Social Care to improve PACE bed and remand foster care arrangements The YOT is
working with colleagues in Children’s Social Care to provide a consistent and appropriate response for young people in need of
emergency accommodation.
Further development of our User Engagement Strategy to ensure the voice of the child is explicit across all our work.
Continuing the use of tailored interventions including further development of the Building Bridges programme for families and
the Do it Different programme for young people displaying teen to parent/carer abuse.
Establishing a multi-agency response to Harmful Sexual Behaviour (HSB) with partner agencies by implementing a proposed
pathway for managing all incidents of HSB.
Continuing to prioritise the development of the workforce through shared learning opportunities with partner agencies and
utilising experience and talent from across the district.
Embed the learning from the South and West Yorkshire Resettlement Consortium into mainstream practice.
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Chief Officer Briefing
8 November 2016

PrescQIPP Annual Event and Innovation Awards
The Medicines Optimisation Team submitted an entry in the Patient Safety Category of the PrescQIPP
innovation awards to highlight the work undertaken for the Medicines Safety Initiative named ‘5afety
in Num6ers’. Out of 27 entries from across the country the ‘5afety in Num6ers’ initiative was
successful in winning the award!
PrescQIPP Annual Event and Innovation Awards has become a highlight in the commissioning
calendar, providing a fantastic opportunity to get together and celebrate new ways of working. The
awards element provides recognition and profile for teams amongst hundreds of peers across the UK,
providing the opportunity to win admiration of colleagues with a much coveted PrescQIPP award
whilst highlighting and sharing good practice for the benefit of patients.
Lyndsey Clayton ‐ Medicines Safety Officer accepted the award on behalf of the Medicines
Optimisation Team and presented the ‘5afety in Num6ers’ on the 18th October to the 250+ delegates
at the event.
This provides a fantastic platform to put NHS Wakefield CCG on the map and to celebrate the success
of an innovative way of working to improve patient safety.
System‐wide Governance Arrangements
System leaders have been working together to reset system‐wide governance arrangements across
the Mid Yorkshire footprint for health, social care and the third sector. The new arrangements,
implemented in September 2016, are designed to be fit for purpose for the key challenges facing the
system over the next 3 years. With a greater focus on performance, transformation and sustainability
the new arrangements will focus on urgent care, planned care and overarching system oversight, to
drive forwards, at pace, the changes required. The A&E Improvement Group incorporates the
national mandated remit of the Local A&E Delivery Board. The following diagram outlines the revised
system‐wide governance arrangements from 1 September 2016.

Waste Medicines Strategy ‐ Re‐design of Repeat Prescription Ordering
From 1 November 2016 pharmacies and other dispensing contractors will no longer be able to order
repeat prescriptions on the behalf of patients. This change will apply to the majority of patients in the
Wakefield district. There is a period of grace until 31 January 2017 to ensure all patients are made
aware of this change and to allow time for patients to set up alternative ways of ordering their
prescriptions.
Patients are encouraged to sign up to the online ordering service which is a safe and easy way to
manage their repeat prescriptions. If patients do not have access to a computer, they should be
advised to speak directly with their GP practice to discuss the other ways in which prescriptions can
be requested.
We anticipate a small cohort of patients will require assistance when ordering or managing their
repeat prescription. A guide has been developed to support practices with the identification of
patients that may require additional support. Following clinician review, patients who do require
support can continue to have their repeat prescription managed by the community pharmacies or
other dispensing contractors. For these patients, prescriptions to be managed safely and effectively,
and there needs to be robust communication channels between the practices and pharmacies.
This change only affects how repeat prescriptions are ordered. Pharmacies will still be able to collect
signed prescriptions from the GP practice on behalf of patients and deliver dispensed medicines to
patients if they provide this service.
Managing Conflict of Interest – Internal Audit Framework for CCGs
A revised statutory guidance on managing conflicts of interest for CCGs has recently been published
which requires CCGs to undertake an annual internal audit of conflicts of interest management. To
support CCGs to undertake the audit, NHS England has published a template audit framework which
can be found here:‐
https://www.england.nhs.uk/commissioning/wp‐content/uploads/sites/12/2016/09/ccg‐coi‐internal‐
audit‐framwrk.pdf.
As part of the CCG Improvement and Assessment Framework, CCGs are required to submit quarterly
and annual self‐certification returns to demonstrate compliance with the requirements of the revised
statutory guidance on managing conflicts of interest for CCGs. The first quarterly submission for
Wakefield CCG has now been made as required by the deadline of the 21 October and outlines that
no breaches of managements of the CCGs policy on conflict of interest management were made
during quarter 2.
Operational and Contracting Planning Guidance 2017/18 – 2018/19
On the 20 September NHS England and NHS Improvement published the operational and contracting
planning guidance for 2017/18 – 2018/19 three months earlier than normal to help local organisations
plan more strategically. For the first time, the planning guidance covers two financial years, to
provide greater stability, support transformation and facilitate a different way of working across
systems and is underpinned by a two‐year tariff and two‐year NHS Standard Contract and is available
at the following link https://www.england.nhs.uk/ourwork/futurenhs/deliver‐forward‐view/
The guidance provides local NHS organisations with an update on the national priorities for 2017/18
and 2018/19, as well as updating on longer term financial challenges for local systems. These plans
2

will represent years two and three of delivery of the Sustainability and Transformation Plan for
Wakefield. Further information on the detail of the guidance will be provided in the Wakefield Health
and Wellbeing Plan agenda item.
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Executive Summary:
It is good governance practice for committee terms of reference to be reviewed on a regular basis, this will help
to ensure that they are up‐to‐date and fit for purpose.
Terms of Reference
During September and October 2016 the Integrated Governance Committee, Clinical Cabinet, Connecting Care
Executive, Audit Committee and Probity Committee have all considered and reviewed their terms of reference.
The updated terms of reference are included as appendices to this report (proposed changes are highlighted in
yellow), are presented for approval.
In order to facilitate the management of conflicts of interest the terms of reference for Integrated Governance
Committee, Clinical Cabinet and Audit Committee include a requirement to refer items to the Probity
Committee if they present a conflict of interest.
Please note that following a review by the Governance and Board Secretary, there are no proposed changes to
the Nominations Committee terms of reference and the Remuneration Committee terms of reference.
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:
Outline public engagement:

None required.
Not applicable.

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

The Integrated Governance Committee, Clinical Cabinet, Audit Committee,
Connecting Care Executive and Probity Committee have been consulted
about their terms of reference during September and October 2016.

Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Terms of reference are considered by the Governing Body on an annual
basis.
Appendices:
A: Terms of Reference for Integrated Governance Committee including
proposed amendments
B: Terms of Reference for Clinical Cabinet including proposed amendments;
C: Terms of Reference for Connecting Care Executive including proposed
amendments;
D: Terms of Reference for Audit Committee including proposed
amendments;
E: Terms of Reference for Probity Committee including proposed
amendments.

Risk Assessment:

A primary function of the Governing Body is to ensure that the CCG has
made appropriate arrangements for ensuring that it complies with principles
of good governance. This assurance that all committees are operating in
accordance with terms of reference.

Finance/ resource implications:

None identified.

TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP INTEGRATED GOVERNANCE COMMITTEE
Accountability
arrangements and
authority

The Governing Body for NHS Wakefield Clinical Commissioning Group (CCG)
resolves to establish a committee of the Governing Body to be known as the
Integrated Governance Committee.
The committee will operate within the legal framework for NHS Wakefield
CCG.
The powers and responsibilities of the Integrated Governance Committee are
set out in these terms of reference. The Integrated Governance Committee is
established to advise and support the Governing Body in scrutinising
performance and ensuring delivery of key financial and service priorities,
outcomes and targets as specified in NHS Wakefield CCG’s strategic and
operational plans.
The Integrated Governance Committee has no executive powers, other than
those specifically delegated in these terms of reference.
Appointments to the Integrated Governance Committee will be approved by
the Governing Body.
The Integrated Governance Committee is authorised by the Governing Body to
investigate any activity within its terms of reference. It is authorised to seek
any information it requires from any employee and all employees are directed
to co‐operate with any request made by the committee within its remit as
described in these terms of reference.
The committee is delegated to approve policies and procedures for all areas
within the committee’s remit. The committee has full authority to
commission any reports or surveys it deems necessary to help fulfil its
obligations.

Relationship and
reporting

The Integrated Governance Committee is a committee of the Governing Body
for NHS Wakefield CCG and will submit the minutes of its meetings to the
Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
In addition, regular reports will be prepared for the Governing Body in relation
to the organisation’s risk management arrangements, and for the Audit
Committee in relation to this committee’s progress against its work plan.
The committee will oversee the work of appropriate groups, including Patient
Involvement and Patient Experience Panel (PIPEC); Individual Funding
Requests Panel; Safeguarding Children Board; Safeguarding Adults Board; and
any others.
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Role and function

The purpose of the committee is to:




Responsibilities

ensure that the CCG has robust systems in place to identify, manage
and report on key governance and quality issues and the risks
associated with them
review the CCG’s performance against its strategic and operational
plans
be accountable for the performance and reporting of any groups, as
delegated by the Governing Body, ensuring all appropriate risks are
appropriately managed and reported within the risk
management/assurance framework approach.

Risk Management
 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 the CCG’s objectives through the development of
an Assurance Framework
 ensure sound systems of internal control are in place and report on
these to the Audit Committee and Governing Body
 promote standards of health, safety and welfare across the CCG,
ensuring compliance with the Health and Safety at Work Act 1974 and
other relevant statutory provisions.
Quality and patient safety
 review the effectiveness of quality governance arrangements to
ensure that the health care commissioned by the CCG fully reflects all
elements of quality (patient experience, effectiveness and patient
safety)
 have oversight of the process and compliance issues concerning
serious incidents (SIs); independent investigations and Never Events.
 ensure that services are commissioned from providers registered with
the Care Quality Commission, with systems in place to highlight any
conditions of registration and outcomes from planned or
unannounced inspections
 seek assurance that health care providers are delivering acceptable
standards of safe care, and have effective mechanisms in place to
monitor patient experience and quality of care
 provide assurance that the CCG is fulfilling its’ statutory duties
regarding complaints and that incident and claim reporting, together
with the dissemination of alert procedures is undertaken effectively
 seek assurance that arrangements are in place across commissioned
health care to prevent and control infection in line with the Hygiene
Code, and that risks associated with infection prevention are
highlighted and being managed appropriately both strategically and
operationally
 oversee the work of the Public Involvement and Patient Experience
Committee (PIPEC)
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receive minutes from provider‐specific Quality Board meetings and to
ensure systems are in place for appropriate follow‐up actions.
ensure a clear escalation process, including appropriate trigger points,
is in place to enable appropriate engagement of external bodies on
areas of concern.
ensure arrangements are in place to assist and support NHS England
to secure continuous improvement in the quality of primary medical
services.

Safeguarding
 ensure appropriate systems and procedures are in place for
safeguarding adults and children, both within the CCG and services
commissioned by the CCG;
 review the learning and outcomes of any safeguarding inspections
 receive minutes of the safeguarding children and safeguarding adults Boards
and to ensure systems are in place for appropriate follow‐up actions.

Finance and efficiency
 ensure robust systems and policies are in place to underpin the
integrity of the CCG’s financial statements, achievement of internal
and external reporting requirements and statutory financial duties;
 monitor compliance with Standing Orders and financial procedures
and policies, reporting areas of non‐compliance to the Audit
Committee;
 review performance against the CCG’s financial plans, ensuring
management action is taken to mitigate risks to the achievement of
objectives and that risks are appropriately reported within the risk
management/assurance framework approach;
 oversee the work of any sub‐groups;
 provide a forum to evaluate requirements and advise the Governing
Body on committing resources to respond to performance issues.
Information governance
 seek assurance that effective arrangements are in place for
Information Governance, ensuring that any risks are appropriately
managed and reported within the risk management/assurance
framework approach.
 seek assurance that resources and systems are in place to support the
delivery of the Information Governance Toolkit and to receive an
exception report on any significant risks or gaps in compliance;
 ensure that the Senior Information Risk Owner (SIRO) takes ownership
of the CCG’s information risk policy and information risk management;
 approve Information Governance policies.
 provide assurance that the CCG is fulfilling all statutory duties
regarding the Freedom of Information Act.

Performance, contracting and activity
3
NHS Wakefield CCG Integrated Governance Committee Terms of Reference
Draft October 2016













ensure systems are in place for the review of progress and
achievement of key national, regional and local targets for service
improvement, with a particular focus on specified ‘must dos’ such as
the NHS Outcomes Framework;
seek assurance on the achievement of outcomes and targets agreed
with external partner organisations ;
ensure risk assessment, mitigation and reporting processes are in
place to identify pressures within the whole system and how these
affect contracts and performance as well as opportunities to further
improve performance;
provide challenge in setting ambitious targets for service
improvement and embedding improvement opportunities and
initiatives;
ensure systems are in place to manage risk and variation in
performance, ensuring plans are put in place and monitored to
address the achievement of performance targets and objectives;
ensure that areas of good practice are identified and embedded along
with other benchmarking tools;
ensure that variance against target performance levels is reflected in
the Governing Body’s risk management processes and reporting;
receive minutes from provider‐specific Contract Board meetings and
to ensure systems are in place for appropriate follow‐up actions;
provide assurance to the Governing Body on the content of the
Performance Report and oversee its continued development.

Workforce
 have oversight of local workforce planning;
 provide any workforce‐related reports as required to the Governing
Body;
 monitor the Whistleblowing policy, including considering on an annual
basis a record of all issues raised under the policy at the formal stage;
 approve Human Resources policies.
Equality and diversity
 develop and publish an Equality Strategy and objectives which sets out
how NHS Wakefield CCG intends to discharge this duty, reviewing
them at least every four years;
 ensure annual reporting on equality assurance to the Governing Body;
 monitor progress of delivery of the public sector equality duty;
 seek assurance that relevant equality information is published
annually demonstrating due regard to the general duty of the Equality
Act 2010;
 seek assurance on the implementation of the Equality Delivery System
framework to improve equality performance.
Emergency Preparedness
 seek assurance on the effectiveness of organisational arrangements
for business continuity and emergency planning.
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Research
 ensure that the CCG promotes research and the use of evidence
obtained from research
 seek assurance that effective arrangements are in place to support the
promotion of research, the use of research and management of
intellectual property.
Individual Funding requests (IFRs)
 seek assurance that effective arrangements are in place to manage
requests for an individual to receive a health care intervention that is
not routinely commissioned by the CCG (referred to as individual
funding requests).
 ensure that the CCG has a an effective Policy for Individual Funding
Requests in place.
Continuing Healthcare
 ensure that the CCG complies with regulations which establish the
procedure for assessment and provision of NHS Continuing
Healthcare, Funded Nursing Care and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in place to
manage requests for NHS Continuing Healthcare, Funded Nursing Care
and Personal Health Budgets.
 seek assurance that the CCG has effective arrangements in place to
arrange for the provision of after care for persons previously detained
under the Mental Health Act, at the time that they cease to be
detained.
Emergency Preparedness
 ensure that the CCG has taken appropriate steps to secure that it is
properly prepared for dealing with relevant emergencies.
Procurement
 ensure robust and transparent decision making (including equitable
treatment of all parties) regarding procurement of services, to ensure
all decisions are robust and stand up to challenge or scrutiny;
 agreed optimal tender routes and procurement method when
commissioning services.
 approve associated processes, strategies and policies.
Other Duties
 the committee will agree an annual work plan to ensure that it covers
all the duties above. The committee will also contribute to the
Governing Body’s annual self assessment.
 as appropriate, the committee supports development and monitoring
of the CCG’s Strategic Plan and supporting annual delivery plan.
 the committee may agree other areas of responsibility as appropriate
with the Governing Body.

Membership

The membership of the Integrated Governance Committee is given below.
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Committee members will be appointed by the Governing Body on an annual
basis and will consist of the following:










Chair of the Committee (the nominated lay member who is also the
Deputy Chair of the Committee of the Governing Body );
Lay member who is the nominated lead on patient and public
participation matters;
Chief Officer or deputy;
Chief Operating Officer;
Up to four nominated clinical members;
Nurse Representative;
Practice Manager Representative;
Chief Finance Officer;
Chief of Service Delivery and Quality.

All members of the committee have one vote. In the event of a tied vote the
Chair will hold a second and casting vote.
Other officers may be requested to attend in an advisory capacity.
In Attendance

Associate Directors and Heads of Service, as appropriate.
Governance & Board Secretary
Any Governing Body member wishing to attend.

Chair

The Chair of the committee will be the lay member who is the Governing
Body’s Deputy Chair
A clinician from the Governing Body will be the Deputy Chair.
The meetings will be run by the Chair. In the event of the Chair’s absence
meetings will be chaired by the Deputy Chair.

Quoracy

The committee will be considered quorate when at least one‐third of the
members are present, including as a minimum the Chair or Deputy Chair, a
clinical member and a Director.

Frequency of
meetings

There shall be appropriate flexibility as to the frequency of meetings but these
shall normally be monthly.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance. Where an elected clinical member cannot
attend, only another elected clinical member may deputise.

Sub‐Committees /
Groups

The committee may establish groups to support it in its role. The scope and
membership of those groups will be determined by the committee.
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At the date these terms of reference were approved the committee has
established one group; the Quality Intelligence Group.
Conduct

Members of the committee and those in attendance at meetings will abide by
the ‘Principles of Public Life’ and the NHS Code of Conduct, and the Standards
for members of NHS boards and governing bodies, Citizen’s Charter and Code
of Practice on Access to Government Information.
All members will have due regard to, and operate within, the prime financial
policies, standing orders, the constitution and other policies and procedures of
NHS Wakefield CCG.

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest. At every meeting
members of the committee will consider any items for referral to the Probity
Committee.
All declarations of interest will be minuted.

Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate support
to the Chair and Committee members. Duties will include:






agreement of agenda with Chair and attendees and collation of
papers;
ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
timely distribution of papers, no later than five working days before a
meeting for agenda and papers and no later than five working days
after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

The Chair of the Committee, Chief Officer, and a clinical member in
consultation together, may also act on urgent matters arising between
meetings of the Committee. These matters will be ratified at the next meeting
of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee through
receipt of the minutes and reports regarding the organisation’s risk
management arrangements.

Date agreed

Approved by Governing Body on 8 November 2016 tbc

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is updated. Any
amended Terms of Reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.
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Appendix B

TERMS OF REFERENCE FOR THE NHS WAKEFIELD
CLINICAL COMMISSIONING GROUP ‐ CLINICAL CABINET
Accountability
arrangements and
authority

These are the terms of reference for the Clinical Cabinet which has been
established as a formal Committee of the Governing Body to inform future
commissioning intentions, inform strategic planning and advise on funding of
in‐year service developments.
The Clinical Cabinet is authorised by the Governing Body to investigate any
activity within its terms of reference. It is authorised to seek any information
it requires from any employee and all employees are directed to co‐operate
with any request made by the committee within its remit as described in
these terms of reference.

Relationship and
reporting

The Clinical Cabinet is a sub‐committee of the Governing Body for NHS
Wakefield CCG. Minutes of the committee meeting will be submitted to the
Governing Body and will be made available to member practices. Reports on
specific issues will also be prepared when necessary for consideration by the
Governing Body.

Role and function

The overarching purpose of the Clinical Cabinet is to provide strong clinical
leadership for commissioning, service transformation and pathway redesign
and to provide robust assurance of this to the Governing Body. This will
include promotion of a culture of continuous improvement and innovation
with respect to safety of services, clinical effectiveness and patient
experience / feedback.
The Clinical Cabinet will provide advice and assurance on agreed
commissioning strategies and intentions and strategic alignment with the
forward strategy that is agreed for the population of Wakefield by the
Governing Body.
The Clinical Cabinet will ensure initiatives are in place to support the
development of Quality, Improvement, Productivity and Prevention (QIPP)
through embedding clinical advice, support and leadership into key
commissioning work streams and interlinking portfolio working across the
organisation.

Responsibilities

Service Transformation and Commissioning
 approve proposals for service transformation, pathway redesign and
commissioning business cases:
 ensure that the business justification for transformation projects are
clearly quantified;
 support effective commissioning to ensure national and local
priorities are delivered in the most effective way;
 ensure strong clinical leadership, clinical involvement and influence
informs key work streams and commissioning decisions;
 champion patient‐focused services, reduction of local health
inequalities, health promotion and patient and public involvement ;
 take an holistic view of commissioning, ensuring key links between
1
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CCG business, and recognising interdependencies with the wider
health economy;
facilitate dialogue with clinicians across primary and secondary care
that promotes multi‐professional engagement and collaborative
working towards better patient care;
ensure that where appropriate arrangements are in place to offer
patients choice of healthcare providers;
seek assurance that the service transformation work streams fully
reflect elements of quality (effectiveness, safety and experience) are
in‐line with national and local priorities and will lead to improved
outcomes;
encourage innovative thinking, developing new approaches and
improved mechanisms for integrated working;
ensure necessary resources are allocated to enable implementation
of transformation programmes and projects;
ensure that equality and diversity is appropriate feature of the
commissioning intentions of NHS Wakefield CCG, mindful of groups
with, or associated with, protected characteristics.

Strategy
 influence and support the strategic vision and direction for
commissioning of NHS Wakefield CCG;
 provide overall strategic direction and guidance on the planning and
delivery of service development and transformation programmes
and associated work streams across NHS Wakefield CCG based on
local need, national frameworks and guidance, good practice
evidence and performance targets;
 resolve strategic and directional issues and ensure continued
alignment of the transformational programmes and associated
projects with strategic objectives;
Medicines Optimisation
 approve commissioning policy recommendations on the use of
medicines based on proven clinical outcomes, affordability, and
value for money;
QIPP


Membership

ensure initiatives are in place to support the development of Quality,
Improvement, Productivity and Prevention (QIPP) through
embedding clinical advice, support and leadership into key
commissioning work streams and interlinking portfolio working
across the organisation.

The Clinical Cabinet will have a majority of professional members.
Committee members will be appointed by the Governing Body on an annual
basis, and will consist of the following:




Chair of the Committee (the Assistant Clinical Leader);
Deputy Chair of the Committee (the Lay member with responsibility for
patient and public participation matters);
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All elected GP members of the Governing Body;
Network Chairs;
Up to two Practice Nurse representatives;
Chief Operating Officer;
Chief Finance Officer;
Chief of Service Delivery and Quality: and
Associate Director of Commissioning and Integration

All members of the Committee have one vote. In the event of a tied vote the
Chair will hold a second and casting vote.
The Chair of the Clinical Cabinet may invite other officers to attend as
required.
In attendance







Associate Directors, as appropriate
Heads of Service, as appropriate;
Director of Public Health;
Additional support staff as required; and
GP representatives from local clinical networks;

Those in attendance do not qualify to vote.
The Chief Officer may attend any meeting of the Committee.
Chair

The Chair of the Clinical Cabinet will be the Assistant Clinical Chair.
The Deputy Chair of the Committee will be the Lay Member with
responsibility for patient and public participation matters.

Quoracy

Frequency of
meetings

The Clinical Cabinet will be quorate for decision making if one third of the
members are present; this will include at least four elected GP members of
the Governing Body and two of the non clinical Executive Team, or in
exceptional and unforeseen circumstances an individual acting as their
Deputy
There shall be appropriate flexibility as the frequency of Clinical Cabinet
meetings, but these shall normally be held monthly.

Sub‐Committees /
Groups

The committee may establish groups to support it in its role. The scope and
membership of those groups will be determined by the committee.
At the date these terms of reference were approved the committee has
established one group; the Medicines Optimisation Group.

Conduct

Members of the Committee and those in attendance at meetings will abide
by the ‘Principles of Public Life’ and the NHS Code of Conduct, and the
Standards for members of NHS boards and governing bodies, Principles of
the Citizen’s Charter and the Code of Practice on Access to Government
Information.
All members will have due regard to, and operate within, the prime financial
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policies, standing orders, the constitution and other policies and procedures
of NHS Wakefield CCG.
Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with
NHS Wakefield CCG’s policies / procedures for handling conflicts of interest.
At every meeting members of the committee will consider any items for
referral to the Probity Committee.
All declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the Cabinet will be provided by the administration
function within NHS Wakefield CCG. They will ensure that minutes of the
meeting are accurately recorded and will provide appropriate support to the
Chair and Committee members.
Papers will be circulated at least four working days in advance of the
meeting.
Duties will include:
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a
meeting for agenda and papers and no later than 5 working days
after a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

The Chair of the Committee , Deputy Chair of the Committee, and either the
Chief Officer, Chief Financial Officer or the Chief of Service Delivery and
Quality may also act together on urgent matters arising between meetings of
the Cabinet. These matters will be ratified at the next meeting of the
Cabinet.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Clinical Cabinet
through receipt of the minutes.

Date Agreed

Approved at Governing Body on 8 November 2016 (tbc)

Review Date and
Monitoring

Annually, or as and when legislation or best practice guidance is updated.
Any amended terms of reference will be agreed by the Clinical Cabinet for
recommendation to a subsequent meeting of the Governing Body.
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SCHEDULE 2 GOVERNANCE

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

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

2.

Membership

2.1

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

2.1.1 the Council:
 Corporate Director, Adults, Health and Communities
 Corporate Director, Children’s Services
 Group Finance Manager, Adults, Health and Communities
 Group Finance Manager, Children’s Services
 Service Director Strategy and Commissioning

1

 Director of Public Health or Deputy Director of Public Health
or a deputy to be notified in writing to the Chair in advance of any meeting;
2.1.2 the CCG :
 Chief Officer
 Chief Finance Officer
 Assistant Clinical Chair of Clinical Commissioning Group
 Director of Commissioning and Integrated Care
 WCCG Governing Body Clinical lead for Children and Young People
 Chief of Service Delivery and Quality
 WCCG Clinical Lead for Care Home Vanguard and Connecting Care
or a deputy to be notified in writing to the Chair in advance of any meeting;

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

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

2.3

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

3.1

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

3.2

Frequency of Meetings
Meetings will be held monthly.

3.3

Frequency of Attendance by Members
Members are required to attend at least 75% of the meetings held in any calendar
year.
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3.4

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

3.5

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

3.6

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

4.

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

5.

Role of the Connecting Care Executive

5.1

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




Learning Disability care packages review
Mental Health- review of the dementia pathway
Integrated Community Equipment Services (ICEs)

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





Estates
Information, Communications and Technology (ICT)
Communications and Engagement
Contracting and Commissioning models for Integrated Care- the
mulispeciality community provider

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






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

6.

Relationships and Reporting

6.1

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

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

6.3

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

7.

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

8.

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

9.

Monitoring Information and Reports
The following reporting arrangements will be monitored by the Connecting Care
Executive:
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10.

Connecting Care Adults Assurance Framework will be reported by Public Health
quarterly
Children and Young People’s Performance Framework will be reported quarterly
All areas of joint commissioning activity or pooled budget activity across Adults
and Children’s arena will be reported to the Connecting Care Executive monthly
Better Care Fund Pooled Fund Manager shall supply to the Connecting Care
Executive on a Monthly basis the financial and activity information as required
under the Agreement.
NHS England has published templates for the Better Care Fund assurance and
monitoring. These will be available as both quarterly reports and as an annual
report and will be shared at the Connecting Care Executive before formal sign
off at the Health and Well-being Board. These requirements are to ensure the
ability to monitor the effectiveness of the pooled fund arrangements and provide
assurance to NHS England as to the appropriate use of the Better Care
Fund.The assurance templates cover reporting on: income and expenditure,
payment for performance, supporting metrics, and the national conditions. This
template is available in the Better Care Fund: Guidance for the
operationalisation of the BCF in 2015-16.
NHS England require submission of the monitoring reports at 5 points in the
year, these dates have not been confirmed for 2016/2017. The host partner shall
submit reports in accordance with the required timescales as specified by NHS
England.

Review of Terms of Reference
These terms of reference will be reviewed annually or earlier in the light of
national/local policy changes. The next review will take place in October 2017.
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Management of the Better Care Fund Structure

Wakefield
Council/Cabinet

Wakefield District Health
and Wellbeing Board

NHS Wakefield CCG

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

Vanguard Delivery
Board
(oversees the delivery
of the Care Home and
Multispeciality
Community Provider)

Joint Commissioning Transformation Programme
(Across Children and Young People and Adults
arena)




Mental Health‐ Dementia Pathway Review
Learning Disability
Various Children Reviews including complex
care, early help and Mental Health through
Future in Mind programme
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Connecting Care
Health and Social
Care Partnership
(Providers and
Commissioners)

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

Appendix D
TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP AUDIT COMMITTEE
Accountability
arrangements and
authority

The Governing Body for NHS Wakefield Clinical Commissioning Group (CCG)
hereby resolves to establish a committee of the Governing Body to be known
as the Audit Committee in line with NHS Wakefield CCG’s constitution.
The Audit Committee will operate within the legal framework for NHS
Wakefield CCG.
The membership, remit, responsibilities and reporting arrangements of the
Audit Committee are set out in these terms of reference and shall have effect
as if incorporated into the CCG constitution and Standing Orders.
The Audit Committee has no executive powers, other than those specifically
delegated in these terms of reference.
The Audit Committee is authorised by the Governing Body to investigate any
activity within its terms of reference. It is authorised to seek any information
it requires from any employee and all employees are directed to co‐operate
with any request made by the committee within its remit as described in these
terms of reference. The committee has full authority to commission any
reports or surveys it deems necessary to help fulfil its obligations, including
legal or other independent professional advice.

Relationship and
reporting

The Audit Committee is a sub‐committee of the Governing Body for NHS
Wakefield CCG. Minutes of meetings will be presented to the Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
The committee will report annually to the Governing Body, reviewing its own
performance, membership and terms of reference. This report will also
include details of:
 fitness for purpose of the Assurance Framework


the completeness and embeddedness of risk management within the
CCG



the integration of governance arrangements



the appropriateness of the evidence that shows the organisation is
fulfilling regulatory requirements relating to its existences as a
functioning business



details of any significant issues considered in relation to financial
statements and how they were addressed

The committee may establish groups to support it in its role. The scope and
membership of those groups will be determined by the committee.
Role and function

The role of the committee is to review and provide assurance on the adequacy
and effective operation of the overall internal control system for the CCG.
It is noted that the Governing Body have established an Auditor Panel to
advise on the selection and appointment of the external auditor. The Auditor
Panel is distinct from the Audit Committee and holds separate meetings.
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However where deemed appropriate the Audit Committee will take account of
and work in partnership with the Auditor Panel.
Specific duties of the committee are categorised in the “Responsibilities”
section below.
The work of the committee will be flexible to new and emerging priorities and
risks.
Responsibilities

Governance, Risk Management and Internal Control
The committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and internal
control, across the whole of the CCG’s activities that support the achievement
of the CCG’s objectives.
In particular, the committee will review the adequacy and effectiveness of:











All risk and control related disclosure statements (in particular the
governance statement), together with any accompanying Head of
Internal Audit opinion and external audit opinion or appropriate
independent assurances, prior to submission to the Governing Body;
The processes for financial and performance management (including
reporting);
The underlying assurance processes that indicate the degree of
achievement of CCG objectives, the effectiveness of the management
of principal risks and the appropriateness of the above disclosure
statements;
Assurance about the CCG’s arrangements for policies and procedures
and measures to ensure they are kept up to date;
The policies for ensuring compliance with relevant regulatory, legal
and code of conduct requirements and related reporting and self‐
certification;
Assurance that the conflicts of interest process is working effectively
and conflicts of interest are managed and recorded appropriately;
The policies and procedures for all work related to counter fraud and
security as required by NHS Protect;
To oversee the effectiveness of key assurance and risk management
systems and processes, including reviewing an up to date risk profile,
scrutinising and challenging risks on the Board Assurance Framework,
to ensure that risks are managed effectively and that sufficient
assurance is gained from the risk owner. This will include:
‐ Reviewing the process for developing the framework and its
format to ensure it is relevant and effective
‐ Assessing the controls in the Assurance Framework
‐ Review the assurances in the Assurance Framework

Financial Reporting
The committee shall ensure that the systems for financial reporting to the
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CCG, including those of budgetary control, are subject to review as to
completeness and accuracy of the information provided to the CCG.
The committee shall review the annual report and financial statements before
recommending to the Governing Body for approval, focusing particularly on:









the wording in the governance statement and other disclosures
relevant to the terms of reference of the committee;
changes in, and compliance with, accounting policies, practices and
estimation techniques;
unadjusted misstatements in the financial statements;
significant judgments in preparing of the financial statements;
significant adjustments resulting from the audit;
letter of representation;
explanation for significant variances, and;
qualitative aspects of financial reporting.

In carrying out this work the committee will primarily utilise the work of
internal audit, external audit and other assurance functions, but will not be
limited to these sources. It will also seek reports and assurances from
directors and managers as appropriate, concentrating on the over‐arching
systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness.
This will be evidenced through the committee’s use of an effective assurance
framework to guide its work and that of the audit and assurance functions
that report to it.
Internal audit
The committee shall ensure that there is an effective internal audit function
that meets mandatory Public Sector Internal Audit Standards 2013and
provides appropriate independent assurance to the Audit Committee,
Accountable Officer and Governing Body. This will be achieved by:









consideration of the provision of the internal audit service, the cost of
the audit and any questions of resignation and dismissal;
review and approval of the internal audit strategy, operational plan
and more detailed programme of work (including information about
the purpose, scope and level of priority of each assignment), ensuring
that this is consistent with the audit needs of the organisation, as
identified in the assurance framework;
review in year changes to the Internal Audit plan;
considering the major findings of internal audit work (and
management’s response monitor the implementation of agreed audit
recommendations) and ensuring co‐ordination between the internal
and external auditors to optimise audit resources;
ensuring that the internal audit function is adequately resourced and
has appropriate standing within the CCG;
an annual review of the effectiveness of internal audit;
3

NHS Wakefield CCG Audit Committee Terms of Reference
DRAFT September 2016

Appendix D



Head of Internal Audit has a right of access to the Chair of the Audit
Committee at any time.

External Audit
The committee shall review the work and findings of the external auditors and
consider the implications and management’s responses to their work. This
will be achieved by:








Consideration of the performance of the external auditors, making
recommendations to the Auditor Panel;
Discussion and agreement with the external auditors, before the audit
commences, on the nature and scope of the audit as set out in the
annual plan, and ensuring co‐ordination, as appropriate, with other
external auditors in the local health economy;
Discussion with the external auditors of their local evaluation of audit
risks and assessment of the CCG and associated impact on the audit
fee;
Review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter before
submission to the CCG and any work undertaken outside the annual
audit plan, together with the appropriateness of management
responses;
In partnership with the Auditor Panel, ensuring there is in place a clear
policy for the engagement of external auditors to supply non audit
services;



Receive and respond to a Public Interest Report if issued by External
Auditors;



External auditors have a right of access to the Audit Committee at any
time.

Whistleblowing
The Committee shall review the effectiveness of the arrangements in place for
allowing staff to raise (in confidence) concerns about possible improprieties in
financial, clinical or safety matters and ensure that any such concerns are
investigated proportionately and independently.
Other assurance functions
The Audit Committee shall review the findings of other significant assurance
functions, both internal and external and consider the implications for the
governance of the CCG.
These will include, but will not be limited to, any reviews by Department of
Health arm’s length bodies or regulators/inspectors (for example, the Care
Quality Commission and NHS Litigation Authority) and professional bodies
with responsibility for the performance of staff or functions (for example,
Royal Colleges and accreditation bodies).
In addition, the committee will review the work of other committees within
the organisation, whose work can provide relevant assurance to the audit
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committee’s own scope of work. This will particularly include the Integrated
Governance Committee.
Counter fraud
The Committee shall satisfy itself that the Clinical Commissioning Group has
adequate arrangements in place for counter fraud and security that meet NHS
Protect’s standards and shall review the outcomes work in these areas. The
Committee will also approve the counter fraud and security workplan.
Management
The committee shall request and review reports and positive assurances from
directors and managers on the overall arrangements for corporate
governance, risk management and internal control.
The committee may also request specific reports from individual functions
within the CCG as they may be appropriate to the overall arrangements.
Other Duties
The committee will agree an annual work plan to ensure that it covers all the
duties above and undertake an annual self assessment.
The committee may agree other areas of responsibility as appropriate with the
Governing Body.
Membership

Membership
The committee appointments will be approved by the Governing Body on an
annual basis. The membership of the committee is given below :




Chair of the Committee (the nominated lay member with
responsibility for audit and conflict of interest matters);
The nominated lay member who is also the Deputy Chair of the
Governing Body;
Up to three nominated clinical members.

All members of the Committee have one vote.
Representatives from NHS Protect may be invited to attend meetings.
Regardless of attendance, external audit, internal audit, local counter‐fraud
and security management providers will have full and unrestricted rights of
access to the Audit Committee.
Any director or senior managers may be invited to attend, particularly when
the committee is discussing areas of risk or operation that are the
responsibility of that director. The Chief Officer will be invited to attend at
least one meeting each year in order to discuss the process for assurance that
supports the annual governance statement. Other officers may be requested
to attend in an advisory capacity.
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The Chair of the Governing Body and the Accountable Officer may also be
invited to attend one meeting each year in order to form a view on, and
understanding of, the committee’s operations.
For those attending, named deputies should attend in exceptional cases only
and this should be communicated to the Chair and secretary of the meeting in
advance.

In Attendance









Chief Finance Officer;
Chief of Service Delivery and Quality;
Heads of Service, as appropriate;
Internal Audit Manager;
External Audit representative;
Local Counter Fraud specialist;
Local Security Management specialist.

Chair

The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Deputy Chair will
be the nominated lay member who is also the Deputy Chair of the Governing
Body.

Quoracy

The Audit Committee shall be quorate if at least three members shall be
present, this must include at least one Lay Member.

Frequency of
meetings

Meetings of the Audit Committee will be a minimum of six per annum year at
appropriate times in the reporting and audit cycle.
At least once a year the committee shall meet privately with the external and
internal auditors.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance. Where a nominated clinical member
cannot attend, only another elected clinical member may deputise.

Conduct

Members of the Committee and those in attendance at meetings will abide by
the ‘Principles of Public Life’ and the NHS Code of Conduct, and the Standards
for members of NHS boards and governing bodies, Citizen’s Charter and Code
of Practice on Access to Government Information.
All members will have due regard to, and operate within, the prime financial
policies, standing orders, the constitution and other policies and procedures of
NHS Wakefield CCG.

Declaration of
interests

All potential conflicts of interest will be declared and dealt with in line with the
CCG’s policies / procedures for handling conflicts of interest . At every
meeting members of the committee will consider any items for referral to the
Probity Committee.
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All declarations of interest will be recorded in the minutes.
Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that minutes of the
meeting are taken and provide appropriate support to the Chair and
committee members.
Duties will include: ‐
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a
meeting for agenda and papers and no later than 5 working day after a
meeting for distribution of minutes;
 record of matters arising, issues to be carried forward;
 assist the Chair to prepare reports to the Governing Body;
 advise the Committee on pertinent issues/ areas of interest/policy
developments;
 ensure that action points are taken forward between meetings;
 maintain records of members’ appointments and renewal dates;
 ensure that Committee members receive the development and
training they need.

Urgent matters
arising between
meetings

The Chair of the committee, a clinical member and an executive, in
consultation, may also act together on urgent matters arising between
meetings of the committee. In the absence of the Chair, two other members
and an executive, in consultation, may act together. These matters will be
ratified at the next meeting of the committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee through
receipt of the minutes and the committee’s Annual Report to the Governing
Body.

Date agreed

Approved by Governing Body on 10 November 2015

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is updated.
Any amended terms of reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP PROBITY COMMITTEE
Accountability
arrangements and
authority

The Governing Body for NHS Wakefield Clinical Commissioning Group (CCG)
hereby resolves to establish a committee of the Governing Body to be known
as the Probity Committee in line with NHS Wakefield CCG’s constitution.
The Probity Committee will operate within the legal framework for NHS
Wakefield CCG. In accordance with its statutory powers under section 13Z of
the National Health Service Act 2006 (as amended), NHS England has
delegated the exercise of the functions to NHS Wakefield CCG. The Governing
Body has determined that the Probity Committee will function as a corporate
decision‐making body for the management of the delegated functions and the
exercise of the delegated powers. Consequently decisions of the Committee
related to these delegated functions and delegated powers cannot be over‐
ruled by the Governing Body.
The membership, remit, responsibilities and reporting arrangements of the
Probity Committee are set out in these terms of reference and shall have
effect as if incorporated into the CCG Constitution and Standing Orders.
The Probity Committee has no executive powers, other than those specifically
delegated in these terms of reference or otherwise agreed by the Governing
Body.
The Probity Committee is authorised by the Governing Body to investigate any
activity within its terms of reference. It is authorised to seek any information
it requires from any employee and all employees are directed to co‐operate
with any request made by the Committee within its remit as described in
these terms of reference. The Committee has full authority to commission any
reports or surveys it deems necessary to help fulfil its obligations, including
legal or other independent professional advice.

Relationship and
reporting

The Probity Committee is a sub‐committee of the Governing Body for NHS
Wakefield CCG. Minutes of meetings will be presented to the Governing Body.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
Other committees of the Governing Body for NHS Wakefield CCG will refer
items to the Probity Committee if they identify that the issue presents a
conflict of interest for all or the majority of GP members of the Governing
Body.
The Probity Committee may establish groups to support it in its role (on an
ongoing or short term basis). The scope and membership of those groups will
be determined by the Probity Committee.

Role and function

The role of the Committee is to facilitate decision making about items which
present conflicts of interest for all or the majority of GP members of the
Governing Body.
Specifically, the role of the Committee shall be to carry out the functions
relating to the commissioning of primary medical services under section 83 of
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the NHS Act but may be extended (subject to approval from the Governing
Body) to other areas which present a conflict of interest.
Specific duties of the Probity Committee are categorised in the
“Responsibilities” section below.
In performing its role the Committee will exercise the functions in accordance
with the agreement the CCG has entered into with NHS England.
The work of the Committee will be flexible to new and emerging priorities and
risks.
The Committee will ensure that appropriate clinical engagement (including
from primary care) is sought before reaching decisions.
Responsibilities

Conflicts of Interest for GPs


make decisions on behalf of the Governing Body about items which
present conflicts of interest for all or the majority of GP members of the
Governing Body.

Commissioning of primary medical services














seek to increase quality, efficiency, productivity and value for money and
to remove administrative barriers in primary medical services in Wakefield
district;
make decisions on the review, planning and procurement of primary
medical services in Wakefield district, under delegated authority from NHS
England;
GMS, PMS and APMS contracts (including the design of PMS and APMS
contracts, movement by practices between GMS / PMS contracts , taking
contractual action such as issuing breach/remedial notices, and removing
a contract);
decisions in relation to enhanced services (“Local Enhanced Services” and
“Directed Enhanced Services”);
make decisions in relation to commissioning urgent care (including home
visits as required) for out of area registered patients;
make decisions in relation to local incentive schemes, including the design
of such schemes;
decision making on whether to establish new GP practices (including
branch surgeries) in an area;
make decisions in relation to closure of GP practices (including branch
surgeries) in an area;
make decisions in relation to boundary changes and list closures in an
area;
approving practice mergers and demergers;
make decisions on ‘discretionary’ payment (e.g., returner/retainer
schemes).
make decisions to decommission primary medical services or Local
Enhanced Services;
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make decisions in relation to the management of poorly performing GP
practices (excluding any decisions in relation to the performers list);
make decisions in relation to Premises Costs Directions (in accordance
with guidance issued by NHS England or the Secretary of State);
to plan, including needs assessment, primary medical services in
Wakefield district;
undertake reviews of primary medical care services in Wakefield district;
co‐ordinate a common approach to the commissioning of primary care
services generally;
manage the budget for commissioning of primary medical services in
Wakefield district;
support the development of high quality primary medical services in
Wakefield district;
agree optimal tender routes and procurement method when
commissioning primary care medical services;
consider co‐commissioning risks and threats to the CCG referring items to
the Integrated Governance Committee as required;
consider the outcome of programmes of post payment verification.

Network Clinical Commissioning Contract and Additional Patient Access
Contract ( or any successor schemes)






approve the Network Clinical Commissioning Contract and Additional
Patient Access Contract ), any subsequent amendments proposed and/or
any successor schemes to the Network Clinical Commissioning Contract
and Additional Patient Access Contract ;
consider proposals made by the Network Clinical Commissioning
Contract and Additional Patient Access Contract Scrutiny Panel and
approve payments made to Member practices in accordance with the
Network Clinical Commissioning Contract and Additional Patient Access
Contract ;
seek assurance that the Network Clinical Commissioning Contract and
Additional Patient Access Contract delivers intended benefits and thus
represents value for public money. This includes ensuring that the
scheme:
o fulfils the requirement in Everyone Counts to invest around £5 per
patient in primary care;
o builds on the lessons learned relating to innovation and
performance management;
o maintains improved patient access to primary care services;
o enhances patient engagement and support self‐care;
o supports the implementation of integrated care by underpinning
the care closer to home programme;
o assists the networks to identify and meet the health needs of their
local populations in partnership with the local authority and
deliver the national outcomes required of the Better Care Fund.
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Multispecialty Community Provider (MCP)


Make decisions in relation to procurement of the MCP model;

Other Duties
The Committee will agree an annual work plan to ensure that it covers all the
duties above and undertake an annual self‐assessment.
The Committee may agree other areas of responsibility as appropriate with
the Governing Body.

Membership

Membership
The Committee appointments will be approved by the Governing Body on an
annual basis. The membership of the Committee is given below :











Chair of the Committee ( the nominated lay member who is also the
Deputy Chair of the Governing Body);
Lay Member – Audit
Lay Member – Patient and Patient Involvement (Deputy Chair);
Chief Officer;
Programme Commissioning Director – Integrated Care
Chief Financial Officer;
Chief of Service Delivery & Quality;
Registered Nurse;
Secondary Care Specialist;
Executive Clinical Advisor (a GP).

All members of the Committee have one vote. In the event of a tied vote the
Chair will hold a second and casting vote.
Nominated appropriate equivalent deputies can attend in extenuating
circumstances. Nominated deputies will only be in attendance and cannot
vote.
Any director or senior managers may be invited to attend, particularly when
the Committee is discussing areas of risk or operation that are the
responsibility of that director. Other officers may be requested to attend in an
advisory capacity.
In Attendance










A representative from Healthwatch Wakefield;
A representative from the Wakefield Health and Wellbeing Board;
A representative from NHS England;
Programme Manager – Primary Care Co‐Commissioning
Associate Directors, as appropriate;
Heads of Service, as appropriate;
Director of Public Health;
Governance & Board Secretary.
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Those in attendance do not qualify to vote.
For those attending, named deputies should attend in exceptional cases only
and this should be communicated to the Chair and secretary of the meeting in
advance.
Members of the public and representatives of the press
Meetings of the Committee will be held in public, and members of the public
and representatives of the press will be permitted to attend and observe the
meeting.

In accordance with the CCG’s Standing Orders the public and representatives
of the press shall be required to withdraw upon a resolution of members of
the Committee as follows:
'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 1960.
Chair

The Chair of the Committee will be the Lay Member ‐ Deputy Chair of the
Governing Body.
The Deputy Chair of the Committee will be the Lay Member – Patient & Public
Involvement.

Quoracy

The Committee shall be quorate if at least three members shall be present.
This must include a Lay Member and either the Chief Officer, Chief Finance
Officer or the Chief of Service Delivery and Quality.

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings of the
Committee, but these shall normally be held quarterly.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance.

Conduct

Members of the Committee and those in attendance at meetings will abide by
the ‘Principles of Public Life’ and the NHS Code of Conduct, and the Standards
for members of NHS boards and governing bodies, Citizen’s Charter and Code
of Practice on Access to Government Information.
All members will have due regard to, and operate within, the prime financial
policies, standing orders, the constitution and other policies and procedures of
NHS Wakefield CCG.

Declaration of

All potential conflicts of interest will be declared and dealt with in line with the
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interests

CCG’s policies / procedures for handling conflicts of interest .
Declarations of interest will be an agenda item at each meeting. Everyone at a
meeting will be required to declare any interest they have in any agenda items
as soon as it becomes apparent. The Chair will determine whether the
individual will be excluded from relevant parts of meetings, or be able to join
in the discussion, but not participate in the decision making itself or vote. All
declarations of interest will be recorded in the minutes.

Administration

Secretariat support for the Committee will be provided by the administration
function within the CCG. They will ensure that minutes of the meeting are
taken and provide appropriate support to the Chair and Committee members.
Duties will include:
 agreement of agenda with Chair and attendees and collation of
papers;
 ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
 timely distribution of papers, no later than 5 working days before a
meeting for agenda and papers and no later than 5 working days after
a meeting for distribution of minutes;
 record of matters arising, issues to be carried forward.

Urgent matters
arising between
meetings

The Chair of the Committee, the Chief Officer and Chief Finance Officer, in
consultation, may also act together on urgent matters arising between
meetings of the Committee.
In the absence of the Chair, the Chief Officer and Chief Finance Officer and a
Lay Member, in consultation, may act together.
These matters will be ratified at the next meeting of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the Committee through
receipt of the minutes and the Committee’s Annual Report to the Governing
Body.

Date agreed

Approved by Governing Body on 10 November 2015

Review date and
monitoring

Annually, or as and when legislation or best practice guidance is updated.
Any amended terms of reference will be agreed by the Committee for
recommendation to a subsequent meeting of the Governing Body.
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Laura Elliott, Head of Quality & Engagement
Dáša Farmer, Engagement Manager
Stephen Hardy, Lay Member

Responsible Governing
Jo Pollard, Chief of Service Delivery and Quality
Board Executive Lead:
Recommendations:
It is recommended that the Committee:
i.
Note the content of the report for information; and
ii.
Ensure public engagement is considered and undertaken for all commissioning intentions.
Executive Summary:
One of the aspirations of the CCG is “to commission quality services that will improve our patient’s experiences
of care and their health outcomes. A key part of this will be to involve and listen to our patients, practices,
partners and staff when redesigning services.” Based on this, and in line with the current legislation, the CCG is
required to produce and publish a report highlighting all the consultation activity that had taken place.
This report includes information on consultations and engagement activities that have been undertaken and
completed during 2015/16, including any that started before 1st April 2015 or that started during the period of
this report, but are not yet completed. It also includes details of the consultations and engagement activity
planned for 2016/17, where known.
The key areas of work have included:








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.

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, however, equality aspects are reflected within the report.

Outline public engagement:

The report covers consultation and engagement activities during the
financial year and beyond, capturing where and how feedback was obtained
from the public and stakeholders.

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

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

The Board Assurance Framework reflects the key controls and assurances
against Characteristic and Vision 1: Citizen Participation and Empowerment
None

Finance/ resource implications:

Presented at Integrated Governance Committee on 20 October 2016.

Patient and public involvement
Annual report
April 2015 – March 2016
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We would like to thank all of the individuals and organisations who have taken part
in our consultation and engagement activities during 2015 – 2016 and shared their
experiences of using local services. Your contributions have helped to inform our
commissioning decisions, ensuring your local NHS continues to provide quality and
responsive services.
This report gives us the opportunity to tell you what consultation and engagement
activities have happened over the last year, what you told us in those activities and what
we have done with the comments you made.
Links to further online information about NHS Wakefield Clinical Commissioning Group
(CCG) and our engagement activities have also been included in this report.
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Foreword
I would like to welcome you to our 2015-2016 Patient and Public
Engagement Report for NHS Wakefield Clinical Commissioning Group
(CCG). The report shows just how much has been achieved during the
year and there is much that we can be proud of:










You have told us that we needed to look at how access to
primary care services could be improved and our work on this
was extensive with your feedback being directly used to help us
shape the models and our new local GP contract.
The work within networks of GPs has also been invaluable and
we have made sure that the good things are taken forward, for
example making practices young people friendly and accessible
to those with sensory impairment as well as practices improving
access for patients with Dementia.
We are continuing our work around improving patient experience and here you
can see the formal channels as well as the way we have responded to the
concerns raised by our public assurance group and patients. We fully aim to do
this next year to make sure that we listen to and act on the feedback you give us.
A lot has happened within our local Vanguards, both in engagement and the
steps we have already taken to help improve things for residents. It is great to
see new ways of working and how these help patients. We will continue this next
year as more and more exciting work is planned locally to improve the way in
which services are delivered to our communities.
We have continued our work throughout the year to maintain the number of
patient groups and to set these up where they may have folded. This again
showed that only ongoing support to these groups will result in all practices
having a patient group. We will continue this in the following year to make sure
that we support patient groups in voicing patients' priorities and developing them
to be more involved in fighting for patients' interests in the NHS.

If you would like to get involved in the work of the CCG, please see the ‘How to get
involved’ section on Page 9 for more information or contact us on the details on final
page of the report.
We would like to thank everyone who has contributed during the year with their views,
thoughts and time, and look forward to another busy year.
Stephen Hardy
Lay Member, Patient and Public Involvement
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Introduction
About us
NHS Wakefield Clinical Commissioning Group (CCG) was formally established April
2013 and has the responsibility for making sure that the approximately 354,000 people
in and around Wakefield have access to the health services they need.
In 2006, patient involvement was strengthened by the NHS Act. Sections 242 and 244
of the Act place a duty on NHS organisations to involve and consult local people and
stakeholders in the planning and development of services.
The Health and Social Care Act 2012 introduced significant amendments to the NHS Act
2006, especially with regard to how NHS commissioners function. These amendments
include two complementary duties for Clinical Commissioning Groups (CCGs) with
respect to patient and public participation and also a duty to promote the NHS
Constitution which was refreshed in 2013.
This report provides an overview of the consultation and engagement activities that have
taken place over the past year (from 1 April 2015 until 31 March 2016) and includes a
summary of what people told us, what the outcome was and where you can find further
information. It also includes details of some of the consultation and engagement
activities that are planned for 2016/17.

Our approach
Our vision is “to commission quality services that will improve local patients’ experiences
of care and improve their health. To do this, we want to involve and listen to patients,
practices, partners and staff when altering or changing our services.”
The views of patients, carers and the public matter to NHS Wakefield CCG. We want to
involve them, as well as doctors, nurses, other healthcare professionals and managers
in the decisions we make. By working with patients, carers, patient organisations and
the public, we are able to develop services which meet the health needs of our
community.
“We must put citizen and patient voices absolutely at the heart of every decision
we take in purchasing, commissioning and providing services.”
Transforming Participation in Health, 2013
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The NHS Five Year Forward View published in October 2014, also sets out how
the health service needs to change, arguing for a new relationship with patients
and communities (NHS England, Five Year Forward View, 2014).
We have a ‘Communications, engagement, equality, diversity and human rights strategy’
which sets out our plans until 2018. Our strategy enables us to meet our responsibilities
under the Health and Social Care Act 2012 as well as reflecting the direction set in the
NHS Five Year Forward View:





putting patients at the heart of everything we do
focusing on improving those things that really matter to our patients
empowering and liberating clinicians to innovate, with the freedom to focus on
improving healthcare services and,
the recommendations of the Francis Report

The strategy shows that we are committed to ensuring that we actively engage with
patients, the public and other key stakeholders to ensure that the commissioning,
design, development, delivery and monitoring of healthcare in Wakefield meets the
needs of our population. By listening to patients, and learning from their experience of
health care we can understand what really matters to people.
We want to make sure we hear from all the people and communities in Wakefield everyone’s opinions matter. We understand that the way we ask for people to share
their views can make a big difference to who responds so we ensure we design our
engagement processes with this in mind. We also use equality monitoring to assess the
representativeness of the views we have gathered and where there are gaps or we
identify trends in opinion these will be looked into and plans made to address them.
Activity is also designed to ensure all the nine Protected Characteristic Groups are
effectively represented, in line with equality and diversity legislation, and that it reflects
the demographics of local communities.
The nine Protected Characteristics Groups are:
1.
2.
3.
4.
5.
6.
7.

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
Marriage and Civil Partnership
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8. Sex (gender)
9. Transgender
This annual report is our opportunity to present the work undertaken, catalogue our
activities and present any changes as a result of this work.

The Patient and Public Engagement Annual Report
When there are decisions to be made which affect how local NHS services are
commissioned, we make sure we talk to those patients who will be most affected and for
those larger pieces of work we make sure the general public are made aware of any
proposals so they too have the chance to have their say. We carry out one off pieces of
work as well as involving patients and the public on an ongoing basis through the
partnership arrangements we have in place with local patients and communities.
The report includes all consultations that have been undertaken and completed during
2015/16, including any that started before 1 April 2015 or that started during the period
of this report, but are not yet completed. It also includes details of our work planned for
2016/17.
There are other ways for people to get involved in local health services and to share
their views. Some of these are noted in the next section.

Patient and Public Engagement: How to Get Involved
We are working hard to include people in the shaping of local health services. We want
to do this because it helps us to make sure we are improving our services in ways that
meet your needs.
It is really important for us to hear people’s comments, ideas and suggestions about
ways in which we can make services better.
If people would like to get involved in the development of new and existing services and
share their experience, then they can join our engagement database. We contact
people on this database when an opportunity arises for them to get involved. This can
range from being part of a discussion group, completing a questionnaire, joining a
service user group or telling us what they think about some of the documents we
produce.
There are other ways for people to get involved in local health services and sharing their
views, like:

Page 7

Local Patient Reference Groups (PRGs) - the building blocks for engagement at GP
practice level. GP practices have set up a group of patients who are interested in
engaging with their work. If you would like to be part of a group like this, ask at your
practice.
Patient Participation Group (PPG) Network – organised by the CCG, it acts as the link
between local PRGs and the commissioning group (see page 14).
Healthwatch Wakefield - Healthwatch Wakefield became an independent Company
Registered in England on 1st April 2016. Originally the Wakefield District Wellbeing
Consortium was the organisation contracted by Wakefield Council to deliver
Healthwatch Wakefield from 1st April 2013. Lead partners were Wakefield District
Citizens Advice Bureau, Young Lives Consortium, and the Health Together unit at Leeds
Metropolitan University. The Consortium is now known as NOVA Wakefield District Ltd
who delivered the contract until 31 March 2016. For more information about NOVA you
can visit their website at www.nova-wd.org.uk. Information on Healthwatch can be found
at http://www.healthwatchwakefield.co.uk/
Public Involvement and Patient Experience Committee (PIPEC) – our assurance
group with members of the public and representatives of local third sector organisations,
who make sure we meet our statutory duty to engage (see page 11).
Maintaining our relationship matrix of community and voluntary groups; developed to
ensure that we engage with groups representing the nine protected equality
characteristics (see page 19).
NHS Wakefield CCG website – the website provides information about our work online.
It includes a section called ‘Have your say’. We use the website to inform readers of our
plans to engage, raise awareness of any consultation activity and also provide
opportunities to become involved. This website is updated regularly so we can report on
the outcomes of all consultations and what we have done as a result of our activity. Our
website is at: http://www.wakefieldccg.nhs.uk/
Twitter – We post regularly on Twitter @NHSWakefieldCCG with the latest information
about the CCG and links to related content. Readers can also interact with comments,
information, questions and add their own content links.
CCG engagement events - wider engagement events with local people on health care
related topics. At NHS Wakefield CCG we recognise that engagement with patients and
the public is not a one off activity, but an ongoing dialogue. Patient feedback is integral
to developing quality services which meet the needs of the population we serve. By
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developing different ways in which people living in the District can get involved in
shaping the services, we aim to maximise the opportunities for public participation.
Patient advice and liaison service (PALS) - PALS helps the NHS to improve services
by listening to what matters to patients and their families and making changes when
appropriate. PALS provide the following functions to the population of Wakefield:


Providing the public with information about the NHS and helping with any other
health-related enquiry



Helping resolve concerns or problems for those using the NHS



Providing information about the NHS complaints procedure and how to obtain
independent help if the person decides they want to make a complaint



Providing information and help, for example, support groups outside the NHS



Improving the NHS by listening to concerns, suggestions and experiences
ensuring that people who design and manage services are aware of the issues
raised



Providing an early warning system for NHS Trusts and monitoring bodies by
identifying problems or gaps in services and reporting them.

Governing body meetings - The CCG holds regular governing body meetings and an
annual general meeting (AGM). These are open to members of the public and allow
people to find out more about what the CCG does and ask questions. We also invite
patients to share their stories.
Papers are made available online prior to meetings and public feedback is considered in
the development of future polices and wider services in the CCG.
Details of dates, venues and papers for Governing Body meetings can be found here:
http://www.wakefieldccg.nhs.uk/about-us/governing-body-meetings/
Patient Opinion and NHS Choices - Patient Opinion is a feedback platform for the
public so they can share their story or experience of healthcare services. Anyone can
post an opinion on the website. NHS Choices also provides a similar facility. NHS
Wakefield CCG search these facilities by provider to pick up what patients are saying
about NHS services.
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National and local surveys - National and local surveys take place throughout the year
from various providers and local GP practices. Patients are encouraged to contribute to
these surveys. The public can use surveys to have their say on current services and
NHS Wakefield CCG is able to use such surveys to understand the patient’s view of the
service. In addition surveys can be used collectively to inform commissioning decisions
and contract monitoring.
Friends and family test (FFT) – This test was rolled out to GP practices in December
2014, building on what was done in hospitals and expanding the national programme. It
aims to gather as real time patient feedback as possible with every patient being given
the opportunity to give feedback. NHS England publish information on a regular basis.
Service re-design activities - Throughout the year we actively promote any activities
for people to become involved. In addition, we ask if people would like to have their
name stored on a ‘people bank’ so we can contact individuals directly about healthcare
services.
Engagement as part of the development of our commissioning intentions will feed into
the overall themes arising locally and support our decision making in respect of future
actions. We will continuously cross reference the themes which arise from patient and
public engagement to update and reflect on the intelligence we have to date.
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Public Involvement and Patient Experience Committee (PIPEC)
The PIPEC meets on a quarterly basis. Members are drawn from across Wakefield to
provide representation of patient views and opinions and to inform commissioning
arrangements, business planning and to identify possible improvements. PIPEC
provides a single recognised structure to oversee the delivery of patient involvement and
patient experience activity and ensure impact and change is demonstrable both
internally and externally.
Who did we consult?
Currently membership includes representatives from:










the public with links to various support groups including long term conditions,
disabilities, and cancer
local college
Lesbian Gay Bi-sexual and Transgender community
Deaf and hard of hearing community
Community group working with asylum seekers
the CCG Governing Body via the Lay Representative with patient and public
involvement role
Healthwatch
Patient Participation Group Network
CCG Officers

What information did we give?
There were many topics discussed at PIPEC meetings this year. This section shows
these and what information had been shared with the group. All PIPEC notes, detailing
the discussions held, are submitted to Integrated Governance Committee, minutes of
which then form part of the Governing Body papers available here.
March 2015
We were ending one busy year and starting another. This time, the focus was on
primary care and the developments around co-commissioning with our Clinical Chair, Dr
Phil Earnshaw, coming to talk to the group. We covered the Prime Minister’s Challenge
Fund, Vanguards/New models of care and 7 days a week GP cover.
A brief talk was given about a pilot scheme called Making safeguarding personal running
locally, which changes the way in which safeguarding works. The work of our clinical
networks was also covered, mainly looking at their plans for engagement.
The group looked at the work done last year and helped us shape plans for the next one.
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June 2015
The group had previously heard about the engagement work around mental health
services and this month, we covered the outcomes of engagement and how feedback
from people had shaped the work of the programme.
One of the concerns that the group raised was the public uptake of cancer screening
and we had NHS England come and give us information on the three main areas of
cancer screening in the Wakefield area - breast, bowel and cervical, including how the
area performs in this respect.
As the CCG were preparing for various engagement, the group considered the cocommissioning and integration agenda as well as primary and community care access,
asking views from the group on the best approaches.
September 2015
The group looked at the work of the Future in Mind Programme a national programme to
improve children and young people’s mental health issues. Members were updated on
the engagement which has been done around access to primary care. The group had
raised stroke as an area of concern and a topic of focus for this meeting. The group
raised questions and concerns which were then fed into the Stroke Summit organised by
the CCG on this service.
November 2015
This was an additional meeting organised to look at the feedback of engagement around
improving access to primary care. The key findings were shared with the group and
proposed actions looked at. PIPEC were asked to comment on the CCG’s proposals
and help shape these. You can see more about this work on page 29.
December 2015
The group received feedback following on from the Stroke Summit and a presentation
by the acute trust around stroke services and patient experience of these.
The Equality Delivery System 2 was also considered in detail with information and
evidence shared with the group in support of the process. Documents and summaries
of evidence for each of the aspects together with the outline of the engagement events
were shared. Again, you can see more detail around this work on page 62.
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March 2016
Members were informed about new pro-active ways of working in care homes being
tried to improve co-ordination and integration to give residents a better quality of life and
reduce hospital admissions.
We also shared all upcoming engagement initiatives including an overview of urgent and
emergency healthcare in Wakefield and vision for the way forward.
To help with the development of service user information around safeguarding, the
group commented on the documents produced by the Local Authority which were
reflected before publication.
What did they tell us?
PIPEC members provided ongoing feedback through the course of successive
meetings, adding to the debate as required for feedback to the CCG. The group also
provided opinions and comments on documents, policies and work away from meetings,
ensuring that decisions are not restricted purely to discussions ‘around the table’. This
was particularly beneficial this year to provide assurance for engagement with plans,
actions and feedback being presented to the group as well as overseeing the
development of actions taken as a result of previous engagement, for example the
Improving Access to Primary Care.
The group has received all of our patient experience reports together with updates on
the issues and how these were challenged with providers. They have provided general
feedback on local services which was used to feed in as part of the commissioning work
and also to help shape the agendas and work of the group. This included access to
services, for example, the needs of the deaf and hard of hearing community in
accessing various services, access to services for asylum seekers and refugees and
reflecting the needs of the transgender community in care home setting.
What did we do?
The Committee is chaired by Stephen Hardy, the CCG Lay Member with responsibility
for Patient and Public Involvement. Minutes of the Committee were submitted to the
CCG and this completes the reporting mechanism between the Governing Body of the
CCG and the public representatives.
PIPEC members provide feedback on any papers and information presented at
meetings on an ongoing basis. Feedback is reported in the minutes, which are
subsequently reported to the CCG Integrated Governance Committee.
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We value the input the group has made to our engagement and consultation activities,
the plans and work they have commented on, views they have shared and the ongoing
support and dedication in providing assurance on what we do.
Any issues around services are dealt with through the quality of services route and
considered as part of themes emerging locally. The group has often raised topics which
have been followed up to see what the CCG or other organisations are doing. In
respect of access to services, this has been reflected in the work of our Clinical
Networks and, going forward, included in the incentive scheme for general practices.
The feedback also showed the need to raise awareness among staff in GP practices
and care homes in respect of the needs of some of our communities.
The group have helped to assure our processes, for example during the work on
improving access to primary care services. Their willingness to look at what we were
doing and how, as well as considering the feedback received and the planned actions as
a result of this, is much appreciated.

Patient Participation Group Network (PPGN)
Wakefield CCG is a member organisation of 40 GP practices from across the
District. This also includes an administrative body made up of support staff and a board
of clinical leaders. Together we are working to make sure that the health and care
services meet the needs of local people and give them healthier, longer lives.
The Patient Participation Group Network (PPG Network) is a valuable body which has
been set up to provide support to local Patient Reference Groups (PRGs) within GP
practices to enable engagement at practice level. It provides opportunities to work with
the CCG as well as sharing areas of good practice among individual PRGs. The
network draws on the collective views of practice representatives and via these, the
wider practice population.
Who did we consult?
Membership of the PPG Network is drawn from individual GP practices, PRG
representatives and Engagement Officers. The Network meets quarterly, but members
are also informed of engagement opportunities on an ongoing basis. The membership
continued to change during the year and increase with new PRGs being
represented. This has been achieved through one to one support offered to the groups
and additional training specifically set up for the members of local patient groups.
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What information did we give?
PPG Network members share information and updates on initiatives aimed at enhancing
patient experience. Engagement at practice level is enabled through this mechanism
and consequently the views of the local population are fed through to the CCG.
A number of groups have now set up newsletters which cascade valuable information
between patients. Many individual practice level groups have undertaken surveys on
patients’ experiences within practices and the results of these have influenced their
practices’ individual work plans for the year. This demonstrates that there is work
ongoing at practice level which has been driven by the patients not by the GPs.
‘Sharing of good practice’ remained a constant agenda item during the year and offered
the Network the opportunity to share ideas for their groups and their work plans. It also
provided an opportunity for individual PRG members to raise concerns and have these
addressed. These included practice specific questions as well as CCG wide, for
example the move towards co-commissioning and the impact this may have on the work
of individual practices.
The following topics were discussed at successive Patient Participation Group Network
meetings. It should be noted that the core part of the meetings is a session where
members share their experiences, work ideas, ask questions and contribute to the
overall update on what is happening at GP practice level. These were at times
scheduled to be the main agenda item.


Outpatients appointment system at Mid Yorkshire Hospitals NHS Trust –
feedback from patients to the Hospital Trust and information sharing on the work
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being done to improve the system. The group were very keen to hear and monitor
what actions were taken by the trust to improve this.
Co-commissioning and GP contract update from the CCG’s Director of Strategy
and Organisational Design
Friends and Family Test in GP practices
Primary and community care access – planning for engagement
Improving access to primary care – engagement
Open feedback on local services
Planning for future engagement at practice and district level, including GP,
primary and secondary care services.

What did they tell us?
Network members provided ongoing feedback through the course of successive
meetings, adding to the debate as required for feedback to the CCG. Members
continued to receive, consider and provide feedback on communication and
engagement plans, documents and reports which has helped to shape our
approaches. They also provided general feedback on local services which were used to
feed in as part of the commissioning work and also to help shape the agendas and work
of the group.
Members also attended events and took part in various engagement work, for example,
local and national surveys and the development of the CCG’s strategic plan, service
reviews and patient experience work of the organisation. They have also been involved
in the Friends and Family Test development and rolling this out within their
practices. The feedback received via their local work has also resulted in the group
keeping a close eye on the improvement efforts of our main acute trust provider in
respect of outpatient appointments.
What did we do?
There is a commitment to growing the membership of the PPG Network and the support
we have given has been both to the network as well as individual groups. We have
worked with practices on a one to one basis to help them establish and grow their
groups. The development of Clinical Networks, their priorities and engagement plans
has also provided a steer in the engagement of registered patients and this will continue
into next year added to by the Friends and Family Test.
The PPG Network is an established group and meetings are built into the regular
business cycle of the CCG. There is commitment from the CCG to this meeting and to
utilising the feedback from members of the Network to inform practice level working as
well as wider commissioning work. We feel that the sharing of ideas, examples and
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information between groups will help individual PRGs to develop and strive and this has
always been a key aspect of network meetings.
We have continued our work throughout the year to maintain the number of patient
groups and to set these up where they may have folded. This again showed that only
an ongoing support to these groups will result in all practices having a patient
group. Our plan to provide a structured programme of training continued. The provision
of facilitated training for Wakefield PRGs was agreed as a means of increasing the
confidence and capability of individual PRGs to engage constructively both with the
CCG and the Clinical Networks.
Funding was secured for this during 2014/2015 and the final two sessions were
delivered in this year. The content of the sessions was co-created with
participants. Further sessions built on this and the topics important to participants were
always included in each of the sessions.
The initiative was warmly welcomed by the groups with comments including:
“I really did not know what to expect today.
I hope I will be informed of any other
opportunities – have taken a lot to think
about, thank you!”

“All of it [was useful]. The sharing of
information across different practices was
excellent and very useful.”

“ALL the day [was useful] as it
encouraged discussion in a friendly way
and I felt that I learnt a lot of useful
information.”

The following topics were discussed at successive Patient Participation Group Network
meetings. It should be noted that the core part of the meetings is a session where
members share their experiences, work ideas, ask questions and contribute to the
overall update on what is happening at GP practice level. These were at times
scheduled to be the main agenda item.

Page 17

June 2015
 Co-commissioning and GP contract update – an update of co-commissioning and GP
contracts was given to the group and the main points discussed were NHS England 5
year forward view, transfer from NHS England, what is co-commissioning? Funding
for GP practices, how does it fit with the CCG’s five year strategy and summary and
new models of care
 Friends and Family Test - The background to this was given and the current activity
by practice shared. The data and how this was collected was discussed, noting that a
longer period would provide more information and increase the ability to draw
conclusions
 Sharing the learning section for open discussion
September 2015
 Access to primary care – engagement
 Sharing the learning section for open discussion
December 2015
 Information from the Clinical Commissioning Group
 Sharing the learning section for open discussion
March 2016
 Update from the CCG on engagement opportunities
Transforming urgent and emergency healthcare in Wakefield - an overview of urgent
and emergency healthcare in Wakefield. Members were given a copy of the
presentation and invited to ask questions. The points covered included definitions of
emergency, urgent and routine care, urgent care – the case for change and
aspirations
 Sharing the learning section for open discussion

We value the input the group has made to our engagement and consultation activities,
the plans and work they have commented on, views they have shared and the ongoing
support and dedication in providing feedback on what we do and sharing feedback from
their work in local practices. Their input has ranged from comments on engagement
proposals, shaping the strategic plan and also engagement approach within our member
practices and Clinical Networks.
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Relationship Matrix
The Relationship Matrix provides a detailed breakdown of the relationships the
Engagement Team has developed in the local area. The Relationship Matrix is not a
mailing list but the detailing and tracking of those key relationships which support the
day to day business of the engagement team. A relationship is defined as a two way
conduit, built on mutual understanding and trust which has evolved over time.

How has the Relationship Matrix been created?
The Relationship Matrix was created as a result of extensive mapping and networking.
Using the nine protected characteristics, outlined in the Equality Act 2010, a baseline
account was taken of the primary characteristics for all organisations where relationships
are developed. The nine protected characteristics are:
1.
2.
3.
4.
5.
6.
7.
8.

Age
Disability
Sexual Orientation
Religion and Belief
Race
Pregnancy and Maternity
Marriage and Civil Partnership
Sex (gender)
9. Transgender
Who can use the Relationship Matrix?
The Relationship Matrix is used as a tool by the Communications and Engagement
Team to assist customers and colleagues in reaching the organisations who engage
with patients, carers and the public on an ongoing basis.
This is done by working directly with an ‘Enabler’ who has links into, or who works for,
the group or organisation. This is the Primary Relationship. The Enabler ensures that
any correspondence is shared with their members, volunteers and client group.
On completion, the Matrix was reviewed to ensure that our engagement processes
included relationship with groups representing the nine protected characteristics. As a
result of this gap analysis, we built stronger links with MESMAC (Men who have Sex
with Men) and the Wakefield & District Society for Deaf People. We have also now
included organisations representing the Eastern European Community, refugees and
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asylum seekers. We successfully achieved this during the year, not only in gaining a
relationship matrix representation, but also incorporating this into membership of PIPEC,
our public assurance group (see page 11).
What did we do?
We have regularly used the contacts within the Matrix to share information about events,
consultation and engagement opportunities and general engagement information
published by us or other NHS partners. This has included local initiatives noted within
this report as well as national consultations and opportunities to get involved, for
example in our events.
We will continue to share information, including opportunities to get involved.
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Events
Apart from written information and regular meetings, we also organise events on various
topics for people to get involved in. The two key events this year were around our
equality and diversity and planning for next year. Getting people’s feedback on our
future work is key and helps us plan ahead.

Equality and Delivery System 2
The Equality delivery system (EDS) has been designed by the Department of Health to
help NHS organisations measure their equality performance, and understand how
driving equality improvements can strengthen the accountability of services to patients
and the public.
One of the features of the EDS2 is that it relies on organisations working with local
interests to assess organisational performance. This engagement aimed to strengthen
existing relationships and build new ones, ensuring that patients and the public had a
voice in prioritising the objectives for the organisation.
What did we engage about?
A public event was organised to provide a forum to discuss information from the CCG
and gain views and feedback on how the organisation seems to be meeting the EDS2
objectives based on the discussions. To ensure effective engagement with local
interests, the Equality team worked closely with the Engagement team to:





recruit representative communities and local people to attend the local events
visited community groups and gave out flyers and questionnaires
attended events to raise awareness of the EDS and the upcoming events
used communication channels to help raise public awareness of the events and
also to promote this among staff

25 people attended the event held in December 2015. An additional 12 members of
staff and 2 translators (BSL) supported the event which included input from the Mid
Yorkshire Hospitals NHS Trust and South West Yorkshire Partnership Foundation Trust.
This was done as part of wider co-operation aiming for commissioners (CCGs) and
providers (hospital trusts) across Wakefield, Kirklees and Calderdale working together to
reduce health inequalities and work together to improve equality.
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What did we do with the feedback?
The national Equality Delivery System (EDS2) was implemented as a performance
framework to understand better our current position in discharging our statutory duties
as enshrined within the Equalities Act 2010. This will be used in planning the delivery of
our specific (statutory) responsibilities when planning the delivery structure related to our
agreed Equality Objective till 2017.
Where can you find more information about this work?
A copy of our Public Sector Equality Duty can be found at here.

Patient Participation Awareness Week
To show our appreciation of the work that our patient groups do, we organised an event
for all members as well as practice staff who support PPG groups. This was scheduled
to tie in with the National Association for Patient Participation’s (NAPP’s) Awareness
Week in June 2015. Lot of good ideas, examples of work and advice was shared among
the group and it was great to see how groups are working together to help each other –
to ultimately achieve the same goal of engaging with local people.
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Commissioning Maze
An essential part of the CCG’s business is engaging with people about our priorities and
strategic plans. This year, we decided to do something different to the questionnaires,
workshops and market stalls we have undertaken previously and a series of events were
organised.
In June 2015 the CCG’s Executive Team and Clinical
Cabinet agreed to develop an engagement tool called The
Commissioning Maze created by the Vale of York CCG
and Healthwatch North Yorkshire in partnership with
Integral Design Ltd. This was then used as a mechanism
to engage with the public and stakeholders about difficult
decisions and inform our commissioning priorities for
2016/17.
What did we engage about?
We took to the road with it, engaging with the public to show the intricacies facing NHS
commissioners and specifically some of the health issues faced by Wakefield CCG.
These events were held at Unity Works in central Wakefield, Kinsley and Fitzwilliam
Community Centre and Pontefract Town Hall.







17th November 2015 – Unity Works, Wakefield
26th November 2015 – Kinsley & Fitzwilliam Community Centre
3rd December 2015 – Pontefract Town Hall
3rd February 2016 – Practice Reference Group Network
members
23rd March 2016 – Ashgrove Surgery PRG
24th March 2016 – Newmillerdam community group

The events provided a unique opportunity for healthcare professionals, local patients
and members of the public alike to take a walk in each other’s shoes, so to speak, and
develop a greater awareness of each other’s roles within the commissioning process,
and the effects of the decisions that are made.
This type of event helped us to understand more about each other in terms of health,
and to work together to tailor a healthcare service best suited for local people’s needs.
To build on the three public events and to have a wider reach, we took the game into the
community and held three further events with Ashgrove PRG, Newmillerdam Community
and Conservation Association members and a specific session held for members of our
PPG Network.
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What did we do with the feedback?
The scenarios were designed to be relevant and as real life as possible to the work of
the CCG. This included some of the decisions that we need to make on a daily basis
but also included questions we wanted the public’s opinion on – from allocating budgets
for projects to medicines. Scenarios were drawn in random as part of group
discussions.
We gathered all the feedback and used it to support the development of our plan going
forward. This will reflect the feedback we received from this as well as information we
have from other engagement work in the planning for next year. We will also continue to
offer this ‘game’ to community groups going forward as those taking part – staff or the
public alike – have said how useful it is to learn how the various parts of the NHS work.
Where can you find more information on this work?
We have included the topics discussed and the feedback we received from across the
various events in a report and you can find this on our website at:
https://www.wakefieldccg.nhs.uk/engagement-and-consultation-reports/
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Putting Patients First
Putting Patients First is our initiative to deliver our vision to ensure that quality and
patient experience are at the heart of the CCG.
A key driver for this work was the publication of the Francis report, which challenged
CCGs to better engage patients in order to drive quality of services. We were shortlisted
for an NHS England Excellence in Participation to Achieve Insight and Feedback:
Commissioner Award at the NHS England Excellence in Participation Awards in 2014.
We have a systematic approach to engagement and quality, better sharing of lessons
learnt and a robust approach to identifying themes arising from patient feedback.
We gather insight from local people from many sources: surveys, direct feedback,
consultation, social media, personal comments and statements, letters, and feedback
from our member practices and partners alongside the standard channels of PALS and
complaints. The uniqueness of our work is in how we join up this feedback and use it to
take collective action around future
commissioning decisions.
Putting Patients First helps us understand
and use the experience of a wide variety of
patients reflecting the diversity of our local
population to influence every stage of the
commissioning cycle through:





Quarterly patient experience reports to inform service transformation;
Comprehensive engagement to inform strategic planning and service reviews;
Quality Intelligence Group to inform the monitoring of current providers; and
Public Involvement and Patient Experience Committee (PIPEC) and Patient
Participation Group (PPG) Network involvement to hold us to account as
commissioners

The initiative has been achieved through a partnership approach with users of our
services and stakeholders. There is a focus on using patient experience feedback and
insight to inform our strategic priorities with local people feeling part of shaping our
commissioning decisions and a clear process for feeding back to them.
We feel confident in being able to use insight to design and commission services to
ensure a positive patient experience for now and the future. PIPEC and PPG Network
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have helped shape engagement approaches, given feedback on services, inputted in
programme work and provided assurance – whilst growing in membership and strength.
Our internal processes underpin all of this with the Quality Intelligence Group pulling all
this feedback together, identifying any themes around services, agreeing actions and
following these to realise change.
Putting Patients First reflects how the CCG lives the NHS values by using feedback as
insight to make improvements in the delivery of compassionate care. Our approach
ensures that everyone counts, by not basing our decisions on the views of one group or
a few individuals.
We make sure that those who are often not represented have a way of sharing their
views either directly or via their representatives. The initiative encourages and
welcomes feedback from everyone to improve the quality of commissioned services.
We would like to recognise the involvement and contribution of our PIPEC and PPG
Network members for their contribution in this initiative.
Where can you get more information about this work?
We are proud to say that the work has been recognised nationally, being shortlisted in
NHS England’s Excellence in Participation 2014 Awards. A short video summarising
this work can be found at http://vimeo.com/87883772
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Patient Experience
Quality Intelligence Group
Our Quality Intelligence Group was established in August 2013 in response to the
Francis report. Since it started membership of this group has included representatives
from across the CCG as well as Healthwatch and the Local Authority. Members provide
feedback and soft ‘intelligence’ from local people about the services we purchase (such
as hospital, ambulance, community and mental health services), or that we have a duty
of quality for (such as GP practices). We theme feedback gained through various
sources, including our engagement work, PALS enquiries, Patient Opinion posts and
learning from complaints.
How did we engage / consult?
The Quality Intelligence Group is a monthly meeting which aims to captures positive and
negative experiences of health care from a range of sources including: Healthwatch,
Patient Advice and Liaison Service, Wakefield Council, CCG engagement activities,
complaints sent to the CCG and primary care.
Representatives from different organisations and departments within the CCG share
examples of good practice and areas for improvement. Although patients do not attend
the meeting, the majority of the information gathered is based on what patients are
telling us.
Who did we engage / consult with?
The information captured is based on a range of sources including, patient safety
walkabout feedback from patients and staff, patient surveys, patient complaints, online
patient reviews and staff feedback.
What was the feedback?
Key themes identified included:
 Praise for the quality of care received at MYHT including the Emergency and
Maternity Departments
 Positive feedback was received about many of the GP practices in the Wakefield
District
 Areas for improvement included: patient flow at Mid Yorkshire Hospitals Trust,
access to GP appointments and hospital discharge arrangements.
What have we done with the feedback?
Action plans are in place for the above areas. The impact of these actions on patient
safety and experience continues to be closely monitored. Bringing together colleagues
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and their information helps us to gather key themes that are coming up and jointly
across the members of the group agree the actions to be taken.
Where can you find more information about the project?
Key themes from all Quality Intelligence Group meetings are included in the Integrated
Quality and Performance Report, which is included in the Wakefield CCG Governing
Body meeting papers. Governing Body papers are published on the CCG website.
https://www.wakefieldccg.nhs.uk/

Patient Safety Walkabouts
Wakefield and North Kirklees CCGs conduct a Patient Safety Walkabout on a monthly
basis. These are completed at various settings across the services provided by the Mid
Yorkshire Hospitals NHS Trust.
Patient Safety Walkabout information is included in our patient experience reports as
well as the work of the Quality Intelligence Group and includes staff perceptions of
patient experience following observation and conversations with MYHT staff and
patients on the units visited. Healthwatch members also join in these visits.
What did we engage / consult on?
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. Patients share their views on topics including
whether they feel staff are caring, the quality of food and level of involvement with their
care plan and discharge plan.
Who did we engage / consult with?
We talk to patients, visitors and staff on the wards which we visit. We record their
comments and note observations about things such as cleanliness.
What have people told us?
Some key themes which emerged from the walkabouts included:
 Patients described the MYHT staff as excellent and often doing their best in
challenging circumstances.
 Staff and patients appreciated the extended hospital visiting hours introduced in
March 2016.
 Lots of patients praised the quality of medical care received.
 Areas for improvement identified included staffing levels, documentation and patient
flow.
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What did we do as a result of the feedback?
 Feedback from every walkabout is given to staff on the wards visited and senior
management within MYHT.
 MYHT has action plans in place for the areas of improvement identified above. The
impact of these actions on patient safety and experience continues to be closely
monitored.
 The walkabout reports are discussed formally with senior colleagues at MYHT each
month.
Where can you find more information about the project?
Summaries of all Patient Safety Walkabouts are included in the Integrated Quality and
Performance Report, which is included in the Wakefield CCG Governing Body meeting
papers. Governing Body papers are published on the CCG website.
https://www.wakefieldccg.nhs.uk

Improving Access to Primary Care

10 August – 24 September 2015

Engagement took place across Wakefield District to raise awareness of potential
changes to primary care services, help us better understand how primary care services
are used, especially in relation to urgent care, explore with people how accessible the
services are and could be. We wanted to also gather feedback on proposed changed to
local primary care services.
Who did we engage?
Over several months, extensive engagement took place with GPs,
Wakefield CCG staff and other clinicians to develop a model for
extended access to primary care. Alongside this, we engaged widely
with the public to test out elements of the model and to gauge people’s
expectations and aspirations for primary care. Feedback from the public
engagement was collated and analysed by an independent organisation.
The engagement was very widely publicised, and was supported by
intensive activity to reach a wide section of the local population. In total
1,237 people took part in the survey, either in hard copy, tablets or
online, providing a robust sample size. In addition, we engaged with 469
people face-to-face at events in the district. Healthwatch were an active
partner in the engagement, and they were particularly focussed on engaging with
‘seldom heard’ groups. As well as presenting the findings to PIPEC, our public
assurance committee, this was also shared with the Overview and Scrutiny Committee.
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What did people tell us?
 The majority of people (7/10), when making a GP appointment, want one within
48 hours
 Appointment times outside of working hours would be popular
 There is a view that seeing a GP within four hours for an urgent problem is more
important than seeing a GP within 48 hours for a routine problem
 People don’t always need to see a doctor first if there is another healthcare
professional who it is appropriate to see

 Phone consultations are a popular alternative to seeing a doctor










People would use online booking of appointments
People would use a helpline run by nurses for an urgent healthcare need (i.e.
clinical triage)
Usage of the walk in centre on King Street is relatively low amongst respondents
to this survey - but feedback indicates that patients require same day access to
primary care
Putting primary care doctors and nurses in A&E is a popular idea, but some
people have reservations
If a facility for patients to call care teams directly (Connecting Care hubs) is setup, it should have a simple, easy to remember number and be open seven days a
week
People want to include nurses and mental health staff in the care teams
There is a difference in attitudes and needs based on age and on disability

What did we do as a result?
The feedback was used to help shape our way forward in this area of work. We used
this to develop a response for each of the areas above and consulted our public
assurance group for comments and suggestions.






We recognised that many people were concerned with the current arrangements for
getting an appointment at their GP practice. Under our new role as cocommissioners, we negotiated a new GP contract which will sit on top of the national
contract for GP services. This will include a requirement for a 48 hours response to
routine appointments.
We consulted with practices and with NHS England about varying the contractual
requirements for routine (i.e. non-urgent) care in extended hours. We were also
supporting networks of GPs to provide a combined approach across their areas
which would enable them to offer extended hours together.
The new contract will include a new access target for ‘urgent’ (i.e same day)
problems. This will stipulate a triage consultation with a suitable clinician within four
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hours of contacting the practice. Where appropriate this would lead to a face to face
consultation within four hours.
Some practices were already working with physiotherapists, advanced nurse
practitioners and pharmacists to pilot new ways of working. This had been rolled out
in West Wakefield as part of their successful ‘vanguard’ bid, from which positive
impacts will be spread across the district.
New clinical pharmacy and advanced paramedics are being trained jointly with some
practices and Health Education England.

 We have continued to encourage and support the involvement of a wider range of














health professionals.
We have been working with practices to roll out a triage model across the district
which is based on a successful local pilot. We also built clinical triage into our local
model for extended urgent care access in general practice. Clinical triage will not
detract from the ability to see a GP: the model is based on using nurses who would
be able to book patient appointments directly with their own practice if required.
A new national contract with general practice includes a requirement to provide
online booking of appointments - and to communicate that this is available. This is
an extension of patient choice - not a replacement for phone or face to face booking.
We have supported practices in developing an access policy which will describe to
patients how they can access services. Our assurance group helped us to finalise
this.
We intend to commission an integrated emergency service, based in the hospital,
which will see primary care clinicians working alongside specialist staff to provide a
‘turn up and wait’ service . The contract for the King St walk in centre will be
extended while the new model is put in place and embedded.
Survey responses showed that some people were concerned that adding primary
care into A&E will add to the workload in A&E with consequent overcrowding. We
will mitigate this by developing the model, with MYHT, of an integrated emergency
department team with the appropriate skill mix to meet the needs of the people who
attend, as well as clinical triage in practices, and a 4 hour target for urgent
appointments. This will reduce the need for people to ‘turn up and wait’ in A&E.
We are leading the commissioning of integrated services across the district
(Connecting Care). This includes the establishment of three ‘hubs’ where teams of
health, social and voluntary care staff pool their efforts to provide joined up care to
individual patients. Access to the hubs is currently for professional referrers, but
access arrangements are under review. District nurses are already part of the
Connecting Care hubs, and mental health workers have now joined the teams.
The proposed model of extended access is not intended to strip services out of core
hours, but to provide additional access, built on the good foundation that already
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exists. We will protect what is good about existing services, including the provision of
care in core hours based on the specific needs of the patient.
If every practice was required to provide extended access, this would not be
sustainable. However, the model of practices working together to provide extended
access, and more direct access to other health professionals, will help to ensure that
general practice remains resilient and effective across the district - both in core hours
and in extended hours.

Where can people find more information?
Feedback on what we heard can be found in the report here.

Commissioners Working Together

January – April 2016

Commissioners Working Together is a collaborative of eight clinical commissioning
groups and NHS England across South and Mid Yorkshire, Bassetlaw and North
Derbyshire, including Wakefield CCG.
Planning and commissioning on a wider footprint is becoming increasingly urgent as
more and more people use NHS services, live longer and technology and how care is
delivered improves. For some services, there won’t be enough trained and experienced
staff in the future and costs are exceeding funding in the future.
What did we engage about?
As part of this partnership work, we engaged with the public about two service areas:
o Children’s surgery and anaesthetics
o Acute stroke
We shared the information and opportunities for people to get involved in this work
through our Relationship Matrix, reaching approximately 7,000 people via organisations
and groups.
What happened with the feedback?
All public and patient feedback was used to inform the development of the options
appraisal which was submitted to NHS England for
assurance. The next step would be consultation and this is
planned for Autumn 2016.
Where can people find more information?
The pre-consultation report can be found here and more
information about the programme here.
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Care Planning – long term conditions

4 January – 12 February 2016

This project was about care planning and the confidence people have in managing their
long term conditions. It was done as part of the Network Development Framework (NDF),
a way of working within GP practices.
The aims of the project were to support people living with a long term condition to gain
the knowledge and skills to self-manage and know when to contact a health care
professional when their condition worsens.
Who did we engage / consult with and what did we ask?
People with a long term condition who have had a care planning consultation and
developed a care plan. We asked about their involvement in their health decisions in
their care, information received, support from their health care professional and
confidence in managing their health.
How did we engage / consult?
A Long Term Conditions Patient Survey was distributed to 30 randomly chosen long
term condition patients from all 40 GP practices across Wakefield District.
What was the feedback from the engagement / consultation activity?
Overall the patient survey demonstrated that the majority of patients felt that they were
involved in managing their long term condition (LTC) and were involved in decisions
about treatment and care. It showed they were provided with good support and
information and they felt generally very confident managing their own health. It is
promising and rewarding that the majority of patients are highly satisfied with their care
and feel confident to manage their LTC.
The patient survey supported the overall belief that the completion of the care plan is
good and the patients report that they are motivated and more confident in managing
their condition but these findings are not always reflected from the peer review. The
majority of patients surveyed thought that their care is better than it was three years ago
which may be because patients are involved a lot more in their care and have goals set
to work on through the year. Patients know who to go to for advice and support and find
they have sufficient knowledge and understanding to self-care with good results.
What decision has been taken as a result of the feedback?
The decision is that care planning for people with long term conditions will be continued
within the Wakefield Premium Practice Contract.
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Even though the NDF has now come to an end, the care planning will continue in the
Wakefield Practice Premium Contract – a new local contract for GP practices.

Medicines Optimisation – increasing awareness in the community
Medicines optimisation looks at patients’ experiences, evidence based choice of
medicines and make sure that medicines use is as safe as possible. Many patients don’t
realise that this work is done in the background, so to promote the work of the team, we
took to the road.
What did we do?
We went to several places during the year, including local PRG meetings, held a stall at
the district Patient Participation Group Network market place and local practices. We
also attended community events, for example open days at local practices organised by
groups of patients and a community resource centre open day.
Medicines is an important aspect that we wanted the public to have a say on, so this
was also included in the CCG’s wider work around commissioning priorities when we
held several Commissioning Maze events (page 23).
To get feedback from patients who are in one of our hospitals, the team also take part in
the Patient Safety Walkabouts (page 28).
What did we engage / consult on?
The aim of the public engagement work by the Medicines Optimisation Team (MOT) is
to introduce the work done by the team as part of the CCG. Many patients are affected
by our work but are unaware of the impact the team has on the prescribing patterns in
Wakefield.
We asked people about:
1. Pharmacy ordering schemes
2. Cost efficiency initiatives
3. Communication methods
What information did we give?
Events were used to introduce and reinforce health campaigns and initiatives taking
place within the Wakefield health economy that involve medications.
1. Information about branded and generic medications
2. Self-care
3. Compliance and Concordance
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4. Community pharmacy services
5. Waste/unused medications
How did we engage / consult?
Engagement took place using a variety of methods often used in combination:
 Display board with key messages
 A brief introductory, informal, presentation
 Question and answer session.
 Facilitation
 Professional scrutiny
Who did we engage / consult with?
We talked to patients and the public during the various patient group meetings, market
place events, open days within our local GP practices, the CCG’s public events and
patients and their carers currently in hospitals.
What was the feedback from the engagement / consultation activity?
The feedback has been very positive. We found at all public events that members of the
public are not aware of the MOT team before our interactions but that after meeting with
the team people noted a better understanding of the work being done in conjunction with
GP practices in Wakefield.
PPG members value the chance to comment on proposed work and also the chance to
provide feedback on how work streams are affecting patients.
Participants in events are pleased that NHS Wakefield CCG are proactive in promoting
safe and effective medicines and report that they understand the need for cost
efficiencies.
What decision has been taken?
We have included all feedback in our work, be it planning or campaigns and will carry on
talking to patients at events and group meetings. We will use this opportunity to
promote key messages about safe, effective and cost efficient prescribing in NHS
Wakefield CCG and the wider health economy of Wakefield.
Where can people find more information about the project?
The medicines aspect of the commissioning maze game can be found within this report
(page 23). We will continue to publicise opportunities for patients and the public to get
involved through the CCG’s channels including social media and our website:
https://www.wakefieldccg.nhs.uk/have-your-say/
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February – March 2016

Personal Health Budgets (PHB)

A personal health budget (PHB) is an amount of money that is spent to meet the
healthcare and wellbeing needs of patients, generally those with a long term illness or
disability. It is supported by a care plan which sets out what the health needs/outcomes
are, the amount of money in the budget and how this is going to be used.
NHS Wakefield CCG embarked on engagement with the public over six weeks from 11
February to 25 March 2016. The purpose of the engagement was to gain the views of
the public on personal health budgets and their suggestions on their use.
What did we engage about?
NHS Wakefield CCG wanted to find out how local people feel extending PHB in the
district could help and support them to better meet their health outcomes. Feedback was
asked for to support the development of a local offer.
The key engagement tool was a survey which was available to patients and the public in
both online and hard copy versions. To ensure as high participation as possible, the
survey was distributed via the following channels:


People Bank – individuals interested in being involved in the work of the CCG



Relationship Matrix – network of voluntary and community sector organisations,
with whom we have built relationships, for information and to cascade to their
service users. The matrix has links with 70 groups across the district and across
the nine protected characteristics. It has a reach audience of over 7000 people.



Patient Participation Group Network – group of patient members representing
patient participation groups within GP practices across the District. This meeting
was also attended and discussion took place on one to one basis with members
of the group.



Public Involvement and Patient Experience Committee (PIPEC), the CCG’s public
assurance group, who have previously received a presentation about
PHBs. Individual comments on this work and topic are being addressed.



CCG website and social media



Distribution via the Continuing Healthcare Team when visiting patients and their
families
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What was the feedback from the engagement / consultation activity?
Feedback was varied and in essence told us that PHB provision was variable. It also
confirmed that there was an appetite to gain a further understanding of current provision.
What decision has been taken?
Patient and public engagement was a priority to inform the decision making in respect of
the expansion of PHB provision locally and to support continued engagement going
forward.
The Personal Health Budget steering group has been set up which meets on a monthly
basis and looks at all the detail, including patient views.
After the engagement, a local personal health budget offer was put in place.
Where can people find more information about the project?
You can find the results of the survey in the overall report on our website:
https://www.wakefieldccg.nhs.uk/engagement-and-consultation-reports/

Future in Mind – Voice of children and young people
What did we engage / consult on?
Healthwatch Wakefield were asked to create an ongoing relationship with children and
young people and a process for feeding their views into service design and review,
working with the local voluntary and community sector (VCS)
to build on existing arrangements and lead this work.
We wanted to make sure that services are designed to meet
the needs of children and young people, and that engagement
is improved and DNA (did not attend) numbers are reduced.
 What causes our children and young people to feel stress / struggle with their mental
health?
 What do they do when they feel they need help, who do they go to?
 For those who have sought help, was it what they needed?
 For those who would like help, what help would they like and where would they like it
provided?
On the survey form we provided information about services, helplines etc that are
available to support children and young people with their mental health.

Page 37

Who did we engage / consult with?
Children and young people aged 8 – 25 (older young people with learning disabilities) –
877 children and young people were involved in this work.
What did they tell us?
There are some interesting findings in this survey, not least that more than half of the
877 children and young people surveyed told us that they have had to try and find
advice or support for issues that were affecting their mental health. They told us that
they firstly go to their friends and/or parents for help, which gives us a reason to make
sure that accurate and relevant information and advice is easily available to everyone.
They told us that the main stressful things they experienced are falling out with friends,
school/college work being too hard and having problems within the family. They value
most having someone to talk to if they’re struggling, or being able to talk to other people
who have experienced the same issues.
Although a very high number of children and young people have sought help, happily
78% tell us that the advice they were given was good and 71% said it was what they
needed.
The questions asked in this survey were fairly general. They did not focus on any
particular challenging issues or target children and young people who are receiving
support within mental health services. We know that this survey is the tip of the iceberg
far as gathering experiences of children and young people is concerned. The Wakefield
2015 Future in Mind report shows that in 2014/15 our CAMHS service locally received
2,514 referrals, of which 398 (16%) were accepted into service. 358 referrals for selfharm / crisis interventions were made, with 148 accepted into service and 15 children
and young people actually on active caseload at 31st March 2015.
The Wakefield Children’s Joint Strategic Needs Assessment in 2015 found that
Wakefield has significantly higher rates of hospital admissions for intentional self-harm in
those aged 10-24. Almost a third of pupils answered questions in the Children and
Young People’s Survey (2015) indicating that they have low to medium low emotional
wellbeing. Half of children in care (LAC) have a score from the strength and difficulties
questionnaire (SDQ) that is borderline or cause for concern.
We also know from local work with children and young people at Young Healthwatch
that there are things that can be done much better in relation to supporting them at times
of need.
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What decision has been taken based on the feedback?
A network of Community Navigators based in the voluntary and community sector (VCS)
are being appointed through a VCS framework of funding to support the development of
pathways and access to services for children and young people, particularly those who
might be categorised as more vulnerable/ in need of support.
Where can people find more information about your project?
You can find more information on the Healthwatch Wakefield site at
www.healthwatchwakefield.org.uk
In July 2016 Healthwatch Wakefield held a public event showcasing the findings and this
was attended by 70 people. The reports are being circulated as widely as possible
around relevant stakeholders.

Wakefield Care
Homes Vanguard
What is the Wakefield Care Homes Vanguard? And why are we doing it?
Wakefield District has been chosen to be a national ‘Vanguard’ site to test new ways of
supporting care homes and assisted living schemes. This is a huge opportunity to lead
the way in ensuring people in care homes are supported to maintain good health and
wellbeing and that they only go into hospital when they really need to. We are working
together to tackle loneliness and fragmented care by joining up services for older people
in supported housing and care homes.
How are we doing it?
 Working with care homes, nursing homes and assisted living schemes as well as
WDH (Wakefield District Housing).
 Currently involving 15 care homes and two assisted living schemes.
 Involving individual residents and their families and carers.
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Working with GPs

Care Homes Support Team

We have a contract with GP practices so
that they can support their patients who
are in our care homes.

Listening to residents

Nurses, physio, occupational therapist, speech
and language therapist, dietician and
healthcare support worker are working in a
single team to provide pro- active support to
staff and residents in our care homes.
Working with our communities

We try to ‘see the person first’ and find
out from them what will give them better
quality of life.
We also give people the space to tell
their stories and confidence to
communicate.

We want to blur the boundaries between care
homes and their local communities. We are
working with volunteers and community centres
to include people from care homes in more
activities and help them to take part in the things
they enjoy.

Training

Making sure professionals have the
information they need

We providing extra training and
education to support the staff who
work in care homes and assisted
living homes.

We are making sure that staff who are caring
for people in care homes have access to
secure, shared information to help them
provide joined up and focused health care

Carers and families

Evaluation

We are working closely with the families
of people who live in our care homes:
including talks around healthy aging for
residents, carers and families.

We are working with residents and staff to find
out which parts of this approach work best, and
what we might need to change.

Care Homes Vanguard – Consulting with the General Public
When did the engagement / consultation take place?
This work has been ongoing and we have been going out and about to residents’ and
relatives’ meetings, developed information leaflets, newsletter as well as giving talks at,
for example, Healthy Ageing and the CCG’s Equality and Diversity public event. We
have also asked our public assurance group, PIPEC, for their views and thoughts when
providing them with an update on this work. They have helped us to look at other areas
of our work, for example training for staff to make sure that the needs of various
communities are recognised and appreciated.
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What did we engage / consult on?
We attended various events with the objective of engaging with members of the public
regarding the care homes vanguard project. Discussed the model and what the project
can offer to support care homes – residents / families / carers and staff.
We wanted to raise awareness of the vanguard, answer any questions that people have
and clarify the aims and features of the project. We also wanted to publicise the ways
that members of the public can get involved (eg volunteering).
The Healthy Ageing talks have been more focussed – a Community Geriatrician has
been working with the vanguard homes and has introduced this work in the context of
the vanguard – but the talks have been a guide to healthy ageing and an opportunity to
discuss the things that affect people as they age. These were open to members of the
public.
How did we engage / consult?
We have done presentations about the vanguard and work completed so far as well as
plans for future work. We also shared information through discussions.







Videos – Margaret’s Story / various vanguard videos / Connecting Care training
videos
Leaflets – Care Homes Vanguard booklet / Care Homes Vanguard leaflet / Care
Homes Support Team leaflet
Newsletters – shared on a monthly basis (three months) and distributed within the
homes. Also available at events
Posters – Care Homes Vanguard poster on display at events
Case Studies – Portrait of a Life case studies and photos on display at events
Information from the website also available in hard copy at events

Who did we engage / consult with?
 Members of the public and professionals and volunteers who attended the Sloppy
Slippers event.
 PIPEC members / PPG members
 Residents, family, friends and carers within the homes.
 Staff within the homes.
What was the feedback from the engagement / consultation activity?
Feedback from engagement has generally been positive – when people have discussed
the work of the vanguard they have had some complimentary things to say. At some of
the events the public also shared their experiences of care in their care homes.

Page 41

We looked at holistic assessments and community anchors elements as well as other
ways to support the care homes.
What decision has been taken?
We have created the Care Homes Vanguard Leaflet and Care Homes Support Team
Leaflet in response to engagement events. These are quick guides that give an
accessible explanation of what the vanguard is and why we are doing it.
Events have also led to further consultation with individuals, which has raised
awareness and informed the work of the vanguard – eg links with MESMAC and the
Trans Community and Wakefield Society for Deaf and Hard of Hearing People. Their
feedback has been incorporated into plans for future work of the Care Homes Support
Team and their messages have been shared with care homes by the team.
Where can people find more information about the project?
More information about this work is on the Connecting Care Website:
http://connectingcarewakefield.org/what-is-connecting-care/

Care Homes Vanguard – Residents in Care Homes and Tenants in
Extra Care
How did we engage?
We talked to the public across various days and in different ways including:
 Healthwatch surveys as part of the Care Homes Vanguard
 Age UK Wakefield District engagement – LEAF7, Pull Up A Chair, Dementia Care
Mapping
 South West Yorkshire Partnership Foundation Trust engagement – Portrait of a Life

What did we engage / consult on?
This is the holistic assessments element of the Care Homes Vanguard Model. Residents
and tenants have been asked about what is important to them, what they value and
what will enhance their experiences.
How did we engage / consult?
The holistic assessment is carried out using a range of ‘listening tools’ from AGE UK
Wakefield District and South West Yorkshire Partnerships Foundation Trust including:
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LEAF-7
Designed to be used by support workers working with vulnerable people, typically in
later life. It is simple to use, systematic and measures the things that people have
reason to value.
Pull up a chair
Based on the ‘Pull up a chair’ campaign, the concept aims to gain insight and evidence
on the experience of residents through, for example, video diaries.
Dementia Care Mapping
Dementia Care Mapping prepares staff to take the perspective of the person with
dementia in assessing the quality of the care they provide. It empowers staff teams to
engage in evidence-based critical reflection in order to improve the quality of care for
people living with dementia.
Portrait of a life
‘Portrait of a life’ uses training for care home staff and carers to use life story work to
support well-being and resilience of people with dementia.
Who did we engage / consult with?
Engaged with residents and tenants in two care settings. This will be continued into next
year.
What was the feedback from the engagement / consultation activity?
People have been asked about their life histories and what is important to them. They
have also been asked for information regarding what will improve their experience of
living in the care settings.
People have told us about what they enjoy, and what person centred activities they
would like to participate in.
What happened as a result of the feedback?
We have pulled together the information that residents and tenants provided and this
has influenced the response from volunteers based at community anchor sites.
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Case Study
The holistic assessments process highlighted that one lady has felt socially isolated and
would benefit from a volunteer befriender. The holistic assessments also showed that
she is a music lover and so a volunteer who she could sing with and develop a
relationship based on shared hobbies got involved.
It was also identified that this lady loves dogs, so our volunteer visits twice a week, takes
her neighbour and neighbour’s dogs and they all spend some time together, singing.
This has had a massive impact on all involved and has significantly improved the mental
health, wellbeing and quality of life for this lady.
For further info see the blog ‘There’s Something About Mary’ at the link below.
People have also told us that they want to take part in more boccia bowling sessions,
want to hear piano music at the coffee mornings, have board games nights and see
shows produced by the youth holiday club – these things have all been responded to
and organised by the local community anchor.
The holistic assessments process has also highlighted that gardening would really
benefit one resident of one of our homes – one of this things that he misses is doing his
garden and he wanted to get out again. The local community anchor has a garden with
no one to maintain it so volunteers have arranged for this man to restore the community
garden now that the weather has improved. This will impact on his mental and physical
health and his wellbeing and quality of life.
Carers Wakefield have also been involved in this element of the work and feedback from
families and carers has informed future input. Carers Wakefield have developed posters
and leaflets to promote their involvement and how they can support. And are trying to
get involved to support at earlier stages of admission to care homes.
Where can people find more information about the project?
This project is ongoing and we will be working with more care homes next year. You
can find more information and useful documents at Connecting Care website:
http://connectingcarewakefield.org/what-is-connecting-care/
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Connecting Care Evaluation
This has been an ongoing project which we reported on last year. The engagement with
patients and service users was ongoing over a 2.5 year period. Interviews with carers
took place between July 2015 and April 2016.
What was the engagement about and how did we do it?
1. Patients / service user experiences of Connecting Care – 500 patients
The question that service users were asked was:
“What is the impact of Connecting Care on the quality and experience of services, in the
opinion of people receiving the services?”
People who had received a Connecting Care service and who agreed to participate in
the evaluation were visited by Healthwatch Wakefield staff and volunteers to go through
a survey based on National Voices I statements to gather their experience of the service,
how well Connecting Care staff are integrated to deliver their care and its impact on their
health and wellbeing.
Where relevant, information was provided about other Connecting Care services that
interviewers thought may be helpful for the individuals, backed up by referral back into
the Connecting Care system if appropriate.
2. Carers’ experiences of Connecting Care – 53 carers
The carers’ element of the evaluation came later and was designed to find out what the
impact of Connecting Care was on the experience of people caring for people receiving
these services.
This was a qualitative, semi-structured interview process done by an independent
company and Healthwatch Wakefield. It was designed to get carers talking about their
experiences of being a carer and how Connecting Care had helped with this, or not.
Again, information was given about other services if carers weren’t aware of these.
What was the feedback from the engagement / consultation activity?
In terms of patients / service users, the below shows what they have told us.
Over time, what people say about how Connecting Care has helped them:
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Also, over time the key integration questions have shown an increased positive
response:

Many people have commented on how considerate these services have been towards
them, for example occupational therapy and physiotherapy doing joint visits which has
been much more convenient for the patient. People who have written care plans in
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place also seemed to find the services worked well together, probably because of the
written hand over and instructions.
We are finding that there is more evidence of people being given information, and, even
when people do not recall details, they have a folder of papers to refer back to. People
will often explain after answering the question, for example “I don’t want carers in, we
can manage for now, but I will bear them in mind when I can’t cope.” “I don’t want to
attend carers’ meetings because I don’t feel able to leave him right now but when he
gets a bit better I might.”
Despite some people not having a named person to co-ordinate their care, we found
when asked during the interview it causes people to think and some have commented
that even if they don’t officially have a named person they would probably ring a
particular person because they liked him/her.
A key theme from this work and the interviews with carers was that people find
navigating the health and care system bewildering. Even if information is given, it often
takes some support for people to be able to access the care that they need.
Carers described mixed experiences of being a carer…
Services and support that help carers care for longer:
Carers’ lives were made easier when services were well co-ordinated and the person
they were caring for was well supported. As several carers said “what helps him, helps
me.”
Sometimes quite small interventions had made a big difference to carers. One lady told
us “Carers Wakefield got a stool that my Mum could sit on in the shower and that made
all the difference to us” A number of carers told us that aids and adaptations had been
made quickly available to them and that this had really helped them.
For others it was services such as daily visits from paid carers which were helping them
to cope for longer by taking over some of the burden of domestic and personal care.
A couple of carers mentioned the Community Matron as having really helped them.
A few carers had access to regular respite care, which they said really helped them,
although only if the quality of that care was good. Carers reported very variable
experience of residential respite care, which they had used, from what they considered
the truly excellent to the truly appalling. Sending a loved one to a residential placement
for respite which was of poor quality (in their experience) had in some cases caused
Page 47

additional stress to the carer and produced the opposite outcome to that which was
required. They vowed never to use such provision again.
A growing number of carers seem to be aware of and making use of the MyTime money
which enables them to go away, if they would like this. Those who had accessed this
were very grateful.
Another service (not within Connecting Care team but which staff often signposted to)
was Care Link (a paid for response system) which many carers said had made a real
difference to them in being able to continue caring. They told us it gave them peace of
mind knowing they could call them, and that it was helpful if someone fell but did not
need to go to the hospital.
The Connecting Care services which were most frequently mentioned by carers as
helping and supporting them were Age UK and Carers Wakefield. The fact that Carers
Wakefield could develop an ongoing relationship with carers was something which
carers who had experienced this, particularly valued and found helpful.
In addition, one carer said that he found it helpful and reassuring to know what services
are available “down the line” as his wife had a terminal illness which would only get
worse. He had been told what help would be available then and how to access it.
When things didn’t work so well:
Carers told us of some very poor experiences of health and social care, which were
unrelated to Connecting Care. Where these were raised, Healthwatch recorded these
and fed them back separately (and still anonymously) to the organisations concerned to
help improve the local servies, and to the Quality Intelligence Group (page 27).
These included:
poor care in hospital and poor communication between hospital and GP
difficulties in accessing or receiving care from the Macmillan service
difficulties with care received from the community nursing service
poor care received from private care companies
poor residential respite care
poor support after someone had died including from funeral companies.
Their suggestions to improve the experience of carers:
We asked all the carers what other services would have been/would be helpful to
them. Whilst many were not able to think of any services which they felt would have
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been helpful to them a number were able to come up with some helpful suggestions
which are listed below. We have used the exact words of the carers where possible.
1) More practical support for carers such as help with shopping or cleaning or moving
furniture
2) Support for young carers – e.g. Glenn (35 years) would like more support for his
young daughter as she is doing quite a lot of the caring for her Mum and would benefit
from some support
3) Someone to ring carers occasionally to check they are OK
4) Better procedures for sharing information so that carers could access information
when they needed it and didn’t need to keep repeating themselves
5) Ensure carers are always involved in decision making
6) A support network for the family of people living with a relative with severe mental
illness to help you to understand and to cope.
7) Regular home visits from GPs or other services when someone is seriously and
chronically ill. “...they should not wait for you to send for them….”
8) Someone to talk to would be really great. Someone who could listen to carers even if
they could not do anything to help.
9) Health service staff should explain things clearly so carers can understand what was
happening or might happen in the future “. Bill (65 years) said “it would be good if people
could explain what will happen (to my wife) to me and what to expect. I don’t understand
what is happening or why, with her care.” His wife has degeneration of the spine but he
doesn’t understand what that means or what the consequences might be. She only had
one physiotherapy session at home and he doesn’t know why. Another carer said “it’s
not knowing things that makes it really difficult”
10) Support from social care even if you are self-funding. Sandra (47 years) had tried to
get help from social services, but as her Dad was self-funding was told that no help was
available. As she pointed out, at some point her Dad will run out of money and “the
service will have to deal with him then” and she felt that support from social care before
that point (e.g. giving information and signposting and getting to know her Dad) would
be really useful.
11) There should be a widely publicised single point of contact for Connecting Care
services. Patrick (53 years) said “some sort of one call number that you could phone for
advice would have been really good. Someone who could give you advice and sign post
you. I got the number for SPOC but they just kept telling me that Mum was not on the
system (because she had not been given a social worker) and they couldn’t help me”
12) It would have been good to have a back-up plan. One carer said he was doing
everything and coordinating everything, He had no other family or other support. If he
had become ill then what would have happened?
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13) It would have been good to have information regarding what aids and equipment
they health or social care will provide and what we could buy ourselves especially
where it was quicker to buy it.
What decisions have been taken based on the feedback?
The Connecting Care programme is developed based on patient and carer feedback.
For example, work is ongoing to tackle social isolation for older people. Additional
funding has also been secured for the VCS as highly valued by patients and carers.
The project will continue until 1,000 interviews have been done.
Where can people find more information about the project?
Information is available at www.healthwatchwakefield.co.uk and
www.connectingcarewakefield.org.uk
The reports that have been written so far were internal documents to guide the
development of the Connecting Care project, and are therefore not publicly
available. The final summative report will be produced by Niche with Healthwatch input
by December 2017.
The Carers’ report is also available on the Healthwatch website.

Primary Care - engagement with our Clinical Networks
Network Development Framework (NDF)
Since the NDF was approved in March 2014 there have been substantial changes in
the national and local context within which general practice operates. The Five Year
Forward View, the Prime Minister’s Challenge Fund, the PMS Equitable Funding
Review and co-commissioning have all contributed to a changing landscape of
primary care and general practice.
During the year, we progressed with our Network Development Framework, supporting
local practices working in the seven networks. Each of the Networks considered current
information on their population area, health needs and trends and identified two priorities
for each one which formed part of their plans. We built the need for engagement into
the plans and ensured lay representation as these were developed.
To further discuss the priorities chosen and approach to engagement to be taken during
the year, looking at who and how should be engaged, each Network presented these to
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the public at the Our Street, Your Street event in October 2014. Feedback was used to
inform individual plans.
The map shows the distribution of the clinical networks across the Wakefield District,
and the following table details the priorities that each Network has set as part of the
Network Development Framework based on clinical, commissioning and public health
information and discussions at our public event in October 2014. The Framework was
put in place to help the CCG to:






Fulfil the requirement in ‘Everyone Counts’
Maintain improved patient access to primary care services
Enhance patient engagement and support self-care
Support the implementation of integrated care
Assist the 7 networks to identify and meet the health needs of their local
population in partnership with other stakeholders

Each network looked at bespoke areas of work and these were:

Network

1

2
3

Health Improvement Priority
Health and social needs of people with low level mental health problems
linking with the CCGs Mental Health Transformation Team, the Local
Authority Health and Wellbeing Team and Connecting Care
To improve the care and support for people with Dementia and their families
and carers by ensuring all practices are Dementia Friendly environments.
Work in partnership with other agencies to deliver improved access to
Primary Care services for patients with sensory impairment
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4

5

6

7

Early intervention for families in need – to promote the physical and mental
health of families and children and reducing health inequalities
Improving the health of black and ethnic minority populations, including
people from Eastern Europe, by improving access and supporting those with
long term conditions
Developing care navigation to encourage self-help and support for people
with dementia, obesity, social isolation and alcohol problems
Practices to become young people friendly as a response to the risktaking behaviour and associated health needs of younger people within
the network

Apart from each Network preparing engagement plans to support their work around the
chosen priorities, the Networks also considered how they would listen to the views of
their patients and the public generally. For this, links were made with existing patient
groups and stakeholders to support their engagement.
The work of all our Clinical Networks has been linked to the CCG’s Equality Objective 3:
Enhancing member practice engagement, as the priority areas are linked to addressing
health inequalities, or improving access for protected equality groups. Network 5’s
priorities also contribute to the CCG’s Equality Objectives 1 and 2.
Network 1:
Linking with the CCG’s mental health commissioning team, the local Authority Health
and Wellbeing Team and Connecting Care, a patient survey was developed and
distributed across the Castleford population, with sites including women’s centres, sure
start and GP practices. The network worked towards meeting the health and social
needs of people living in Castleford with low level mental health problems.
What did people tell us?
Over 660 survey responses were received and the results collated. Responses to the
patient experience survey showed:
 Where patients from Castleford would like the service to be located - The Hut,
Salvation Army, 5 Towns Resource Centre.
 Preferred opening times - 7 day opening, AM/PM.
 What services are required – one to one support, face-to-face, telephone
appointments, telephone helpline, self-referral, GP referral, self-help guides and selfhelp websites.
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What happened with the feedback?
The Network has forged strong working relationships with partner agencies, including
the Local Authority and Wakefield District Housing (WDH) to develop and conduct the
patient experience survey on low level mental health services required for the Castleford
population.
Presenting the results of this work to the CCG’s Mental Health Transformation Team has
influenced the future commissioning of Mental Health Services for Wakefield. For
example, a talking shop has been included in the output service specification for IAPT
services which was approved at Wakefield CCG’s Clinical Cabinet. This went to tender
and a new contract was put in place.
Listening to the types of services required, Riverside Medical Practice has taken an
opportunity to pilot Big White Wall. Big White Wall is an on-line mental health service
providing safe, anonymous support for those struggling with common mental health
issues. The service is designed to help patients get support, take control and feel better.
It provides 24/7 peer and professional support (with trained counsellors online at all
times), plus a range of wellbeing tools to help people self-manage, following GP referral.
The Castleford Network is also keen to engage and support KOOTH, an on-line
counselling service for young people aged between 11 and 24, recently commissioned
by Wakefield CCG.
Network 2:
Close working and consultation with partners, which included the Health and Wellbeing
Team, Alzheimer’s Society and Age UK, to achieve Dementia Friendly status in all of the
practices in Network 2. Valuable support and guidance was also gained from contact
with the local member of the Wakefield Dementia Forum.
Each practice’s Patient Reference Group (PRG) have been actively involved in enabling
their surgeries to become dementia friendly. The Network’s Health Improvement Plan
was shared with each PRG to gain their support and comments on the content; each
PRG approved the document and positively supported their practices in the initiative of
becoming dementia friendly.
What happened with the feedback?
Two Dementia Champions have also undertaken the development programme delivered
by the Alzheimer’s Society, to ensure Network 2 has key people to support colleagues in
building a strong culture of person-centred care. The Dementia Champions are a public
health nurse based at The Grange Medical Centre and a member of Dr Singh and
Partners’ PRG.
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All practices within the Network have successfully completed their self-assessment tool
on identifying areas where improvements could be made for them to have a dementia
friendly environment. This has involved engaging with the Wakefield Alzheimer’s
Society to undertake a walk-around. Practices then had the opportunity to apply to a
small fund to help alter areas such as signage, toilet seats and dementia friendly clocks.
Practices are aware that they will be reviewed by the Alzheimer’s Society in the coming
year to ensure any funds approved have been spent in accordance with what has been
agreed. All practices have also joined the Wakefield Dementia Alliance (or the national
Dementia Alliance), publicly announcing their commitment on transforming the lives of
people with dementia and their carers. Practices have also joined the Wakefield District
Council’s Safer Places for People with Dementia Scheme.
As well as ensuring buildings are dementia friendly, practices have also worked towards
ensuring the carers of people with dementia are supported as early as possible upon
diagnosis, by signposting to Age UK and/or Carers Wakefield, if the carer is agreeable to
this. Carers have also been offered a carers health check and flu immunisation once a
year to reduce the risk of crisis intervention.
Practices have been made aware of the Alzheimer’s Society’s carers’ awareness
session, so they can inform cares when appropriate, and have ensured they have a
supply of Age UK leaflets and resources to support patients, carers and their own staff
members.
Network 3:
Between July and September 2015, Wakefield District Sight Aid and the Wakefield and
District Society for Deaf People undertook a practice walkthrough at Network 3 GP
Practices to help identify any barriers posed to sensory impaired patients.
A patient questionnaire was sent out to 334 sensory impaired patients, who had been
identified on the Practice clinical systems, to ask for feedback on their experience of and
any barriers to accessing primary care services. 145 responses (43% response rate)
were received and collated by Practices in April 2015.
What happened as a result?
After the patient questionnaire, the sensory impairment awareness training session and
the GP practice walkabouts; practices identified the changes implemented in their
services to improve access for sensory impaired patients. The changes that have been
implemented for each practice were:
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Alverthorpe – Redesigned signage and have slowed down the patient call screen so
that the patient details are visible for longer
Stanley – Changed the font style and size on correspondence for sensory impaired
patients to Verdana 16, changing any notices to yellow paper with black/blue font in
the recommended font style and size, have put up tactile signs for the toilets, have
slowed down the patient call screen so that the patient details are visible for longer
and have purchased a mobile induction loop.
Homestead Medical Centre – Reproduced the practice leaflet with large print and no
illustrations, have changed the font style and size on correspondence for sensory
impaired patients to Verdana 16, changing any notices to yellow paper with
black/blue font in the recommended font style and size, have slowed down the
patient call screen so that the patient details are visible for longer and have
purchased a mobile induction loop.
Outwood Park Medical Centre – Changed the font style and size on correspondence
for sensory impaired patients to Verdana 16, changing any notices to yellow paper
with black/blue font in the recommended font style and size, looking at redesigning
signage, have put up tactile signs for the toilets, have purchased signature guides
and are in the process of purchasing an induction loop.
New Southgate Surgery – Changed the font style and size on correspondence for
sensory impaired patients to Verdana 16 and has purchased a mobile induction loop.

Network 4:
As part of the NDF, Network 4 agreed to setting up a network level PRG which
strengthened the partnership across all the 5 practices. The purpose of this was to
demonstrate the PRGs are engaging with the two health priorities identified by the
Network which are:
•
Families in Need
•
Reducing smoking in pregnancy.
Network 4 agreed to have a Network Patient Reference Group with a representative
from each Practice. This was formed in October 2015 and was waiting for the Local
Clinical Network for direction. Due to the reconfiguration of the Networks, one option
was to form this group as part of a federation PRG, thus the foundation of this work
would not be wasted. Patients were keen to get involved and engage at a wider level
on behalf of the network. The Network PRG’s Terms of Reference had been produced
and agreed.
Network 4 continued to work collaboratively in partnership with Wakefield Council’s Early
Help Hubs in the Pontefract and Knottingley areas, a service aimed at working with
children and young people from 0-19 years and families with complex health needs.
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Other third sector partnership working included working with Age UK, as well as the
Inspiring Recovery – Drug and Alcohol Recovery service which supported Network 4’s
health priorities, working with Families in Need and maternal smoking.
Network 5:
Practices have put in place robust systems to identify those patients who have failed to
respond / have not attended their bowel / breast screening invitations and develop
systematic processes to follow these patients up reiterating the importance of screening
/ understand the reasons for not responding to/attending the screening invitation.
What happened?
638 patients were proactively contacted following a failure to respond to either their
bowel / breast cancer screening invitation.
Each Practice developed individual searches within the clinical systems to report on the
numbers of patients from either a BME / Eastern European background attending for
their long term conditions reviews. This information has been reported to the CCG, on a
quarterly basis and has shown that 1904 patients have attended between April 2015 and
March 2016. This has helped us to better understand the use of these services.
At an event, the Network organised a session on the needs and experiences of people
from Eastern European countries. This awareness session, delivered by the Wakefield
European Centre, was held to help raise understanding among practice staff on the
perceptions and understanding of the NHS among the Eastern European community
and some of the barriers they might be experiencing in accessing local services.
Network 6:
The Network’s Patient Panel was established, with representation from each of the 6
member practices’ Patient Reference Groups and are engaged and updated on relevant
network developments. These included the Prime Minister’s Challenge Fund (PMCF)
and Multi-speciality Community Provider (MCP) Vanguard. The Network Patient Panel
has been driven and chaired by its membership, offering guidance on all related topics
such as locations for the mobile West Wakefield Health Pods and the operational site for
the extended hours service. The panel is there to act as a reference group for new
developments and to help the network to develop the communication and engagement
strategy for West Wakefield.
Throughout 2015/16 a patient representative from the Patient Panel has been invited
and attended the monthly Network meetings.
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A Communications and Engagement Strategy has been developed for
West Wakefield which includes a range of patient and public engagement activities, for
example;

















Patient reference groups – all 6 practices
Patient representatives sit on both the Network Group and the PMCF programme
board.
Patients have been on the panel for recruiting a physiotherapy provider.
Patients were involved in interviews for the pharmacy co-ordinator.
Over 200 patients took part in a survey about the location for the new extended
hours service.
Patient representatives have participated in Dementia Friendly 'walk rounds' in some
practices and plan to do with all practices.
Opportunities are being set up for patients to ‘walk through’ the patient pathway for
the extended hours service and provide feedback.
Plans are in place to ‘test’ new technologies (e.g. video and email consultations and
apps) with patient representatives and collect feedback.
Opportunities to volunteer and train as Practice Health Champions are being
developed for patients.
PPG members are using their local networks to help with disseminating information
about West Wakefield and the new developments.
Facebook and Twitter sites have been set up and plans are being developed for
Network 6/ West Wakefield to use social media to actively engage with the local
population and provide information.
West Wakefield website has been established, with facility for patients to register
their interest and join a list to receive email updates. www.westwakefield.org.uk
Postcards being disseminated to promote the website opportunities to find out more.
Working with existing community groups e.g. St George's Lupset to access groups
of patients who don't tend to participate in traditional engagement activities.
Plans to engage with local schools to develop apps.

Patient experience surveys to be used as part of the evaluation of the PMCF and for
feedback on new services.
Network 7:
The network and constituent practices worked with voluntary sector organisations,
Spectrum Community Interest Company to ensure positive promotion of sexual health
and substance misuse; and Young Inspectors from Wakefield Youth Association to
become accredited as Young People Friendly.
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The practices developed and distributed a young people survey asking about their
experiences when visiting their GP practice. 289 responses were received. The network
commissioned Young Inspectors from the Wakefield Youth Association to support them
in becoming accredited as young people friendly. This work included:
 Mystery shopping within the network GP practices.
 A survey compiled by the young inspectors and distributed to all the GP practices.
 The young inspectors visited practices and interviewed practice staff
 A report has been compiled by the young inspectors with their finding and
recommendations.
What happened as a result?
Based on this work all eight practices have received youth accreditation at a ceremony
in March 2016 and work is being done to roll this out across all our practices.
In February 2016 the network also held an event for all clinical and non-clinical staff.
The subject was around young people and speakers from several partner organisations
who specialise in working with young people were invited to come along and share their
knowledge and experiences. Several useful suggestions and information came out of
the session and these have been shared across the network.
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Equality delivery system (EDS) 2
The Equality delivery system (EDS) has been designed by the Department of Health and
updated by NHS England to help NHS organisations measure their equality
performance, and understand how driving equality improvements can strengthen the
accountability of services to patients and the public.
Last year, it was used to support NHS Wakefield CCG to identify local needs and
priorities, particularly any unmet needs of populations, and allow them to assist in the
commissioning of services to deliver better health outcomes. It also helped to
demonstrate compliance with the Equality Act 2010. At the heart of the EDS is a set of
eighteen outcomes grouped into four goals:
1.
2.
3.
4.

Better health outcomes for all
Improved patient access and experience
Empowered, engaged and well-supported staff
Inclusive leadership at all levels

How did we engage?
The CCG in partnership with other local health providers; SWYPFT and Mid Yorks held
an event with the public and other stakeholders to demonstrate their progress against
their equality agenda. The CCG highlighted the work of the Home Care Vanguard and
the activity of the Networks to demonstrate their activity over the ear and invited
feedback to improve performance over the coming year (page 21).
The CCG highlighted it commitment to equality through its delivery of their four Equality
Objectives;
 Equality Objective 1: Increasing screening rates, tackle cervical and prostrate
inequality
 Equality Objective 2: Ensure access to local health provision for EU communities,
and improve the experience and confidence of the transgender community
 Equality Objective 3: Enhancing member practice engagement (clinical network to
be agreed)
 Equality Objective 4: Improving data quality and intelligence gathering and
analysis, that informs evidence based commissioning and service improvement.
Year one focus – mental health
During the period of April 2015 to March 2016 Wakefield CCG have continued to invest
energy, enthusiasm and commitment into making sure equality was a decisive factor in
delivering evidence based commissioning and service improvement, excellent patient
care and creating a positive workplace environment that is considerate of our workforce.
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This has been achieved through the implementation of various initiatives, and projects
including:
 Continuing progress on our equality objectives
 Welcoming a Trans community member onto the Public Involvement and Patient
Experience Committee (PIPEC)
 Implementing Connecting Care hubs for Integrated Community Services
 Improving respect, dignity and access for patients with Sensory Impairment
 Monitoring and analysis development
 Equality and Diversity Training
What did they tell us?
As a matter of ensuring robust governance and effective decision making, it is worthy of
note that any research and work that the CCG undertakes or commissions is always
assessed by equality characteristic. This ensures that a fair representation of the
population is always reflected in the decision making process, and services are
designed to meet everyone’s needs.
What did we do?
Equality impact assessments ensure that we proactively identify and address any
potential inequalities against equality characteristics. Action plans supporting the
delivery of our objectives have also been produced, taking into consideration new
information and current and emerging work of the CCG.
The national Equality Delivery System (EDS2) was implemented as a performance
framework to understand better our current position in discharging our statutory duties
as enshrined within the Equalities Act 2010. This will be used in planning the delivery of
our specific (statutory) responsibilities when planning the delivery structure related to our
agreed Equality Objective till 2017.
Where can you find more information about this work?
A copy of our Public Sector Equality Duty can be found at here.
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Engagement Activity Planned for 2016 - 2017
A range of engagement activities are planned for 2016/17. These include:

Patient Experience
We will continue the Putting Patients First initiative and activity within the individual
aspects to support our commissioning decisions. Equally, our Quality Intelligence Group
will continue to oversee the feedback that is coming into the CCG and establish actions
in respect of any areas where staff and patient feedback indicates a concern.

Quality of Service
We will continue to include patient and carer experience information when assessing the
quality of services. Providers are expected to have mechanisms for gaining patient
experience as part of their contract. This information is shared at quality meetings. This
includes NHS England’s Friends and Family Test which has been rolled out to GPs,
mental health services and ambulance services during 2014/15.

Engagement and Communication
We will continue to develop the ways in which we engage and communicate with local
people and organisations, be it through technology and developing new relationships.
Engagement in commissioning decisions – we will continue to support and maintain
our assurance group and ensure that we include the public in procurement work
whenever possible. Engagement will continue to be an integral part of the decision
making process and below are just few examples of planned work areas.
We will continue to support our patient reference groups, bringing them together across
the district and consider how our district wide group can support the emerging
federations.
As part of this work, to thank our volunteers for their continued efforts and to celebrate
the achievements our groups have seen during the year, we will organise another event
to highlight the great work happening in our district, create opportunity to network and
share and most importantly, for us to be able to say thank you to all those who are
involved. It is only with their dedication that the groups thrive and achieve.
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Strategic plan – as in previous years, we have continued to engage around our
strategic plan and the way forward. But, the planning for our strategic direction
cannot stop there and we will be going out and about again next year, looking at new
ways to engage with the public about what our priorities should be.

As we build on the work done as part of the Network Development Framework, we will
continue to support local practices be it in the delivery of their work, planning of services
or building their patient reference groups. This will not be done in isolation, but will take
into consideration the work of patient groups in our area.
Engagement for integrated care – we will continue to engage around developing
integrated care inclusive of the work associated with our care homes Vanguard,
the connecting care initiatives noted in this report and upcoming developments in
primary care to make sure that our plans reflect the views of our communities. We
want our services to be robust, make better use of resources, including GPs’ time,
and be simpler for the public to navigate through.


Urgent Care – As part of on-going work we will consider the plans and future
developments of this service, linking with colleagues across West Yorkshire
where it is right.

Following on from previous engagement, we will continue to gather feedback in
respect of our urgent care services in line with our work following the Meeting the
Challenge consultation as well as the developments in primary care.








Mental health – we will continue to engage the public around the provision of
mental health services locally to make sure that we provide services that meet
the needs of our communities. We will also consider taking our work around
Dementia further.
Primary care – as we are taking on more responsibilities from NHS England,
we will be more involved in looking at what is happening within GP practices
and will either do or support the practices to engage with patients.
Working Together – building on the engagement done this year, we will work
with our colleagues in South Yorkshire on developing plans and moving to
consultation.
Engagement into the views of the Eastern European Community – we have
become part of a project initiated by the Local Authority. Its aim is to find out
views of the Eastern European community, including their views on health
related aspects. This has been key to the work of Network 5 and we hope to be
able to successfully progress this area of work together with our partners.
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Sustainability and Transformation plan and commissioning priorities –
We will continue our discussions around the future plans and what should be
within these. This is an ongoing work and will build on what we have done
already and what people have told us they would like to see in local services.
This will be linked to what we need to do as part of working with other CCGs in
the wider West Yorkshire area as well as colleagues from the Local Authority
and providers.
Healthy Wakefield – we recognise that there is a lot of detailed work that we
want to talk to the public about and to make it easier, we will do an overarching
project of engagement.
Vanguards – we will continue with engagement in support of all our Vanguard
projects, making sure that we hold our discussions across the CCG rather than
just across projects, group our events and use feedback we already have in the
best way possible.
Public Voice– we will continue to contribute to this report which is collated by
Healthwatch. These are presented to the Health and Wellbeing Board and you
can see the first one done here.

Equality Delivery System (EDS)
The Equality Delivery System (EDS) has been designed to help NHS organisations
measure their quality performance, and to understand how driving equality improvement
can actually strengthen the CCG accountability of services to patients and the public.
To take this forward, we will embed the EDS principles into the wider work of the CCG,
making sure that we reflect this within the work of our Clinical Networks as well as the
organisation as a whole.
As part of the assessment process, we will gather information to support the grading of
our progress and establish an Equality Panel to give us an independent view of how we
are doing.
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Appendix 1 – Legal duties in relation to patient and public
engagement
Section 14P - Duty to promote NHS Constitution
(1) Each clinical commissioning group must, in the exercise of its functions—
(a) Act with a view to securing that health services are provided in a way which
promotes the NHS Constitution
Section 14U - Duty to promote involvement of each patient
(1) Each clinical commissioning group must, in the exercise of its functions, promote the
involvement of patients, and their carers and representatives (if any), in decisions which
relate to—
(a) The prevention or diagnosis of illness in the patients, or
(b) Their care or treatment.
Section 14Z2 - Public involvement and consultation by clinical commissioning
groups
(1)This section applies in relation to any health services which are, or are to be, provided
pursuant to arrangements made by a clinical commissioning group in the exercise of its
functions (“commissioning arrangements”).
(2) The clinical commissioning group must make arrangements to secure that individuals
to whom the services are being or may be provided are involved (whether by being
consulted or provided with information or in other ways)—
(a) In the planning of the commissioning arrangements by the group,
(b) In the development and consideration of proposals by the group for changes in the
commissioning arrangements where the implementation of the proposals would have an
impact on the manner in which the services are delivered to the individuals or the range
of health services available to them, and
(c) In decisions of the group affecting the operation of the commissioning arrangements
where the implementation of the decisions would (if made) have such an impact.
NHS Constitution (Refreshed March 2013)
The NHS Constitution produced by the Department of Health establishes the principles
and values of the NHS in England. It sets out rights to which patients, public and staff
are entitled, and pledges which the NHS is committed to achieve, together with
responsibilities, which the public, patients and staff owe to one another to ensure that
the NHS operates fairly and effectively. The Secretary of State for Health, all NHS
bodies, private and voluntary sector providers supplying NHS services, and local
authorities in the exercise of their public health functions are required by law to take
account of this Constitution in their decisions and actions.
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A copy of the refreshed NHS Constitution and supporting handbook can be accessed
via the following link;
https://www.gov.uk/government/publications/the-nhs-constitution-for-england
Seven key principles guide the NHS in all it does. They are underpinned by core NHS
values which have been derived from extensive discussions with staff, patients and the
public. Principle Four focuses around patient engagement and involvement and is
emphasised through the Patient’s Rights Section.
Principle Four
The NHS aspires to put patients at the heart of everything it does. It should support
individuals to promote and manage their own health. NHS services must reflect, and
should be coordinated around and tailored to, the needs and preferences of patients,
their families and their carers. Patients, with their families and carers, where appropriate,
will be involved in and consulted on all decisions about their care and treatment. The
NHS will actively encourage feedback from the public, patients and staff, welcome it and
use it to improve its services
Patient Rights - Involvement in your healthcare and in the NHS:
You have the right to be involved, directly or through representatives, in the planning of
healthcare services commissioned by NHS bodies, the development and consideration
of proposals for changes in the way those services are provided, and in decisions to be
made affecting the operation of those services.
The NHS also commits:
•
•
•
•

To provide you with the information and support you need to influence and
scrutinise the planning and delivery of NHS services (pledge);
To work in partnership with you, your family, carers and representatives (pledge);
To involve you in discussions about planning your care and to offer you a written
record of what is agreed if you want one (pledge); and
To encourage and welcome feedback on your health and care experiences and
use this to improve services (pledge).
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Get in Touch | Contact Us
If you would like to be involved in the future work of NHS Wakefield Clinical
Commissioning Group or would like to share your views on local health services, please
contact us in any of the following ways
Go online:

www.wakefieldccg.nhs.uk

Call us on: 01924 213050
Twitter:

@nhswakefieldccg

Facebook: NHS Wakefield CCG
Write to us at:
NHS Wakefield Clinical Commissioning Group
White Rose House
West Parade
Wakefield
West Yorkshire
WF1 1LT

If you need this report in another format, for example, large print,
audio tape or in another language, please call our
Communications Team on 01924 213050.
Jeśli potrzebują Państwo ten raport w innym formacie, na przykład, duży druk, taśmy
audio lub w innym języku, prosimy o kontakt z naszym Zespołem Komunikacji pod
numerem tel. 01924 213050.
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Recommendations:
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
 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.
 Diagnostics: For the CCG, July 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.
 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’
 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 for improvement
 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.
To address under‐performance 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 ED 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 ED which will consist of having an Emergency
Nurse Practitioner triaging patients on arrival.
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 July. Clinical Cabinet at its meeting held in September
agreed that the three proposed changes as identified in the Outpatient Improvement Plan should now
be implemented with MYHT.
52 Week Breaches: There has been 20 incomplete RTT pathways with a wait longer than 52 weeks
(April to July 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 ECB 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, 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
Quality Board.
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)

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

Not applicable

Further details of Complaints, PALS enquiries and patient feedback mapped
at the Quality Intelligence Group are detailed in the report.
The CQC report for Outwood Park Medical Centre, Northgate Surgery and Dr
Bance & Partners 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 – 20 October 2016

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 October integrated quality and performance report
• Acute Trust Dashboard
• Complaints and Compliments
• CQUIN Q1 provider achievement

•
•
•
•

• Patient Led Assessment of Care Environment
Exception Report – Never Events
(PLACE)
Exception Report ‐ 12 hour breach position
• Patient Advice and Liaison Service contacts
MYHT Urgent Care – Activity Analysis
National Reporting and Learning Management • Serious Incidents (SI) summary
System: Incident Reporting (Oct 2015‐Mar 2016)

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 ‐ 20 October 2016
• The Committee were informed that the standards for Mental Health length of wait for treatment continue to be met.
• It was reported verbally to the Committee that for Diagnostic tests offered within 6 weeks, the August position showed that the standard had been met by both Mid
Yorkshire Hospitals and the CCG. This was a key achievement and as a result of the significant efforts by the Trust to resolve the capacity issues within Neurophysiology.
• The Committee were informed that a number of cancer standards have not achieved the required standard. This includes the 62 day GP referral standards which
continues to fall below the required target. Assurance was provided to the Committee regarding the ongoing work of the Mid Yorkshire Hospitals Cancer Management
Team. An action plan has been produced by the Team and this will be reviewed by the Planned Care Improvement Board. It is also intended to discuss the failing
standards at the Executive Contract Board meeting on 20th October, an update of which will be provided in due course.
• 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.
The Committee were informed that West Yorkshire has been selected as an Accelerator site in order to improve A&E performance. Further assurances were provided
that a system wide A&E Improvement Plan has been developed and approved which blends a number of mandated initiatives and local actions including ambulatory
care and improving delayed transfers of care.
• 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 at July 2016, there had been a number of patients waiting over 52 weeks for treatment. These were in surgical specialities . A
verbal update was given in relation to the August position, which saw the number of breaches increase. 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 results of the Hip Fracture national audit were highlighted. It was confirmed that this would be an agenda item at EQB in November 2016, and that improvement in
three key standards had been added as a contracting stance for the 2017/18 contract.
• The Committee requested further information about the increase in calls to NHS 111 and the developments for managing demand more effectively. This will be reported
back to IGC in the November report.
• The weekend mortality rate (as measured by Hospital Standardised Mortality Ratio (HSMR)) at MYHT is increasing (YTD 125.49) against a national average of 100. It was
confirmed that this had been highlighted in the refresh of the Quality Risk Profile tool and would be discussed at the first Executive Improvement Board that afternoon.
• In response to a question about the nurse vacancy rate for Community Nursing (9.2% at August 2016), it was confirmed that this had been discussed at the recent
3 Community Contract Board. A further 8.8WTE nurses have been recruited to the team who will commence in post before the end of October 2016.

Executive Summary
Wakefield CCG Strategic Objectives Balanced Scorecard - 2016/17 YTD Position (as at M5-Aug)
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)

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

4

A step change in
the productivity of
elective care

Early Intervention in Psychosis

A&E waits no more than 4 hrs

12 Hour Breaches

Quality Premium 2016/17
Data as at Month 5

Domain

Quality Premium Measure

Target

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
4% increase on 2015 calendar year
Cancer Diagnosed at 2015 calendar year or;
or;
an early stage
>60% in 2016 calendar year
Achieve greater than 60% of all cancers (specific
cancer sites, morphologies and behaviour*)
diagnosed at stages 1 and 2 in the 2016 calendar
year.
Meet a level of 80% by March 2017 (March 2017
performance only) and demonstrate a year on year >80% by March 2017 & year on year
Increase in the
increase in the percentage of referrals made by
increase in e‐referrals
proportion of GP
e‐referrals (or achieve 100% e‐referrals), or;
or;
referrals made by e‐
20% increase on March 2016
referral
March 2017 performance to exceed March 2016
position at March 2017 (baseline
performance by 20 percentage points.
60%)

Percentage of quality
premium

Potential value
for CCG

Current YTD Performance

Current
anticipated
eligible QP
Funding based on
YTD/FOT
Performance

20%

£364,553

Awaiting publication of baseline

£364,553

20%

£364,553

20%

£364,553

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;
Experience of making
A 3 percentage point increase from July 2016
a GP appointment
publication on the percentage of respondents who
said they had a good experience of making an
appointment

≥85% or;
3% increase from July 2016
publication (baseline 72.1%)

Part a) reduction in the number of antibiotics
prescribed in primary care.
The required performance in 2016/17 must either
be:
a) ≥4% reduction on 13/14 (baseline
a 4% (or greater) reduction on 2013/14
1.29%) or;
performance
≤1.161 items per STAR‐PU
Improving antibiotic OR
b) ≤10% of total antibiotic
prescribing in primary equal to (or below) the England 2013/14 mean
prescribing for co‐amoxiclav,
performance of 1.161 items per STAR‐PU
care
cephalosporins and quinolones or;
Part b) number of co‐amoxiclav, cephalosporins and
≥ 20% reduction from 2014/15 value
quinolones as a proportion of the total number of
(baseline 10%)
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
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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

≤18%

Maximum of 18% per 100 deliveries.

165.5 per 10,000 population.

1,769.4/100,000 population

≤165.5/10,000

≤1,769.4/100,000

Percentage of quality Potential value
premium
for CCG

Current YTD Performance

10%

£182,276.50

18.3% @ Q3 2015/16

10%

£182,276.50

Awaiting data

10%

M5 ‐ 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.

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

Target Standard

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)

6

Target (Year End)

£0

6

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%

Performance Actual

92.0%

86.4%

82.7%

81.0%

76.4%

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%

Performance Actual

86.8%

83.1%

82.7%

81.7%

73.2%

Apr‐16
6,790

May‐16
6,560

Jun‐16
6,460

Jul‐16
6,090

Aug‐16
6,050

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
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Dec‐16
90
16
82.78%

Jan‐17
81
14
83.33%

Feb‐17
94
14
85.11%

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%

74
63
85.1%

74
63
85.1%

Sep‐16
6,020

Oct‐16
5,600

Nov‐16
5,960

Dec‐16
5,700

Jan‐17
5,610

Feb‐17
5,620

Mar‐17
5,590

490

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%

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%

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%

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%

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%
88.4%

3,363
81.0%
86.7%

3,561
82.0%
85.1%

3,111
84.0%
85.9%

2,652
86.0%
83.8%

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%

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%
88.4%

3,379
81.0%
86.7%

3,201
82.0%
85.1%

2,845
84.0%
85.9%

2,489
86.0%
83.8%

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%

Total patients waiting
(incomplete)
Patients waiting < 18
weeks
Performance Plan

4 Hour Urgent Care Sustainability Trajectory

Wakefield CCG (Activity Return)

Nov‐16
116
15
87.50%

7.22%

Performance Actual

MYHT (STF Submission)

Oct‐16
101
16
84.65%

490

Performance Actual

Wakefield CCG (Activity Return)

Sep‐16
100
15
85.00%

7.22%

18 week RTT Sustainability Trajectory

MYHT (STF Submission)

Baseline
271
44
83.76%

Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual
Total patients seen
(attendances)
> 4 hours wait
Performance Plan
Performance Actual

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

July

85%

93.8%

95.0%

94.8%

↔

••••••

Dr AS

LE

FFT ‐ Inpatient

% of patients recommending the service

July

96%

96.3%

97.0%

97.3%

↔

••••••

Dr PW

LE

July

95%

95.3%

97.0%

95.8%

↔

••••••

Dr DH

LE

July

97%

98.3%

96.0%

98.7%

↓

••••••

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

July

93%

94.4%

94.0%

94.8%

↓

••••••

Dr DH

LE

July

98%

99.1%

98.0%

98.0%

↑

••••••

Dr DH

LE

FFT ‐ Community

% of patients recommending the service

July

95%

97.5%

98.0%

97.5%

↔

••••••

Dr AB

LE

FFT ‐ Outpatients

% of patients recommending the service

July

93%

97.2%

97.0%

97.3%

↔

••••••

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

July

88%

81.0%

70.0%

71.5%

↔

••••••

Dr CH

LE

FFT ‐ GP

% of patients recommending the service

July

89%

90.2%

90.0%

88.8%

↑

••••••

Dr GC

LE

Number of complaints received

Sep

10

71

↑

Dr AS

KB

Oct

Number of contacts received

Sep

31

122

↓

Dr DB

LE

Oct

NHS Wakefield
Complaints
Patient Advice and
Liaison Service

Mar

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

9

YTD

Trend
Informa
tion

MYHT

From
FOT previou Actual
s Month

YTD

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

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

Aug

93%

97.0%

96.3% 97.1%

93%

↓

96.2% 96.8%

97.0%

↓

Dr AM

MA

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

Aug

93%

97.2%

90.1% 96.1%

93%

↓

92.4% 96.7%

97.7%

↓

Dr AM

MA

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

Aug

Max 31 day wait for subsequent treatment
where treatment is surgery

Aug

94%

97.9%

96.9% 95.6%

94%

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

Aug

98%

99.5% 100.0% 100.0%

98%

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

Aug

94%

99.4% 100.0% 100.0%

94%

Max 62 day wait for first definitive
treatment following a consultant decision
to upgrade priority of patient

Aug

90%

91.8%

80%

92.3%

90%

Max 62 day wait from referral linked to the
NHS Screening Program to start 1st
treatment for all cancers

Aug

90%

96.3%

100%

91.5%

90%

Max 62 day wait from urgent GP referral to
first definitive treatment for cancer

Aug

85%

85.2%

73.2% 80.9%

85%

p.18
96%

98.6%

95.9% 97.1%

96%

↓

96.3% 97.0%

97.2%

↑

Dr AM

MA
p.18

↓

92.6%

↓

Dr AM

MA

↔

100.0% 100.0% 100.0%

↔

Dr AM

MA

↔

Not Reported at Provider
Level

Dr AM

MA

Dr AM

MA

Dr AM

MA

Dr AM

MA

↓

↑

↓

81%

90.7%

90.3% 91.4%

91.8%

100%

93.4%

91.2%

76.4% 83.5%

86.7%

↓

↑

↓

p.18

p.18

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

Aug

Number of 52 week
Number of patients on incomplete
Referral to treatment
pathways over 52 weeks
pathways

Aug

0

7

Diagnostic test
waiting times

Aug

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

10

*The 52 week breaches will be reported via Unify next month.

92.0% 89.1%

YTD

83.7% 85.2%

22

22

99.4% 96.5%

0

1

MYHT

From
FOT previou Actual
s Month

92.0%

22

99.0%

1

↓

↓

↑

↑

YTD

79.7% 82.1%

3

32

99.3% 96.3%

0

1

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

92.0%

34*

99.0%

1

↓

↓

↑

↑

Dr PW

PK

p.19

Dr PW

PK

p.20

Dr PW

PK

p.21

Dr PW

PK
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Strategic Performance Monitoring
Healthcare Associated Infections
Trend
Information

Wakefield CCG
Reporting
Period

MRSA

Aug

Clostridium
Difficile

Aug

Indicator

Healthcare
Associated
Infections

Previous
From
months
previous
score
Month
card

Target

2015/16 CCG
Performance

Actual

YTD

FOT

0

2

0

0

0

↑

90

8

47

113

↑

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

MYHT

Actual

YTD

FOT

Trend
from
previous
Month

••••••

0

0

0

↔

Dr AF

JO'D

Sep *

••••••

2

18

43

↑

Dr AF

JO'D

p.22

Clinical Commissio Exception
Lead
ning Lead Report

* The MRSA bacteraemia case provisionally assigned to NHS Wakefield CCG in July 2016 has now gone through the arbitration process and the final assignment is to 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. The Post
Infection Review is in progress with assignment unlikely to be to the CCG.
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Strategic Performance Monitoring
Maternity, children and young people transformation
MYHT
Provider

Reporting
Period

Target

2015/16

Actual

YTD

Trend

Clinical
Lead

Commissi
oning
Lead

Exception
report

Aug

<15.2%

15.3%

15.0%

16.3%

↑

Dr DH

MC

Sep

Aug

7.70%

8%

9.7%

8.7%

↓

Dr DH

MC

Sep

Aug

60%

73%

68.4%

70.8%

↓

Dr DH

MC

Proportion of women that had a maternal infection since the
onset of labour or within 10 days of birth

Aug

3.7%
(nat av)

3.4%

6.6%

3.75%

↓

Dr DH

MC

Proportion of women that had a 3rd/4th degree perineal
trauma

Aug

3.6%
(nat av)

1.6%

3.3%

3.75%

↑

Dr DH

MC

Proportion of women who reported being left alone at a time
that worried them during labour and birth

Aug

2.7%
(nat av)

1.6%

0.0%

2.73%

↑

Dr DH

MC

Aug

8.9%
(nat av)

9.8%

6.6%

8.87%

↓

Dr DH

MC

Aug

85.5%
(nat av)

83.3%

80.3%

85.3%

↑

Dr DH

MC

Indicator

C‐section
(Maternity Dashboard)
MYHT

Post partum haemorrhage
(Maternity Dashboard)
Breastfeeding
(Maternity Dashboard)

Emergency C‐section rate (%)
> 1000 ml as % of women
delivered
% of live births resulting in
Feeding initiation (Babies) –
Breast

Maternity Safety Thermometer

MYHT

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.
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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

.

FOT

Actual

YTD

FOT

95%

96.8%

96.4%

96.8% 96.8%

↓

Not reported at Provider
Level

Q1

3.75%
p/qtr

10.8%

3.12%

3.12% 3.12%

↓

Not at Provider Level

Patients treated
within 6 weeks of
referral

Aug

75%

‐

97.8% 94.8% 94.2%

↑

Patients treated
within 18 weeks of
referral

Aug

95%

‐

100.0% 99.5% 99.4%

↔

Aug

50%

‐

Maximum 2 week wait
Early Intervention
from referral to
in Psychosis
treatment

13

YTD

From
previous
Month

Provider

Q1

People entering
Improving Access to
psychological therapies
Psychological
from prevalent
Therapies
population

Improving Access
to Psychological
Therapies

Actual

Trend
Information

83%

93.2% 94.4%

↓

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.23
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Strategic Performance Monitoring
Mental Health Service Transformation
Provider ‐ SWYPFT
Reporting
Period

Target

2015/16
Performance

Actual

YTD

% Delayed transfers of care

Jun

<7.5%

2.5%

2.3%

2.1%

↓

Dr CH

MEz

% Admissions gatekept by CRS teams

Jul

95%

96.8%

94.1%

94.4%

↓

Dr CH

MEz

% SU on CPA having formal review within 12
months

Jun

95%

95.4%

98.16%

92.2%

↑

Dr CH

MEz

Trust sickness absence rate (YTD)

May

<4.4%

4.1%

5.4%

5.7%

↑

Dr CH

MEz

3.1%

3.45%

↑

Dr CH

MEz

89.8%

89.2%

↓

Dr CH

MEz

1.17%

1.27%

↑

Dr CH

MEz

9.4%

9.1%

↓

Dr CH

MEz

91.5%

90.7%

↑

Dr CH

MEz

Indicator
Access
Source: SWYPFT
Access (Wakefield BDU)
Source: SWYPFT
Care Programme Approach
(CPA) Source: SWYPFT
Staffing (SWYPFT Wakefield
BDU) Source: SWYPFT

Proportion of patients that have self harmed
<2.8%
Aug
3.4%
in the last 72 hours
(nat av)
Proportion of patients that report feeling
92.6%
NHS Safety Thermometer
Aug
86.6%
safe at the point of survey
(nat av)
Proportion of patients that have been the
<1.5%
NHS Safety Thermometer
victim of violence/aggression in the last 72
Aug
1.3%
(nat av)
hours
Proportion of patients that have had an
<12.6%
NHS Safety Thermometer
Aug
11.4%
omission of medication in the last 24 hours
(nat av)
Proportion of patients with 'harm free' care
(patients that did not self harm, do not feel
89.2%
NHS Safety Thermometer
unsafe, have not been a victim of violence or
Aug
90.5%
(nat av)
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
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Trend
Information
From
Commission Exception
previous Clinical Lead
ing Lead
Report
Month

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

Aug

>95%

95.4%

95.5%

95.2%

↑

••••••

Dr PW

LE

Harm free care

% patients receiving harm free
care

Aug

>95%

94.09%

94.7%

93.4%

↑

••••••

Dr PW

LE

Harm free care

% of patients suffering new harm

Aug

<2.24%

2.52%

1.9%

2.5%

↑

••••••

Dr PW

LE

Never Events

Number of never events

Sep

0

0

2

3

↓

••••••

Dr PW

LE

Serious Incidents

Number of open serious incidents

Sep

‐

‐

Dr PW

LE

Serious Incidents

Number of new serious incidents
for month

Sep

‐

161

3

43

↓

Dr PW

LE

Patient Safety Incidents
(acute services)

Proportion of patient safety
incidents that are harmful

Aug

<29%

25.2%

23.9%

24.1%

↑

••••••

Dr PW

LE

Patient Safety Incidents
(community services)

Proportion of patient safety
incidents that are harmful

Aug

<50%

59.5%

58.2%

53.7%

↓

••••••

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)

June

<100

‐

100.37

105.56

↓

••••••

Dr PW

LE

May

Hospital Standardised Mortality
Ratio

HSMR ‐ weekend

June

<100

118.2

132.00

125.49

↓

••••••

Dr PW

LE

May

MYHT nurse vacancies

WTE Registered Nurse vacancies
(acute & community)

Aug

<65.3
(5%)

‐

115.3WTE

↔

••••••

Dr PW

JP

p.24

MYHT midwife vacancies

WTE Registered Midwife
vacancies

Aug

<5.5
(5%)

‐

‐1.45 WTE

↔

•••

Dr PW

JP

July

MYHT HealthCare Assistant

WTE Healthcare Assistant
vacancies (acute & community)

Aug

<35.2
(5%)

‐

76.81 WTE

↑

•••

Dr PW

JP

July

Absence

Total sickness rate

Jul

<4.4%

4.80% (2014/15)

4.7%

↓

••••••

Dr PW

JP

Mar

Feb

95%

‐

↔

•

Dr PE

JW

Jan

CQC Rating

15

↓

55

93.03

4.8%

Requires improvement

Oct

15

Strategic Performance Monitoring
Urgent and Emergency Care
Provider

Provider

MYHT

Indicator

Target

2015/16
Performance

Actual

YTD

FOT

Trend from
previous
Month

Clinical
Lead

Commission Exception
ing Lead
Report #

A&E 4 hour waiting time
standard

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

Aug

95%

85.8%

83.8%

85.9%

95.0%

↓

Dr AS

MJ

p.25

12 Hour Breaches in A&E

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

Aug

0

18

0

1

1

↔

Dr AS

MJ

Oct

Aug

100%

‐

53.7%

↓

Dr AS

MJ

p.26

All crews should be ready to
accept new calls within 15 mins

Aug

100%

‐

81.3%

↔

Dr AS

MJ

p.27

RED 8 min (life threatening)

Aug

75%

‐

70.7%

69.3%

75.0%

↑

Dr AS

MJ

p.28

Amber Resource 19 min
(emergency; potentially serious)

Aug

‐

‐

78.5%

76.1%

75.4%

‐

Dr AS

MJ

Amber Transport 19 min
(emergency; potentially serious)

Aug

‐

‐

69.6%

67.0%

66.2%

‐

Dr AS

MJ

Amber Face to Face 19 min
(emergency; potentially serious)

Aug

‐

‐

70.9%

72.4%

72.9%

‐

Dr AS

MJ

Green Face to Face 60 min
(urgent)

Aug

‐

‐

95.7%

94.9%

94.7%

‐

Dr AS

MJ

Green Transport 60 min (urgent)

Aug

‐

‐

82.5%

79.0%

77.9%

‐

Dr AS

MJ

Green Hear and Treat 60 min
(urgent)

Aug

‐

‐

98.5%

98.7%

98.7%

‐

Dr AS

MJ

All handovers between
Acute Trust ‐ Turnaround Time ambulance and A&E should take
place within 15 mins

Ambulance ‐ Turnaround Time

YAS
Ambulance response times

16

Reporting
Period

Not reported at
Provider Level

Not reported at
Provider Level

Strategic Performance Monitoring
Urgent and emergency care
Wakefield CCG
Reporting
Period

Target

2015/16
CCG
Performa
nce

Nov

<4.05%

Nov

% of clinical call backs within 2 hours

Actual

YTD

Trend
from
previous
Month

Clinical
Lead

‐

Not reported at CCG Level

3.72%

3.88%

↑

Dr AS

JF

<9.38%

‐

Not reported at CCG Level

8.59%

8.92%

↑

Dr AS

JF

Aug

95%

86.6%

87.7%

88.2%

85.7%

↑

Dr CJ

SR

p.29

% calls answered within 60 seconds

Aug

95%

89.1%
(YAS)

Not reported at CCG Level

95.8%

93.9%

↑

Dr CJ

SR

p.29

% of warm transfers or clinical call backs within 10
minutes

Aug

65%

35.1%

40.8%

36.7%

↑

39.8%

35.6%

↑

Dr CJ

SR

p.29

% Definitive Clinical Assessments in time

Aug

95%

97.9%

100%

99.2%

↑

99.4.%

98.8%

↑

Dr AS

JF

Aug

95%

58.2%

70.2%

59.1%

↑

58.8%

52.5%

↑

Dr AS

JF

Aug

95%

73.3%

80.5%

76.7%

↑

68.4%

64.3%

↑

Dr AS

JF

95%

95.9%

96.3%

96.7%

↓

96.8%

95.0%

↑

Dr AS

JF

82.7%

Not reported at CCG Level

88.7%

↑

Dr AS

JF

83.9%

Not reported at CCG Level

91.2%

↑

Dr AS

JF

Emergency Re‐ Emergency readmissions within 7 days following an
elective or emergency spell
admissions
(MYHT Performance Emergency readmissions within 30 days following
Report)
an emergency or elective spell

YAS 111
Performance

YAS Out of Hours % Emergency within 1 hour
Performance
% Urgent within 2 hours
% Less Urgent within 6 hours

YAS
ST‐elevation
myocardial
infarction
(NHS England)

Cardiac arrest
NHS England)

Stroke
NHS England)

Staff absence
(YAS)

17

Provider

From
previous
Month

Provider Indicator

MYHT

Trend

% 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
Trust absence rate

Aug
April
April

81.1%
(nat av)
88%
(nat av)

Actual

YTD

84.8%

↑

Commissi
Exception
oning
Report
Lead

April

7.9%
(nat av)

10.6%

Not reported at CCG Level

7.1%

↓

Dr AS

JF

April

55.7%
(nat av)

55.6%

Not reported at CCG Level

54.4%

↑

Dr AS

JF

Aug

<5%

5.9%

Not reported at CCG Level

5.5%

↑

Dr AS

JF

5.4%
(12
months)

Mar

17

Exception Reporting
Elective Care ‐ Cancer
NHS Constitution Indicator

Cancer Waits

Target

Max 2 week wait for patients
Cancer Waits – 2
referred with breast symptoms ‐
Weeks
cancer not suspected

Aug

93%

97.2%

90.1%

96.1%

93%

Max 31 day wait from diagnosis to
Cancer Waits – 31
first definitive treatment ‐ all
days
cancers

Aug

96%

98.6%

95.9%

97.1%

96%

Max 62 day wait for first definitive
treatment following a consultant
decision to upgrade priority of
patient

Aug

90%

91.8%

80%

92.3%

90%

Max 62 day wait from urgent GP
referral to first definitive treatment
for cancer

Aug

85%

85.2%

73.2%

80.9%

85.0%

Cancer ‐ 62 Days

Trend from
previous
Month

2015/ 16 CCG Actual CCG
YTD CCG
FOT CCG From previous Actual MYHT YTD MYHT
FOT MYHT
Performance Performance Performance Performance
Month
Performance Performance Performance

Reporting
Period

Indicator

92.4%

96.7%

97.7%

92.4%

96.7%

97.7%

↓

90.3%

91.4%

91.8%

↓

↓

76.4%

83.5%

86.7%

↓

↓

↓

↓

↓

Reason for Underperformance
Maximum 62 days wait from urgent GP referral to start of 1st treatment for suspected cancer
Breaches – 22 for WCCG. Majority of the 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 31 day wait from diagnosis to first definitive treatment ‐ all cancers
Breaches – 7 for WCCG and 5 for MYHT. 2 of the breaches were due to theatre capacity, 1 patient was not booked in on the waiting list in the requested time frame and two
cases were complex pathways.
Max 2 week wait for patients referred with breast symptoms – cancer not suspected
Breaches – 12 for WCCG. 5 breaches were due to there being no cover in the x‐ray clinic , 1 patient was offered an appointment on the ‘day of breach’ but then it got cancelled
and the rest were due to patient choice.

Clinical Lead
Commissioning Lead
Risk ID
CCG Assurance

Dr Abdul Mustafa
Michelle Ashbridge
492
MYHT Executive Contract
Board

Actions taken
The CCG has been informed that the Cancer Management Team at MYHT are meeting with the Chief Executive of the Trust to discuss the Trusts’ underperformance against the 62 day cancer standard and the plans/processes needed to address
the issues going forward. The Joint Planned Care Improvement Group are also reviewing action plans and will report through the appropriate governance
Structure. The CCG has requested that the Trust report back the outcomes of the meeting.

Cancer 62 Day ‐ GP Referral

The CCG received a copy of the Trust’s Cancer Action Plan in May 2016. Further assurances have been requested by the Performance Team at the CCG as to the status of the plan and updates will be brought Executive Contracts Board
100.00%
and the Committee when available. ECB on 20th October formally requested an updated version of the Cancer Action Plan for MYHT.
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00%
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62 days cancer
(Urgent GP to FDT)
Target

18

Exception Reporting
Elective Care – 18 Week RTT
NHS Constitution Indicator

18 Week Referral to Treatment Incomplete Pathway

Indicator
18 Week RTT
Waiting Time
Standard

Reporting
Period

Target

2015/ 16 CCG
Performance

Actual CCG
Performance

YTD CCG
Performance

Aug

92.0%

89.1%

83.7%

85.2%

RTT Incomplete
Pathways

FOT CCG
From previous Actual MYHT
Performance
Month
Performance
92.0%

↓

YTD MYHT
Performance

79.7%

FOT MYHT
Trend from
Performance previous Month

82.1%

92.0%

↓

Reason for Underperformance
Underperformance has been reported in a number of specialities at MYHT (July).
•

General Surgery: 81.6% ↓

•

Plastic Surgery: 72.8% ↑

•

General Medicine: 81.6% ↓

Action Plan in Place

Yes

•

Urology: 78.4% ↓

•

Thoracic Medicine: 83.4% ↓

•

Ophthalmology: 75.1% ↓

Risk Register ID

685

•

T&O: 74.6% ↓

•

Neurology: 89% ↑

•

Oral Surgery: 66.6% ↓

Clinical Lead

Dr Patrick Wynn

•

ENT: 67.4% ↓

•

Other: 78.6% ↓

Commissioning Lead

•

Gynaecology: 86.% ↓

•

Gastroenterology: 77.2% ↓

Pat Keane
MYHT Executive Contract
Board

CCG Assurance

Actions taken

• System wide assurance arrangements have also been initiated via a fortnightly Elective Care Improvement Board.
• As a development of the Outpatient Improvement Plan three proposed changes to outpatient and elective care were presented to September’s Clinical Cabinet.
• E‐consultation as the primary means of Practices accessing MYHT outpatient care for four specialities – ENT; cardiology; gastroenterology and pain management.
Proposed revisions to the CCG’s commissioning policy.
• Default offering of telephone follow‐up appointments at MYHT where clinically appropriate.
The Clinical Cabinet agreed that these proposals should now be implemented with MYHT, via a series of working groups falling within the governance of the new planned care board. Such
proposals build on the existing work to manage the number of patients waiting over 18 weeks by transferring patients from MYHT to commissioned community providers.
• The MYHT Trust Board have received an action plan (September) to improve 18 week performance based on Intensive Support Team (IST) recommendations.

18 Week RTT Incomplete Pathway
94.0%
92.0%
90.0%
88.0%

18 Week RTT Incomplete Pathway

86.0%

Target

84.0%
82.0%
80.0%
78.0%
Apr‐15

May‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15

19 *Most up to date data at time of publishing

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
Elective Care – 52 Week Breaches
NHS Constitution Indicator
Indicator

Number of
Number of 52
patients on
week referral to
incomplete
treatment
pathways over
pathways
52 weeks

Number of patients on incomplete pathways over 52 weeks
Reporting
Period

Target

2015/ 16 CCG
Performance

Actual CCG
Performance

YTD CCG
Performance

FOT CCG
Performance

From previous
Month

Actual MYHT
Performance

YTD MYHT
Performance

Aug

0

7

2

22

22

↓

3

32

FOT MYHT
Trend from
Performance previous Month

34*

↓

Reason for Underperformance
There has been 22 CCG 52 week breaches at MYHT between April to August 2016 across a range of surgical specialities.
Specialty Description

Apr

ENT

3

GENERAL SURGERY

3

May

Jul

1

ORAL SURGERY

Aug
1

1

PLASTIC SURGERY

1

1

TRAUMA AND ORTHOPAEDICS

2

2

UROLOGY

2

GYNAECOLOGY

1

COLORECTAL SURGERY

Jun

1

1

1
1

This data has only been shared with the CCG from July 2016. All patients have been treated.
Actions taken
Each breach has had a full root cause analysis (RCA) completed by the Patient Service Manager and the CA’s found the following key errors:
• Incorrect stops applied earlier in the pathway within clinic (via an incorrectly selected RTT outcome code).
• Incorrect stops applied earlier in the pathway via an administrative event.
• Incorrect removal of waiting list entry using code 4, resulting in inaccurate clock stop.
• Internal referrals lost and\or linked to incorrect pathways.
At ECB on 20th October, CCGs requested that MYHT improve assurance systems inline with CEO intentions to prevent further 52 week breaches.
The CCG are working, via agreement at the CMG, 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. The CCG are also working with MYHT to forecast the number of over 18 week waiters, by month, to support the identification of those patients who need to be re‐offered choice.
Action Plan in
Place
Yes
Risk Register ID 879

* The 52 week breaches will be reported via Unify next month

20

Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Pat Keane

CCG Assurance MYHT Executive Contract Board 20

Exception Reporting
Elective Care – Diagnostics
NHS Constitution Indicator
Indicator

Patients waiting
for a diagnostic
Diagnostic test
test should be
waiting times
waiting for less
than 6 weeks

Diagnostic test waiting times
Reporting
Period

Target

2015/ 16 CCG
Performance

Actual CCG
Performance

YTD CCG
Performance

FOT CCG
Performance

From previous
Month

Actual MYHT
Performance

YTD MYHT
Performance

Aug

99%

97.8%

99.4%

95.8%

99.0%

↑

99.3%

96.3%

FOT MYHT
Trend from
Performance previous Month

99.0%

↑

Reason for Underperformance
Although a number of Trusts are contributing to the underperformance, the current performance is driven by the breaches at MYHT.
The majority of the MYHT breach numbers are as follows:
• Neurophysiology ‐ 8 breaches
• Gastroscopy ‐ 7 breaches

Actions taken
One diagnostic test remains to be the cause of the majority of breaches at MYHT:
•

Neurophysiology – The Trust has been struggling to recover from loss of clinical capacity experienced in the summer of 2015. Clinical threshold management and referral management is in place for
neurophysiology. Additionally MYHT are working jointly with Leeds Teaching Hospitals and retired consultants to provide additional capacity.

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%

Diagnostic Test 6 week wait

96.0%

Target

95.0%
94.0%

Action Plan in
Place
Yes
Risk Register ID 734
Clinical Lead
Dr Patrick Wynn
Commissioning
Lead
Pat Keane

93.0%
92.0%
91.0%
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

CCG Assurance MYHT Executive Contract Board

21 *Most up to date data at time of publishing
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Exception Report
Healthcare Associated Infections ‐ Clostridium Difficile (CDI)
Indicator

Period

Target

2015/16

Month

YTD

FOT

Previous
Performance

Clostridium difficile cases: NHS Wakefield CCG

Aug 16

<6 month
<72 annual

90/72

8

47

113

••••••

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.

22

WCCG cases
Threshold

Number of WCCG clostridium difficile cases
20
15
10
5

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Risk Register

Aug‐16

Jul‐16

Jun‐16

May‐16

Apr‐16

Feb‐16

Mar‐16

Jan‐16

Dec‐15

Nov‐15

Oct‐15

Sep‐15

Aug‐15

Jul‐15

Jun‐15

May‐15

0
Apr‐15

Reason for underperformance
All cases have been reviewed. All pre cases were registered with different GP practices across
Wakefield District. One pre and one post case were registered with the same GP.
Of the 6 pre 72 hour cases;
6 specimens were requested by the GP,
5 cases had recent antibiotics prescribed ‐ these were clinically indicated.
1 case was a known previously positive CDI Toxin and one case was a previous GDH positive, toxin
negative.
2 Post 72 hour cases
1 case from Royal Freeman Hospital. No information available
1 post 72 hour case from MYHT the outcome of PIR is still to be determined .

Yes
Jane O’Donnell
Laura Elliott
Andrew Furber
MYHT Executive Quality Board
862

Exception Reporting
Mental Health Transformation Scheme
NHS Constitution Indicator

Improving Access to Psychological Therapies

Indicator

Reporting
Period

Target

2015/16 CCG
Performance

Actual

Q1

3.75% per/q

2.25%

3.12%

Q2

3.75% per/q

2.71%

‐

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

3.12%

3.12%

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:
• Low level of referrals at an early stage of intervention
• Low attendance at direct access workshops during the quarter
• Reduced therapist capacity at Step 2
Actions taken
The following mitigating actions have been put in place:
• Communications and engagement plan established to promote the service
• Continuous Programme of rolling recruitment underway
• Data migration from 3rd sector provider being undertaken
• Increased advertising of the service including leaflets, radio slots and targeted events
• Promotion of the online referral system
• Promoting and maximising links with GPs
Additionally, and as an ongoing development the service will be contacting each GP network to share data which will show take up of the service by GP Practice and recovery rates.

Cumulative IAPT ‐ Entering Treatment
16

4

14

3.5

12

3

IAPT ‐ Entering Treatment (By Quarter)

Action Plan in
Place

2.5

10

Performance

Performance
2

8

Target

Target

6

1.5

4

1

2

0.5

Risk Register ID
Clinical Lead
Commissioning
Lead

0

0
Q1 1516

Q1‐2 1516

Q1‐3 1516

Q1‐4 1516

Q1 1617

Q1 1516

Q2 1516

Q3 1516

Q4 1516

Q1 1617

CCG Assurance

Yes
456
Dr Clive Harries
Michele Ezro
Monthly Turning Point
Contract Meeting

23
23

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 (%)
21.33 WTE (5.2%) ↑
24.43 WTE (7.9%) ↑
3.59 WTE (13.7%) ↓
0.48 WTE (4.6%) ↓

Source: MYHT Safe Nurse and Midwifery Staffing Report September 2016

Division / Department
Emergency Department
Theatres
Community Nursing
Children’s nursing (inpatient)
TOTAL

Key: ↑ vacancies increasing from previous month

Vacancies WTE (%)
29.29 WTE (17.4%) ↑
14.37 WTE (13.5%) ↓
15.20 WTE (9.2%) ↓
6.62 WTE (6.3%) ↓
115.30 WTE ↑

↓vacancies decreasing from previous month

Description of underperformance: Registered Nurse (RN) staffing vacancies across the Trust increased by just 0.12 WTE in August 2016. This figure includes all registered
nurse vacancies in the Trust. Previous reports have focused on inpatient wards for the divisions of medicine and surgery. As reported to Governing Body in September
2016 there are vacancy rates of >15% in emergency departments 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
• Protracted recruitment processes brings delays for new recruits, and a highly
competitive market gives nurses a choice of employee
• 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)

Graph 1 ‐ Whole Time Equivalent Nurse Vacancies
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Actions to be taken
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• Medicine – 24.41 WTE registered nurses due to commence employment
between September 2016 – January 2017.
0
• Assistant Practitioners – 9 WTE progressing through recruitment, with an
Sep‐15 Oct‐15 Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16
additional 7 WTE employed through NHS Professionals (but will work on
substantive wards for 12 months). Until recruited these posts are covered by
Medicine
Surgery
Emergency Department
Theatres
bank and agency registered nurses.
• Emergency Department – increase is in part due to increased funded establishment of 6.72 WTE. 17.14
Risk Register ID
529
WTE registered nurses currently progressing through recruitment and due to commence in post before
the end of October.
Action Plan in Place
Yes
• Theatres – 2.29 WTE registered nurses and 6 WTE Operating Department Practitioners are due to
Clinical Lead
Dr Patrick Wynn
commence employment. Focus on theatres scheduled for November Executive Quality Board
Commissioning Lead
Laura Elliott
• Nurse staffing is discussed in‐depth each month at MYHT Executive Quality Board
• MYHT colleagues attending Integrated Governance Committee in November 2016 (previously presented
Executive Lead
Jo Pollard
in November 2015)
MYHT Executive Quality Board
• 2016/17 CQUIN on nurse staffing in Emergency Departments – review of nurse staffing and implication of CCG Assurance
Acute Hospitals Reconfiguration forms part of Q2 submission (paper presented to MYHT Trust Board in
24
24 September 2016)

Exception Reporting
Urgent and emergency care – A&E
NHS Constitution Indicator
Indicator
A&E 4 hour waiting
time standard

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

Aug

A&E 4 hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E
2015/16
Target
Actual
YTD
FOT
Performance
95%

85.8%

Not reported at CCG Level

From previous
Month

Actual

YTD

FOT

Trend from
previous Month

‐

83.8%

85.9%

95.0%

↓

Reason for Underperformance

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. MYHT continues to be one of
the busiest type 1 ED in England. Of those requiring admission the most common reason for breach of the 4 hour standard is 'waiting for bed'.
Actions taken

West Yorkshire has been chosen as an Accelerator Site to improve A&E performance across the region.
Trajectory for Improvement
NHS Improvement has published a monthly trajectory for MYHT ED 4 hour performance which forecasts that MYHT will achieve the 95% target by March 2017.
This trajectory has been developed in line with and is embedded within the Urgent Care Improvement Plan. The Plan is being managed and coordinated through the Urgent Care Improvement Group chaired by the
Director of Operations. The Trust has detailed the projected impact of the Urgent Care Improvement Programme and the impact of wider system improvements in terms of bed days saved and impact on the delivery of
the 4 hour standard. These were presented to the System Resilience Group in June and the Health and Social Care Transformation Programme Executive Group.
Progress against actions – October 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, Martin Barkley. 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. There are 5 mandated initiatives which must be implemented across the system to support delivery of the 4 hour standard:
• Streaming at the front door – to ambulatory and primary care.
• NHS 111 – Increasing the number of calls transferred for clinical advice.
• Ambulances – DoD and code review pilots; HEE increasing workforce.
• Improved flow – ‘must do’s that each Trust should implement to enhance patient flow.
• Discharge – mandating ‘Discharge to Assess’ and ‘trusted assessor’ type models.
A system wide A&E Improvement Plan was submitted to NHS England on 30 September 2016 and was approved by the A&E Improvement Group on 5 October. The plan contains a series of actions to implement the
mandated initiatives. Some of the other key actions included are:
Ambulatory Care : MYHT is working towards having a 24:7 Ambulatory Care / Clinical Decision Unit from 1 December 2016. This expansion should prevent some patients from being admitted and enable more patients
to be transferred from ED quicker. The expansion is intended to reduce the number of patients referred by a GP which currently have to go to ED.
Ward Based Discharge Model: MYHT and Wakefield Council successfully piloted a new integrated discharge model on Gate 41 over a 30 day period. Both organisations are reviewing how this model can be rolled out to
other wards.
Triage: MYHT will be undertaking a 2 day pilot at Dewsbury ED which will consist of having an Emergency Nurse Practitioner triaging patients on arrival. They will then direct patients to the adjacent walk‐in centre, ED
or discharge them. MYHT are looking to undertake a similar pilot at Pinderfields to see if these eases pressure on the department.
Delayed Transfers of Care: Implementation of the Delayed Transfers of Care Action Plan developed at the NHS Improvement event held in July 2016 is ongoing. Delays with discharge are a key reason for the four hour
standard not being met. This is now incorporated into the A&E Improvement Plan.
The Mid Yorkshire A&E Improvement Group will monitor progress of the A&E Improvement Plan and provide leadership to support the recovery of 4 hour A&E performance.

A&E ‐ 4 Hour Standard

100.0%

A&E

Target

95.0%

Clinical Lead
Dr Adam Sheppard
Commissioning
Michala James
Lead

90.0%
85.0%
80.0%

Risk ID

758

75.0%
70.0%
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Exception Reporting
Urgent and emergency care – Ambulance handovers
NHS Constitution Indicator

Indicator

Acute Trust ‐
Turnaround Time

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

Acute Trust ‐ Turnaround Time ‐ All handovers between ambulance and A&E should take place within 15 mins
Reporting
Period

Target

Aug

100%

2015/16 CCG
Performance

Not reported at
CCG Level

Actual

YTD

FOT

Not reported at CCG Level

From previous
Month

Actual

Not reported at
CCG Level

53.3%

YTD

FOT

Trend from
previous
Month

Not Reported Not Reported
at Provider
at Provider
Level
Level

↓

Reason for Underperformance
The performance for August, by site it;
Dewsbury – 70 %
Pinderfields – 46.8%
Pontefract – 91.7%
It was agreed at the West Yorkshire CBU meeting that we need to monitor the impact of the increased number of RED calls on turnaround at Pinderfields.
The individual site performance within MYHT identifies Pinderfields as a significant contributor to the Trust level performance not being achieved. The five 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.
• Clinical staff availability for handovers
• No available cubicles (specifically in Pinderfields and Dewsbury)
• Difficulty in achieving the 100% target
• Data capture
Actions taken
As a result of the major reason for delayed handovers being due to A&E performance and crowding, there is a link between this area of performance and the MYHT recovery plan for A&E performance (see associated
exception report). The A&E Improvement Plan is part of MYHTs urgent care improvement plan (UCIP) which builds on the recommendations from the ECIP diagnostics and the National A&E Plan, delivering improved
flow in the hospital and within ED.
MYHT and YAS implemented a pilot of a locally agreed escalation policy which was developed with commissioners and based on one which has been working in Sheffield. This pilot started in August, with updates
being provided to the Committee as received.
At a regional event on 12th August, hosted by NHS Improvement, suggested outcomes were to have a local turnaround trajectory is being developed between MYHT and YAS with key actions being developed. The
key actions to be written as a concordat to be agreed between partner organisations. The timeline for the development of the trajectory and concordat will be escalated to the Quality Board.

Ambulance Handovers within 15 mins
120.0%
100.0%
80.0%

Ambulance Handover within 15 mins

Action Plan in
Place

Yes

Risk Register ID

427

Clinical Lead

Dr Adam Sheppard

Commissioning
Lead

Michala James

CCG Assurance

YAS Contract Board

60.0%

Target

40.0%
20.0%
0.0%
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

26

26

Exception Reporting
Urgent and emergency care – Crew clearance
NHS Constitution Indicator

Reporting
Period

Indicator

Ambulance ‐
Turnaround
Time

Ambulance ‐ Turnaround Time ‐ All crews should be ready to accept new calls within 15 mins

All crews should
be ready to
accept new calls
within 15 mins

Target

Aug

100%

2015/16 CCG
Performance

Not reported
at CCG Level

Actual

YTD

FOT

Not reported at CCG Level

From
previous
Month

Not
reported at
CCG Level

Actual

81.3%

YTD

FOT

Trend from
previous
Month

Not
Not
Reported at Reported at
Provider
Provider
Level
Level

↔

Reason for Underperformance
The individual site performance is shown below for August.
Dewsbury – 76.3%
Pinderfields – 83.3%
Pontefract – 77.8%

Actions taken
See page previous page ‐ Ambulance handovers exception reporting.

Ambulance crew clear within 15 mins
120.0%

100.0%

80.0%

Ambulance crew clear within 15 mins
60.0%

40.0%

20.0%

Target

Action Plan in Place

Yes

Risk Register ID

427

Clinical Lead

Dr Adam Sheppard

Commissioning Lead

Michala James.

CCG Assurance

YAS Contract Board

0.0%
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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)

Reporting Period

Target

2015/16Performa
nce

Aug

75%

‐

Actual

YTD

FOT

Not applicable at CCG Level

From
previous
Month

Actual

YTD

FOT

Trend from
previous
Month

‐

70.7%

69.3%

75.0%

↑

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
Nationally increased demand has been reported for the traditionally quiet months of April, May and June. This picture is being experienced to a greater extent in the North of England , with activity up by 6% on this
point last year. This has seen an additional 11,000 calls being received by YAS on top of what they had forecast for this point in the year. The main challenges are over the weekend.
Independent sector resource is typically ‘stood down’ at this point in the year, however YAS have continued with the contracting of additional independent sector resource to increase capacity for the unpredicted
demand. YAS have put in place a stringent processes to ensure high governance and safety standards. These crews undertake green activity, releasing YAS crews to concentrate on the red activity. Locally these have
been deployed in Wakefield, Leeds and Bradford. It is expected that YAS will phase out the use of private ambulance providers by the end of October 2016 and to utilise them only during Christmas and New Year.
YAS performance is negatively affected by lack of staff resource and paramedic attrition. YAS have developed a more structured staffing framework and recruitment plans are in place to significantly increase the
staffing and skill mix. YAS are addressing the national paramedic shortage by internally upskilling other clinical staff and have regraded paramedics to band 6 posts .This is attracting university graduates and those
wanting to move areas.

RED 8 min response time
80.00%
78.00%

Risk Register ID

426

Clinical Lead

Dr Adam Sheppard

Commissioning Lead

Michala James

CCG Assurance

YAS Contract Board

Action Plan in Place

Yes

Risk Register ID

426

Clinical Lead

Dr Adam Sheppard

76.00%
74.00%
72.00%

RED 8 min response time

70.00%

Target

68.00%
66.00%
64.00%
62.00%
60.00%
Apr‐16
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Exception Report
Urgent and Emergency Care ‐ YAS 111
Indicator
% calls answered within 60 seconds

Reporting
period

Target

YAS
2015/16

National
2015/16

YAS
Aug 16

Trend

August

95%

89.1%

91.1%

95.8%

↑

•••••

↑

•••••

↑

•••••

% of warm transfers or clinical call backs within 10 minutes (Wakefield CCG)

August

65%

35.1%

‐

40.8%

% of clinical call backs within 2 hours (Wakefield CCG)

August

95%

86.6%

‐

87.7%

Previous Performance

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 transfer the call directly to a 111 clinician. Performance dipped
significantly between January 2016 to March 2016, recovered from April 2016, dipped again in July and recovered again in August 2016 although performance not
achieving set targets. With regards to calls answered within 60 seconds YAS performed better than the national average in 8 out of 12 months during 2015/16, although
performance for the year was 2% below the national average. Performance at YAS has been above the national average as pictured below; in July YAS achieved 90.5% and
the national average was 90.8%. YAS calls answered in August was 95.8% and whilst monthly national data is yet to be published YAS performed above the national
average in each of the 4 weeks. 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 August 2016 was 0.7% against a ≤ 5% target demonstrating access is good.
Reason for underperformance
There are a variety of reasons which contribute to underperformance.
Calls into the service continue to fluctuate. 153,286 calls were made to 111 in March
2016, which was a record for the service. This coincided with 75.9% of calls being
answered within 60 seconds, the lowest percentage since the service began. July 2016
saw 134,309 calls coming into the service and 90.5% answered within 60 seconds.
Demand on the service increased in July and in August it was 2.7% below the ceiling
for the month.
Recruiting and retaining clinical staff to work in a call centre environment continues to
be challenging. When YAS attended a Deep Dive at IGC in March 2016 they indicated
that the volume of calls is increasing year on year and the cost is over and above the
funding provided.
Actions to be taken
YAS has an ongoing recruitment campaign for clinical and non‐clinical call centre
staff.
Contract agreed for NHS 111 and WYUC.
YAS and Local Care Direct attended IGC in March 2016 for a Deep Dive on 111.
This continues to be discussed at the 111 West Yorkshire Quality Group at the
moment. Two assurance visits took place in July 2016 to LCD; feedback was
positive.
An additional £750k has been invested as part of the 2016/17 WYUC Contract
settlement. Terms of reference for the independent review of the WYUC model are
being developed (meeting 13/10/16).
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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

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report
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Prospect Surgery
2 August 2016
Announced comprehensive
Prospect Surgery Report

Dr Bance and Partners
31/03/2016
Announced comprehensive
Dr Bance & Partners

Outwood Park Medical Centre
12 July 2016
Announced comprehensive
Outwood Park Medical Centre

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good
Good

Current Status
Good
Outstanding
Good
Good
Good
Good

Current Status
Good
Good
Good
Good
Good
Good

Care Quality Commission (CQC)
GPs
Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report
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Church Street Surgery
5 July 2016
Announced comprehensive
Church Street Surgery

Homestead Medical Centre
9 August 2016
Announced comprehensive
Homestead Medical Centre

Northgate Surgery
14 June 2016
Announced comprehensive
Northgate Surgery

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Good
Good
Good
Good
Good

Good

Current Status
Good
Good
Good
Good
Good

Good

Current Status
Good
Good
Good
Good
Good

Good

Care Quality Commission (CQC)
Wakefield Care Homes
West Ridings Residential and Nursing Home, Wakefield
21, 23 and 30 June 2016
Date of Inspection
Review Type
Unannounced
West Ridings Report
Link to Report
CQC history: The service was last inspected in November 2015 and were found to be inadequate.
Type of home: West Ridings Residential and Nursing Home is a multi‐unit site providing care for up to a
maximum of 180 people. The service has six units and provides care and support for people with nursing and
residential needs including people who are living with dementia.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Inadequate
Requires Improvement
Good
Inadequate
Inadequate
Inadequate

What residents, relatives and staff said:

One person said, "I love it here, I'm very happy" and
another person said: "Carers are lovely, very helpful".

One relative said, "Staff are so good with my [family
member] and they know how to care for them".

One member of staff said, "You want to treat
people how you'd want to be treated".

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 9 HSCA RA Regulations 2014 Person‐centred care
People's care was not always delivered in line with their needs and preferences.
Regulation 15 HSCA RA Regulations 2014 Premises and equipment
Equipment was not always suitable or available to all people.
Regulation 16 HSCA RA Regulations 2014 Receiving and acting on complaints
Complaints were not responded to, recorded or acknowledged
Regulation 18 HSCA RA Regulations 2014 Staffing
Staffing levels were not always sufficient to meet people's needs in a timely way.
Care Home Vanguard
Intensive and pro‐active support from the Care Homes Support Team (MDT) for residents, families and carers and staff – screening completed.
The team have seen some very positive results with individuals. In particular, the physiotherapist and occupational therapist have supported people with rehab / exercise programmes /
specialist input.
Our Occupational Therapist works very closely with the activities coordinators, who are part of a network.
Training sessions have been offered.
Offer to one of the GP practices for the MDT to do a ‘hot clinic’ to discuss individuals who are most at risk of hospital admission.
Support from Carers Wakefield.
Support from Age UK Wakefield District and SWYPFT has been offered to carry out some holistic assessments work and inform activities / involvement of volunteers – but this has not
begun yet.

32The CCG has requested a copy of the action plan and the home have agreed for a walkabout to take place in the next 6‐8 weeks.

Care Quality Commission (CQC)
Wakefield Care Homes
Croft House Care Home, Ossett
20, 22 and 26 July 2016
Date of Inspection
Review Type
Unannounced
Croft House Report
Link to Report
CQC history: The service was last inspected in November 2015 . It was rated as inadequate in every domain of
care and inadequate overall. The service was later placed in special measures.
Type of home: Accommodation for persons who require nursing or personal care, dementia, diagnostic and
screening procedures, physical disabilities, treatment of disease, disorder or injury.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led

Current Status
Requires Improvement
Requires Improvement
Good
Good
Requires Improvement

Overall rating

Requires Improvement

What residents, relatives and staff said:
People told us, "If I press my buzzer they come
straightaway"

One relative told us, "[My relative] is safe and well
cared for."

One care worker told us, "We have all had so
much training. It has done so much for my
confidence."

Summary of CQC report
Safe: Some issues with risk assessment identified at the last inspection had not been addressed fully. The home could not evidence a fully robust recruitment process.
Medicines management was largely done well, although we did identify some issues with medicines protocols that lacked detail or were missing. The recording and reporting of accidents
and incidents had improved, although some accident forms were not completed fully. Checks on the building and equipment used to support people had been done to ensure people were
safe. The cleanliness of the home was much improved. Our observations showed there were sufficient staff to support the people at the current level of occupancy and dependence.
Effective: Pressure area care and pressure ulcer care had improved. However, we identified people with pressure ulcers who were not always supported according to their care plans.
People and their relatives were positive about the food at the home and we saw nutrition care plans and risk assessments were better. However, we identified issues with the recording of
food and fluids for some people. Compliance with the Mental Capacity Act 2005 had improved. However, we saw some best interest decisions contained generic information and one
person was receiving covert medicine even though the correct process had not been followed. People had access to a range of healthcare professionals to support their holistic health.
Significant improvements had been made to the home in order to make it more dementia‐friendly.
Well‐led: The quality and consistency of record‐keeping was still an issue at the home. During the inspection, measures were put in place by the peripatetic manager to try and address this.
The culture and atmosphere at the home had much improved. Communication between the different units was better and staff worked well as a team. An effective system of quality and
safety monitoring was now in place at Croft House. People deemed at risk of deterioration were discussed in regular cross‐unit meetings so accountability for their well‐being was shared.
Action: The CQC has requested the provider submits an action plan and the CQC will monitor implementation.
The CCG has undertaken two patient safety walkabouts in March, following the previous CQC rating of Inadequate, and a further one in May 2016 . The purpose was to ensure the safety of
the residents and to support the care homes to make improvements. The outcome of these walkabouts have been reported in previous IQPs. Significant improvements were noted at the
second visit and this is reflected in improved ratings.
Care Home Vanguard
The Care Homes Support Team (MDT) have been to complete the ‘scoping’ of the home – to find out what services they already have in the home / get a feel for how they can support and
identify any apparent training needs.
The home manager has only started recently and asked for time to settle in before meeting with the MDT to begin ‘screening’ residents (screening – residents / tenants are identified by
the staff in the homes – the MDT will ‘screen’ that person so that they can plan pro‐active ways to support the individual / staff / family or carers to meet that person’s needs).
Other elements of the model – Age UKWD / SWYPFT / Carers Wakefield / GP Enhanced Service Contract / Activities coordinators network are also available to Croft House.
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Care Quality Commission (CQC)
Wakefield Care Homes
Priory Gardens, Pontefract
26 July 2016 and 02 August 2016
Date of Inspection
Unannounced
Review Type
Priory Gardens Report
Link to Report
CQC history: The service was last inspected in September 2015 and rated as requires improvement.
Type of home: The home provides care and support for people with nursing and residential needs including
people who are living with dementia.

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Inadequate
Requires Improvement
Good
Requires Improvement
Inadequate
Inadequate

What residents, relatives and staff said:

A person said, "The food is fine, plenty of it. They ask you
what you want."

A relative at the meeting said, "My mum is up at
half past eight but not getting washed until 12
o'clock."

A staff member said about the dementia unit,
"We do need extra staff; we are breaking off
all the time (from the medicines round). It's
quite intense on here."

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 18 HSCA RA Regulations 2014 Staffing
The registered provider had failed to ensure sufficient numbers of suitably deployed staff were available to ensure people's needs were met in a timely manner. The
registered provider had failed to ensure staff received appropriate support, training, professional development and supervision as is necessary to enable them to carry
out the duties they are employed to perform.
Regulation 12 HSCA RA Regulations 2014 Safe care and treatment
The registered provider had failed to ensure people's medicines were managed safely. The registered provider had failed to ensure people's care and treatment was
provided in a safe way.
Regulation 17 HSCA RA Regulations 2014 Good governance
The registered provider had failed to ensure secure, accurate, complete and contemporaneous records were maintained. The registered provider had failed to ensure
systems and processes of governance were operated effectively to ensure regulatory compliance. The registered provider had failed to act on feedback from people who
live at the home and staff.
The CCG has requested a copy of the action plan and offered to undertake a patient safety walkabout to support the improvements required.
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Care Quality Commission (CQC)
Wakefield Care Homes
Attlee Court, Normanton
17 August 2016
Date of Inspection
Unannounced
Review Type
Attlee Court Report
Link to Report
CQC history: The service was last inspected in April 2016 and rated as requires improvement.
Type of home: The service provides care and support for up to 68 people with nursing and residential needs
including people who are living with dementia.

35

Outcomes
Safe
Effective
Caring
Responsive
Well‐led
Overall rating

Current Status
Requires Improvement
Good
Good
Good
Good
Good

System Wide Quality Measures ‐ organising ourselves
Falls
This exception report has been included due to concerns with the number of Serious Incidents for SI falls: slips, trips and
falls.
Reason for underperforming
Factors including staffing levels; failure to conduct robust falls assessments; lay‐out of the wards; capacity to give 1‐1 care; and
proportion of elderly patients who are vulnerable and frail has resulted in increased number of serious incidents reported.
MYHT actions taken
• Quality Priority in MYHT Quality Account is to Reduce Severe Harm from Falls by 15% which is monitored and reported
through the Falls work stream and Quality Committee.
• MYHT working with the Yorkshire and Humber Improvement Academy to implement safety huddles.
• Using Safety Guardians and the principle of bay tagging to observe and undertake distraction of activities with patients at
risk of falling.
• Falls bundle implemented (see diagram) on 01/08/16; includes falling star, huddles, medication review equipment and
toileting.
• Falls Improvement group remains in place with commissioner involvement – includes development of new falls assessment
and care plan and post falls review, themes and trend analysis through a dashboard, implementation of training , falls
bundle, falling star, falls champions and coaching .
• MYHT producing 30/60/90 day evaluation of fall interventions.
Wakefield CCG actions taken
• Falls Summit across the Mid Yorkshire footprint held 15/10/15. Action Plan from Summit developed and
implemented by NKCCG on behalf of both CCGs.
• Discussed at MYHT EQB on 15 September 2016.
• Receive 30/60/90 day evaluation through future Executive Quality Board.

Safety Thermometer

Falls with
harm
(%)

April
2016

May
2016

June
2016

July
2016

Aug
2016

0.44
↓

0.65
↑

0.36
↓

0.42
↑

0.62
↑

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead
CCG Assurance
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Yes
688
Kathryn Brown (North Kirklees)
Laura Elliott
MYHT Executive Quality Board
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Audits, Reports and Walkabouts
National Hip Fracture Database Annual Report 2016
Background:
The Royal College of Physicians (RCP) has published the Hip Fracture data for people who were presented with a hip fracture in 2015. This includes an audit of care
against NICE standards and a review of the outcomes achieved in each hospital which allows benchmarking of practice against regional and national figures. The
national report was published in 2016 and is available here.

Number of cases submitted
Admitted to orthopaedic ward within 4 hours (%)
Surgery on the day of, or day after, admission (%)
Senior Geriatric review within 72 hours of admission (not collected for 2016)
Mental test score recorded on admission (%)
Received falls assessment (%)
Mobilised out of bed on the day after surgery (%)
Received bone health assessment (%)
Patients developing pressure ulcers (%)
Hip fractures which were sustained as an inpatient (%)
General anaesthetic and nerve block (%)
Spinal anaesthetic and nerve block (%)
Reoperation within 30 days (%)
Mean total length of stay: acute + post acute (days)
Met all the criteria for the best practice tariff (%)
Documented not to have a pressure ulcer (%) (new)
Documented final discharge destination (%) (new)

MYHT
11/12

MYHT
12/13

MYHT
13/14

MYHT
2015

MYHT
2016

Trend

489
28.3
78.0
81.5
‐
100.0
‐
98.1
3.1
‐
‐
‐
‐
17.4

526
25.7
80.6
60
‐
100.0
‐
96.2
3.5
‐
‐
‐
‐
18.8
‐
‐
‐

530
26
69
97.3
100
100.0
‐
100
5.3
‐
‐
‐
‐
19.4
67.4
‐
‐

559
21.9
61.2
92.5
98.9
100.0
42.6
100
9.6
5.4
82.8
64.1
0.6
21.6
59.4
‐
‐

557
30.8
38.8
‐
98.9
100.0
38.8
99.0
4.3
4.8
91.3
74.2
1.7
20.9
38.2
95.7
77.7

↓
↑
↓
‐
↔
↔
↓
↓
↓
↓
↑
↑
↑
↓
↓
‐
‐

‐
‐

Best
regional
score
695
86.3
84.4
‐
100.0
100.0
95.6
100.0
0.0
0.7
91.3
88.7
2.9
12.0
82.1
100.0
96.6

Lowest
regional
score
171
15.6
38.8
‐
85.7
88.9
38.8
95.5
6.1
8.9
0.0
0.7
0.0
25.5
38.2
93.8
72.6

Key Messages:
• On a national level there were more patients included in this year’s analysis, but for MYHT overall there were slightly less cases submitted for hip fractures than
2015.
• Interestingly, MYHT is consistently providing and documenting information relating to falls assessment after achieving 100% for the last five years.
• MYHT had the best regional score (91.3%) overall for general anaesthetic and nerve block and this score has increased when compared to the previous year. The
national average for this category is 58.1% and the regional average is 44.8%, therefore MYHT are performing well above average.
• With regard to pressure ulcers 95.7% of patients are not documented to have developed a pressure ulcer.
• In total 4.8% of hip fractures were sustained as an inpatient, compared to 5.4% in 2015.
• Unfortunately, MYHT did achieve the lowest regional score on more than one occasion when compared to all the other hospitals in the Yorkshire and Humber
region. For example, hospitals that met all the criteria for the best practice tariff totalled to 38.2% and for patients who were mobilised out of bed on the day after
surgery equalled 38.2%. Another particular issue for MYHT is that only 38.8% of patients were receiving surgery on the day of, or the day after, admission and
similarly this scored the lowest regional score. All these elements will therefore contribute to longer stays for patients and impact on patient experience.
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Actions:
• The audit will be discussed at MYHT Executive Quality Board in November 2016.

Audits, Reports and Walkabouts
Patient Safety Walkabouts
This summarises the findings from the Patient Safety Walkabouts that took place at Dewsbury District Hospital on 31 August 2016 and Pinderfields Hospital on 6
September 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.
Ward 4 (Neuro Rehab Unit) – Dewsbury District Hospital
On arrival there was a sense of calm, despite the ward being very busy. There was a good standard of information available on the ward which included: visiting times, who
and how to contact the ward manager, staffing, what the different uniforms represent, clear fire notices, FFT information was on view and falls and pressure ulcer
occurrences. In the corridor area of the ward it appeared cluttered with boxes of stock, one of which was in front of a fire door. It was very evident during the visit that the
ward staff work well together as a team, supporting each other.
Emergency Department – Dewsbury District Hospital
There is a clear distinction made between adult and paediatric A+E. Three patients all described their experience within the department positively and described how
patient and caring the nursing staff were with children. Capacity issues relating to number of bays available, challenging at times, relating to flow issues in the hospital. The
patient pathway through the department was not always obvious, despite the use of the coloured footprints on the floor. Patients were observed passing straight through
the centre of the department rather than following the pathway. Resus area was appropriately screened off to maintain patient’s privacy and dignity.
Gate 32 (Extra Capacity) – Pinderfields Hospital
Nursing and medical staff were friendly, open and honest with all interactions with the PSW team. There is no permanent leadership on this ward and this was clearly noted
in the running and organisation of the ward. There is no consistent Band 6 or 7 on this ward to provide stability and sustainability for safe and quality patient care or for the
patients who would like to speak to someone senior. The Sluice (shared between gate 32 and 32A) was tidy and clutter free. Sharps bins were correctly labelled and not full.
Immediate Actions taken by MYHT: Experienced Ward Manager commenced on 12.09.16 (and will stay on there until a substantive appointment is made); 2 x substantive
Band 6 staff have been appointed (internal appointments); all the equipment cleaned and checked; all out of date drugs sent back to pharmacy (or disposed of) and the CD
check has been re‐established appropriately; storage of medicines have been checked and their correct mode of storage has been tested; and the matron of the day will
continue to undertake a walk round of the ward each day and undertake a small audit which will certainly cover the pertinent points from today’s visit.
Gate 40 (Short Stay Unit) – Pinderfields Hospital
This unit is a complex and busy ward but had a calm, professional and organised feel. The ward was clean throughout. The male waiting room area is separated by a screen
from the main reception area, which was small and cramped. Patients praised the care they received and felt well informed about their procedure. When discussing the
ward with the Senior Sister she said there is a need for the unit to go back to a day surgery ward. As soon as you enter the ward there is an excellent supply of patient
information leaflets for patients or relatives to access.
Gate 43 – Pinderfields Hospital (Revisit following concerns at July’s walkabout)
The ward felt calm and appeared tidy and uncluttered. Both patients and staff stated that staffing levels were an issue and more staff were needed to care for the acuity of
patients on the ward. The walkabout team witnessed a number of caring interactions between members of staff and patients, for example, helping patients with drinks and
engaging patients at the bedside.
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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Citizen Participation and Empowerment
Quality Intelligence Group – September 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.
134 items of intelligence gathered at 13 September meeting.

Theme Identified

Key actions

111

1.

Discuss with relevant commissioning manager

Delays to receive
treatment

1.

Check whether 12 hour breach is actual and should be
reported by MYHT
Discuss feedback on eye clinic with relevant
commissioning manager
Neurology being discussed at future EQB

2.
3.

39

Staff attitude

1.

Feedback to relevant provider organisations

Continuing Health Care

1.
2.

Review of CHC procedures underway
Review of CHC complaints being undertaken

Dewsbury – positive
comments

1.

Feedback through MYHT Patient Experience Group

Patient attended Radiology for an x‐ray appointment. Was very
impressed by the efficient service and friendly, professional
manner of staff.

Patient with prostate cancer has nothing but praise for
treatment and after care received. Impressed and grateful for
dedication and professionalism of everyone involved

Parent of son has been coming with him to the ENT Clinic for 11
years.’ The consultant and team are fantastic… Highly satisfied.

Title of meeting:

Governing Body

Date of Meeting:

8 November, 2016

Paper Title:

Finance Report Month 6 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
Eamonn May, Corporate Financial Accountant
Responsible Clinical Lead:
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Information

Not applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body receive and note the contents of the report.
Executive Summary:
The Month 6 Finance Report provides a year to date position as at 30th September, 2016.
The CCG is forecasting that it will meet its financial targets. However, the CCG is carrying material risk through
increased activity and delayed impact of QIPP. In order to deliver its financial targets, the CCG requires
renewed focus on managing these issues and identifying further mitigations. Since presentation to the
Integrated Governance Committee (IGC) the CCG has undertaken a detailed review of risks and mitigations in
order to manage the financial position. In addition, negotiations are continuing with MYHT regarding managing
the overtrade position and further QIPP has been identified. A verbal update will be provided at the meeting.
The CCG continues to progress additional mitigations through Executive Team meetings and Better Value
Group. At present, there remains a range of mitigations which have been identified during the month which are
to be progressed.
Risks are discussed in more detail further in the report.
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:

Outcome of Equality Impact
Assessment:

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

Not applicable



Outline public engagement:

Not applicable

Management of Conflicts of
Interest:

None identified

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

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 monthly report which is presented to IGC and also
presented on a bi‐monthly basis to Governing Body.

Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Month 6 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 6
2016/17
Liz Goodson – Commissioning Accountant
Eamonn May – Corporate Financial Accountant
Date :14th October 2016

Executive Summary
Indicator

Apr‐16

May‐16

June‐16

July‐16

Aug‐16

Sept‐16

Var to Plan YTD

0

0

0

0

0

0

Var to Plan FOT

0

0

0

0

0

0

QIPP Delivery YTD

1.0m

2.1m

3.1m

2.4m

3.0m

3.7m

QIPP Delivery FOT

12.4m

12.4m

12.4m

12.4m

12.4m

12.4

Risk adjusted
surplus FOT

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

Oct‐16

Nov‐16

Dec‐16

Jan‐17

Feb‐17

Mar‐17

The CCG is forecasting that it will meet its financial targets. However, the CCG is carrying material risk through increased activity, delayed impact
of QIPP and pricing increases in Continuing healthcare (CHC). In order to deliver its financial targets, the CCG requires renewed focus on
managing these issues and identifying further mitigations.
The CCG continues to progress additional mitigations through Executive Team meetings and Better Value Group. At present, there remains a
range of mitigations which have been identified during the month which are to be progressed.
Risks are discussed in more detail further in the report.
Additional QIPP has been transacted in month against the opening QIPP challenge.
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Risks and Mitigations
Risk

Owner

Net Risk Pd
6

Mitigations

SYSTEMS RISKS
Emerging risks against MYHT trading
position
P4 freeze overtrade included in position
1:1 ratios
Enact e‐referral/e‐consultation
FCP testing
Dermatology Nurse care
Transact NEL actions

AP/PK Risk now included in financial position
PK
PK
PK
PK
JP

MYHT Legacy & Transition

8,241
‐
‐
‐

2,556
2,600
200

‐

350

‐

1,400

AP/PK see mitigations

Care Act & Medicines Reviews

MB PYE Expenditure now included in P6 position

Invoice received included in Financial
Position Year to date

MB Expenditure now included in P6 position

Financial Impact of ICES

Proposals being discussed at Connecting
Care Executive including alternative sources
MB
of funding , additional controls ( ICES ) and
utilisation of BCF flexibilities.
Currently working through identifying actual
costs and suppliers affected
JP Risk now included in financial position
JP see above
JP see above
JP

FNC uplift 40%
Fully Funded
Domiciliary Care uplift
Unidentified QIPP

The MYHT overtrade risk has been in part
assumed mitigated through delivery of the
contracted QIPP schemes.

5,400
947
‐

474

Q1 and Q2 Care Act costs are now included in the
position. The mitigation is anticipated to be
through system efficiencies generated through
BCF integration.
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CONTINUING HEALTHCARE RISKS
Allowable rate increase

The year to date overtrade on MYHT has been
included in the financial position, however the
forecast out‐turn position and non achievement
of QIPP still presents a risk to the CCG.

936
‐
1,246
115
397

Additional contingency reserve has been released
to mitigate the additional costs year to date.
Risks and Mitigations continue to be discussed
regularly at Executive Team

BUSINESS RISKS
Specialist Allocation changes

AP Continue dialogue with NHSE now resolved
Part‐year effect pending permanent
ME arrangements. Number of months placement
reduced.

Specific Mental Health Placement Risk
Single Version of the truth

MB Review non‐recurrent budgets ‐ now resolved
CCG requested credit note in line with last
AP
year
Reflects increased levels of activity against
AP/PK
other providers

Property Services ‐ Void charges
Gross Overtrade on Non NHS acute and
community providers

Total Risks

‐
365
‐
250
1,500
12,118
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NHS England continue to place a high focus on
risks.

Risks and Mitigations ‐ continued
Mitigations

Owner

Value PD 6

AP
Original Value £4.9m less £.6m to Primary
AP Care , £2.6m MYHT, £1.1m FNC, £473.5k Care
Act

Contingency
Agreed funding side letter funding
arrangements
Property services credit note request
Targeted work on overspending contract,
Spire , Novus, Phoenix, incl. conversion rates
& OP intelligence
Non recurrent review ‐ former CSU MOU's
with CCGs

AP Side letter

256
5,400

AP

250

AP

100

AP

100

ET
ET

2,198
100

Review of £2 Primary Care Investment
Review of £3 Primary Care access scheme

GC
GC

120
167

Review the Primary Care PMS transition fund

GC

40

JP

249

ET
Other tbc

Vacancy pause / delay
GC

JP

Quality Premium 15/16 paid in 16/17
Additional Prescribing : Oxygen , Gluten ,
Maximising IMPP nb o/s QIPP
CHC ‐ VFM review

JP

‐

JP

200

Mitigation has been split out into more granular detail to
enable closer monitoring. There are still a number of
schemes to be quantified. These are currently being
worked through.
The mitigations can be categorised into sections i.e
actual mitigation that can be released, planned
mitigation that may need additional work through and
unidentified which is highlighted in red.
A series of senior level budget reviews are continuing to
take place to identify additional savings to mitigate risk.
All mitigations that are to be confirmed are currently
being worked up and will be included in the position
where possible.

MB

Local Authority ‐ partnership on risk
mitigation
Reduction in excess bed days
GP IT revenue investment
Further MH NR review
FIM additional opportunity
ME
Additional LD
PK
Clinical Threshold management /
Rightcare
Changing Commissioning Policies
Release Innovation fund
Restriction of STP resources
Flu Coding Challenges
Accelerate e‐consultation to other
specialities
Expand list of ' procedure of limited value '
All Directors
Running Costs 2 %
Total Mitigations
Net Risk
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MB

900

MB
MB
MB
MB

50
100
100
80

ME

68

PK nb Rightcare Elective Opportunity is £9m
PK
PK
PK

1,000
200
100
100

PK

100

PK

40

All

100
12,118
0

Transformation schemes which deliver pathway
efficiencies are being led by Clinical Cabinet and require
additional clinical focus to bring them into delivery.
Other initiatives to be confirmed :
Additional external funding, review OD
budget,S28a vacancy freeze
16/17 Commissioning intentions,CQUINS
enforcement, wheelchair VAT
Review of community services
contract,17/18 extended shared care
approach
Additional review of CHC, default AEC,
review WIC and LOS
MH & LD reviews, review LA contracts,
review Vanguards, review partnership
arrangements
Review patients on active monitoring, Flu,
diabetes, CVD, frailty ,PolyPharmacy

All tbc
AP tbc
GC tbc
JP tbc
MB tbc
PK tbc

Key Messages – Financial Position MYHT
Mid Yorkshire Hospitals NHS Trust ( MYHT )
There is a risk on MYHT trading position.

The position at month 5 flex is showing a £2.6m overtrade which is increasing each month. Corrective action is being discussed
within the CCG which includes transformation schemes to manage demand differently, led by Clinical Cabinet.
The main areas of overtrade are within Outpatients Procedures and Reviews and Non Elective Inpatients. There is also a large
under trade on Elective Inpatients. An element of the overtrade relates to non achievement and implementation of QIPP which
was included in the contract but there also continues to be an additional overtrade over and above the agreed plan.
Cost and volume analysis below shows the overtrade continues to be driven by volume. The CCG Clinical Cabinet is working to
ensure that the transacted QIPP schemes are on track to achieve the required savings to help reduce the overtrade.
Clinical Cabinet has agreed a number of proposals to accelerate delivery in-year.
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
Outpatient Follow
. Up Other
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
0.01
0.27
0.01
0.00
0.03
0.03
0.46
0.03
0.27
0.45
0.05
1.39

£m Variance
Price
0.00
‐
0.01
‐
0.00
‐
0.00
0.01 ‐
0.01
‐
0.06
‐
0.00 ‐
‐
0.05
0.36
0.05 ‐
0.30

Total
0.02
0.26
0.01
0.00
0.03
0.04
0.39
0.03
0.22
0.82
0.01
1.68

Emergency Short Stay
Non‐Elective
Non‐Elective Same Day Emergency Care
Same Day Acute Assessment

£m Variance
Activity
Price
0.21 ‐
0.05
1.13
0.58
0.17 ‐
0.01
0.05 ‐
0.00
1.56
0.52

Total
0.16
1.71
0.17
0.05
2.08

Key Messages – Financial Position Other
Prescribing
NHS Business Services Authority ( NHSBSA ) data is available for month 5 which is now showing a significant underspend on
GP expenditure. The BSA forecast between month 4 and 5 has moved adversely by £100k but the CCGs assumptions are
extant. However due to the volatility of 2015/16 forecasting data, the CCG has mitigated in forecast outturn the full BSA forecast
underspend. NHSE issued a statement indicating that the changes to reimbursement prices may affect the forecast outturn.
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.
The CCG is therefore reporting a prudent underspend of the NHSBSA reported position.
Other Providers
Data received to month 5 is showing overtrades to date on some of the non acute contracts. The main driver for increased
activity is due to easier access to services within 18 weeks.
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.
Running Costs (RCA)
RCA are showing a year to date underspend and forecast out-turn underspend.
.
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QIPP Dashboard
QIPP 16/17 Progress ( £m )

CCG Offer
000s
Target
Reduce Non‐recurrent expenditure

Comments
In month 6 £538k of QIPP was transacted. This was due to further efficiencies in Mental
Health and Transformation.

Residual QIPP is being progressed with commissioning leads and several schemes have
been identified for review and implementation.
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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

‐

700

‐

RAG

Not
transacted Commissioning Lead Proposed Clinical Lead

‐
‐

550

Andrew Pepper

n/a

305 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

‐

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

tbc

Rightcare
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

‐
‐
‐

300 Pat Keane
Andrew Pepper
97 tbc
702

Tbc
n/a
tbc

Reported Financial Position – September 2016
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

Variance
FOT
Budget to
Expenditure
to date Variance
Date
to Date

£'000
£'000
£'000
4,276 280,885
140,442
1,781
45,819
22,909
553
38,868
19,434
1,775
31,125
15,563
1,495
63,845
32,037
273
55,478
27,739
5,828
22,200
11,715
200
2,291
1,146
11,697 ‐
703 ‐
351 ‐
5,457
1,361
681
‐
5,446
‐
‐
600
4,288
4,032
6,329 550,903
275,346
0
7,647
3,823
6,329 558,550
279,170
‐
5,935
2,968
6,329 564,485
282,137

£'000
144,067
22,947
19,936
15,888
31,513
27,739
11,798
1,184
351
681
0
0
275,402
3,768
279,170
‐
279,170

‐

‐
‐
‐
‐
‐
‐
‐
‐

£'000
3,625
38
502
326
523
‐
83
38
0
0
0
4,032
55
55
0
2,968
2,968

‐

‐
‐

‐
‐
‐
‐

£'000
4,538
13
579
945
1,039
‐
911
‐
‐
‐
‐
4,033
64
64
0
5,935
5,935

Allocations
£000's
5,935
488,812
7,647
55,762
558,156
72
558,228
1,948
1,520
561,696
1,042
96
847
16
563,697
131
152
131
142
32
50
564,335
150
564,485

Detail
Bfwd Surplus
Programme Allocation
Running Cost Allocation
Co‐commissioning
Bfwd Surplus adj
Total Allocation at month 2
Month 3 Allocation
Winter Resilience ‐ Ambulance
Service funding
Total Allocation at month 3
Vanguard ‐ UEC
Vanguard ‐ Care Home
Vanguard ‐ MCP
Month 4 Allocation
Total Allocation at month 4
PYE April‐June 2016 transfer of
Claremont
PYE April‐June 2016 transfer of One
health
PMCF ‐ West Wakefield
CYPMH Crisis & Liaison UEC
Vanguard
GP Development Programme
Funding for UEC Finance post
Total Allocation at month 5
Support the Team of teams work in
the New Care Models team
Total Allocation at month 6

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 6 Cash Position
£000
Maximum cash drawdown

P4

P5

P6

556,365 557,003 557,153

557,153 *

Cash drawdowns from NHSE
CHC risk pool
Total drawdowns from NHSE

40,000

37,000

43,000

40,000

37,000

43,000

237,000
1,231
238,231

Payments made by NHS BSA

4,960

5,358

4,924

30,278

44,960

42,358

47,924

268,509

Balance of MCD left

Closing bank balance
Closing bank balance as
percentage of monthly cash
drawdown

3,861
3,822
99%

39,334
39,135
99%

974 110,695
966 110,623
99%
100%

Aug‐16
Number £000's

5,073
5,018
99%

Sep‐16
Number £000's

49,609
49,264
99%

1,291 140,953
1,276 140,817
99%
100%

5,998
5,923
99%

65,087
64,754
99%

1,410 168,849
1,394 168,716
99%
100%

288,644

Percentage of MCD utilised
Percentage of months
completed in year

* Note

Cum YTD

Jul‐16
Number £000's

Month 6 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

8.1%

7.6%

8.6%

48.2%

8.3%

8.3%

8.3%

50.0%

5,172

979

240

12.93%

2.65%

0.56%

MCD is calculated on Revenue Resource Limit, excluding planned surplus, 1st
April Bank balance and technical ajustments
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AGED DEBTORS and CREDITORS
Payables past their due date

Month 6 Receiveables past their due date
Month 4 Month 5 Month 6 Year‐end
16/17
16/17
16/17
15/16
£000
£000
£000
£000
By up to three months
34
418
244
240
By three to six months
50
42
42
0
By more than 6 months
0
12
0
0
84

472

286

240

By up to three months
By three to six months
By more than 6 months

Jul‐16 Aug‐16 Sep‐16
£000
£000
£000
1,524
4,142
5,183
1,108
947
962
899
1,213
857
3,531

6,302

£2.6m of the £5.1m in sept 0‐3 months relates to Mid Yorks
invoices in dispute

7,002

Co‐Commissioning
Opening Budget
agreed by Governing
Body
£'000
GMS
9,031
PMS
41,765
APMS
860
Health Checks
175
Childhood Imms
‐
Transition Fund
172
Care Homes LES
‐
GP Other
68
Other NHS England
963
QIPP Total
‐
446
Reserve for uplifts
286
Dementia recycled
290
Additional Resource
290
DDRB Uplift
658
GPAF ‐ £6 per Patient
‐
Other Costs ‐ APAC £3 per Patient
1,092
55,204

Change Annual Budget Budget to Date Expenditure to Date
£'000
£'000
£'000
£'000
‐
9,031
4,516
4,516
‐
41,765
20,883
20,883
‐
860
430
430
‐
175
88
88
‐
‐
‐
‐
‐
172
86
86
‐
‐
‐
‐
142
211
105
105
‐
963
481
481
‐ 271 ‐
717 ‐
359 ‐
359
‐ 286
‐
‐
‐
‐
290
145
145
‐
290
145
145
557
1,216
608
608
131
131
66
66
‐
1,092
546
546
273
55,478
27,739
27,739

Variance to
Date
£'000
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐ ‐
‐
‐
‐
‐
‐
‐
‐

FOT Variance
£'000 £'000
9,031
‐
41,765
‐
860
‐
175
‐
‐
‐
172
‐
‐
‐
211
‐
963
‐
717
‐
‐
‐
290
‐
290
‐
1,216
‐
131
‐
1,092
‐
55,478
‐

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
reviewing risks, opportunities and reserves. Other
current risks that have been managed by reviewing risks
and opportunities are potential rent increases (NHS
Property services moving to market rents), possible
overspend on list size increases and revenue
consequences of the capital bids. 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. The rate rebate scheme is still
ongoing. Based on information received in 15/16 from
NHSE, the full value of rate rebates should be realised in
16/17 and the full QIPP target realised.
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Capital
The CCG has been informed that the GP-IT bid for £379k made earlier in the year has been successful. The CCG is working with The Health Informatics
Service (THIS) to procure the hardware. Unlike in previous years, CCGs have to procure and pay for these and be reimbursed by NHSE.
Estates and Technology Transformation Fund (ETTF) bids
Recent communication has been received from NHSE stating that there have been more bids submitted than there is available funding. The bids are therefore
being prioritised based on the details submitted:
1. Those schemes that could complete by March 2018 (cohort 1);
2. Those schemes that could complete by March 2019 (cohort 2); and
3. Those schemes that would complete after March 2019 (cohort 3) and for which we await confirmation of whether capital funding will be available after 2019;
4. The schemes will receive 66% of the scheme costs through ETTF, meaning that the practice will need to fund the remaining 34%;
5. The recurrent revenue costs of the scheme are supported and will be met by the CCG.
The CCG is responding back to NHSE to say that it feels that the following schemes could be expedited and completed relatively quickly in this or the next financial
year:
£000
46104
Trinity Medical Centre - Refurbishment and Mezzanine (Practice Merger)
Improvement to existing premises
719
46105
Northgate Surgery
Improvement to existing premises
130
46106
College Lane Surgery - Ackworth
Improvement to existing premises
8
46109
Network 3 - 7 Day Access Service
Improvement to existing premises
194
46112
N5 Trinity Health Group - 7 Day Access Service
Improvement to existing premises
76
Work is progressing on recognising and measuring the current costs of the schemes.
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Additional Information
•
Programme Budgeting return 2015 / 16
This was submitted by the deadline of 23rd September. Initial validation shows that the CCG is not an outlier in any of the areas.
NHS England Analytical team will provide feedback by 13th October with a final submission on 27th October 2016.
•
Financial Planning 2017/2019
The planning guidance has been issued and provides the CCG with an update on the national priorities for 2017/18 and 2018/19 as
well as updating on longer term financial challenges. The first submission of the summary level 2017/18 and 2018/19 plan is 1st
November 2016.
•
National Fraud Initiative 2016/17
The CCG is partaking in this biennial exercise, as it has done previous exercises. The National Fraud Initiative (NFI) matches data
across organisations and systems to help public bodies identify fraud and overpayments. This is not a compulsory exercise but the
CCG is taking part as it is considered to be best custom and practice to do so. Results are expected in January 2017.
•
Agreement of Balance exercise
The Agreement of Balances (AOB) exercise is now underway. It involves the CCG proving and confirming its debtor and creditor
balances across the Whole of Government Accounts. Other exercise will be performed at period 9 and again at the year end, when
these will also include the proving and confirmation of income and expenditure amounts.
•
Year end accounts preparation
Preparations are underway for the 2016/17 year end accounts process. Finance staff are attending workshops and the CCG has
also been involved with the testing of the templates to be used via its membership of NHSEs National Technical Accounting Group.
•
STP submissions
A significant amount of strategic finance resource has been supporting the last two STP submissions on 8 September and 11
October. The October submission was extremely important in terms of confirming surplus, capital requirements, 5 Year FV
investments and provision of reserves required by the business rules.
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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

Variances
August
Full
YTD
Year
£'000
£'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
2,834
0
303
3,150

6,542
10,339
2,858
2,660
3,713
0
0

33,216
10,339
3,239
5,494
3,713
303
3,150

18
(176)
(79)
330
112
1
33

(58)
84
(46)
466
409
3
0

Total BCF Pool Expenditure by scheme

33,030

14,654

10,912

58,596

33,342

26,112

59,454

240

858

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

Variances
August
Full
YTD
Year
£'000
£'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
2,849
381
0
0
0
3
0
3,453

0
0
0
9,087
3,713
1,071
7,462
3,831
948
0

9,776
16,881
2,849
9,468
3,713
1,071
7,462
3,834
948
3,453

0
0
167
(286)
112
(6)
88
131
0
34

0
0
402
(86)
409
2
122
6
0
3

Total BCF Pool Expenditure by type

33,030

14,654

10,912

58,596

33,342

26,112

59,454

240

858

There are two significant cost increases within the total £858k increased spend above the original plan.
Please note that of the £858k, there are mitigations of £641k. The residual £217k is a cost pressure against CCG and LA baseline budgets.
Scheme 4 / Mental Health is now £0.5m above plan. This is mainly due to the CCG procuring increased IAPT services through Turning Point.
There is no funding issue as the £402k 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 escalated at Connecting Care Executive on Thu 13 October
There is a mitigation to use £239k of additional funding to offset most of the forecast overspend.
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Information

It is recommended that Governing Body:
Consider the recommendation of the Auditor Panel and approve that a contract be awarded to Bidder 2 for the
provision of external audit services for a period of 3 years commencing 1st April 2017 at a fixed fee. There is the
potential for a further extension to the contract of two years.
Executive Summary:
The current external audit contracts for all CCGs were established by the Audit Commission prior to its abolition
in April 2015. These contracts cease after the 2016/17 external audits
The following report provides a summary of the formal process undertaken for the provision of an External
Audit, (fixed fee) contract for three years from 1st April 2017, with a possible extension of a further two years.
Appointments must be made by 31 December 2016.
The CCG used a framework agreement for the procurement and received four formal bids.
The Auditor Panel met on 11th October 2016 and as a result of this process the Auditor Panel has put forward a
recommendation to award a contract for the provision of the service to bidder 2.
Link to overarching principles
from the strategic plan:

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

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

Not applicable

Not applicable



Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Governance and Finance
Auditor Panel
Specification previously presented to Audit Committee. The Auditor Panel is
a committee of the Governing Body. The panels Terms of Reference were
approved in March 2016.
None

Conflicts of interests:

None identified or declared

Risk Assessment:

None identified

Finance/ resource implications:

Cost of the fixed fee three year contract

NHS Wakefield Clinical Commissioning Group
Governing Body
8 November 2016
External Audit Contract Award
1.

Purpose of Report

The purpose of this report is to provide a summary of the formal process undertaken to secure the
provision of an External Audit Contract for three years from 1st April 2017, with a possible extension of a
further two years. Appointments must be made by 31st December 2016.
The current external audit contracts for all CCGs were established by the Audit Commission prior to its
abolition in April 2015. These contracts cease after the 2016/17 external audits.
The CCG used a framework agreement for the procurement and received four formal bids. The
framework used was the Crown Commercial Services Framework Agreement RM1502. This was chosen
as the most suitable as it gave the CCG the assurance that all suppliers have passed the selection process
based on technical ability, financial standing, and have demonstrated previous experience.

2.

Background

Following the changes to the local external audit arrangements from the Local Audit Accountability Act
2014, clinical commissioning groups need to procure and locally appoint their own auditors for the year
2017/18 and subsequent financial years.
External auditors prepare their independent opinion on the CCG’s statutory accounts and report to their
Governing Body, and are a key part of accountability arrangements. The Governing Body are therefore
responsible for their appointment, and Auditor Panels, which could be a sub‐set of the Audit
Committee, but in the CCG’s case is a committee of the Governing Body, are required to provide advice
on their selection and appointment.
An Auditor Panel was established consisting of two lay members of the Audit Committee plus the
Assistant Clinical Leader (GP) of the CCG, advised by the Chief Finance Officer. In May 2016 the Auditor
Panel agreed that the CCG use the Crown Commercial Services framework for the procurement process
and that the CCG would not use a joint procurement process with the other West Yorkshire CCGs, but
would instead undertake the process as an individual CCG.
The Auditor Panel is a committee of the Governing Body and has no executive powers other than to
advise the Governing Body on the selection and appointment of the external auditor. The Governing
Body monitors the effectiveness of the committee through receipt of the minutes of the committee.
Following various iterations the CCG produced a specification scope for the service to ensure the
following key outcomes:
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3.

To audit the accounts of the CCG in accordance with the Local Audit and Accountability Act 2014
To be satisfied that the accounts of the CCG present a true and fair view, and comply with the
requirements of the enactments that apply to them
To be satisfied that proper practices have been observed in the preparation of the CCG’s
accounts
To be satisfied that the accounts of the CCG are prepared in accordance with the Department of
Health Group Accounting Manual (GAM)
To provide opinions in accordance with the relevant regulations and the GAM
To be satisfied that the CCG has made proper arrangements for securing economy, efficiency
and effectiveness in its use of resources under the Code of Practice prepared by the Comptroller
and Auditor General
To be satisfied that money provided by Parliament has been expended for the purposes
intended by Parliament
To be satisfied that resources authorised by Parliament to be used have been used for the
purposes in relation to which the use was authorised
To be satisfied that the financial transactions of the CCG are in accordance with any authority
which is relevant to the transactions
A senior member of the audit team to attend all meetings of the Audit Committee
To provide at each Audit Committee meeting a technical update of issues that are impacting the
health sector.
To provide expertise and support as required on technical matters to the CCG
To act as a critical friend to the CCG through ensuring that governance arrangements and
financial stewardship enable the CCG to discharge its statutory duties
To work with the CCG’s Internal Auditors as required
To provide professional advice regarding changes to accounting practices and principles as
advised by the appropriate accounting and regulatory bodies. Details must be included of how
this knowledge is maintained and updated.

Procurement Process

The above specification was loaded onto the Crown Commercial Services Framework Agreement
RM1502, together with the details of other information required particularly in relation to reporting and
additional audit services required, with the following timetable:

Invitation to Tender (ITT) released to bidders via
Framework
Clarification deadline
Tender submission closing date
Evaluation and clarification period
Bidder presentation to Auditor Panel
Auditor Panel consensus meeting and
recommendation
Decision approved by Governing Body
Notification to successful supplier
Formal contract award announced
Local auditor must be in place by
Service commencement date

Date
21st July 2016
Noon 5th August 2016
Noon 12th August 2016
15th – 26th August 2016
September 2016
30th September 2016
8th November 2016
10th November 2016
14th November 2016
December 31st 2016 at latest
1st April 2017

The bidder presentation to Auditor Panel took place on 11th October 2016.
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3b. Expressions of Interest
Initially five expressions of interest were received but only four submitted tenders. Following closure of
the tender period, the provider submissions were evaluated for their organisational suitability and
financial robustness.
3c. Invitation to Tender and Evaluation
The Invitation to Tender (ITT) required potential providers to respond to questions within three domains
within which the submissions were evaluated. These were:
1. Methodology and Approach
2. Resources, organisation capability and experience
3. Fees

} Quality
}
Cost

Each domain comprised a range of specific questions with associated evaluation criteria and scoring
guidance.

The initial evaluation of the potential provider responses was undertaken by a tender evaluation panel
consisting of individuals as detailed below.
Name
Sandra
Cheseldine
Rhod Mitchell
Dr Adam
Shepherd

Title
Governing Body Lay
Member and Audit
Committee Chair
Governing Body Lay
Member
Assistant Clinical Leader
(GP) of the CCG

Role in the procurement process
Auditor Panel Chair

Member of Auditor Panel
Member of Auditor Panel

In addition, key senior personnel were invited to review the submission in line with their expertise:
Andrew Pepper
Karen Parkin
Katherine Bryant
Eamonn May

Chief Finance Officer
Associate Director of Finance
Governance and Board Secretary
Corporate Financial Accountant

3d. Bidder presentations
Following recommendations from the above evaluation panel to the Auditor Panel, three of the bidders
were invited to present to the Auditor Panel on 11th October 2016, in line with its shortlist requirements;
Bidder 1, being the lowest scorer for the quality criteria was not called to present to the Auditor Panel.
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Total
Section 1 Section 2

Total

Bidder 1

50.4

47.6

98.0

Bidder 2

61.6

57.4

119.0

Bidder 3

54.6

49.0

103.6

Bidder 4

56.0

50.4

106.4

Please note that at the presentation stage of this process bidders were not able to add new elements
not previously disclosed in the formal bids.

4. Auditor Panel results
Following the panel meeting, members were asked to review their scores. The final scores awarded
being:

Total
Section 1 Section 2 Bid Price

Total

Bidder 2

61.6

57.4

60.0

179.0

Bidder 3

54.6

49.0

44.9

148.5

Bidder 4

56.0

50.4

37.7

144.1

In line with the result of the evaluation, Bidder 2 scored the highest based on highest quality and lowest
price.

5.

Risk Management

All evaluation and Auditor Panel members were asked to declare any conflicts of interest. Forms were
completed, submitted and a register was kept. No conflicts of interests were identified.
Following the successful award of the contracts the risk register will be reviewed and updated to take
into account the mobilisation phase of the new services.
In relation to the mobilisation of the new services members of the Governing Body are also asked to
note that as part of tender evaluation process all bidders were asked to provide assurance of their
approach to managing the risk associated with their implementation plans within the stated timescales.
As with all procurements there is the risk that any of the bidders may challenge the final outcome. To
mitigate these risks all the results of the procurement process can be uploaded to the Framework
Agreement as required.
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6.

Next Steps

Following approval the successful bidder will be informed of the decision and the contract awarded.
The contract award will be advertised at the same time and the unsuccessful bidders informed of the
final outcome. A debrief report will be provided for the unsuccessful bidders if they so require.
A ten day stand still period follows the contract award, during this time unsuccessful bidders are able to
challenge the decision and halt the process. After the stand still period the CCG will commence the
implementation and mobilisation phase of the service with the new providers.

7.

Recommendations

It is recommended that the Governing Body:
Consider the recommendation of the Auditor Panel and approve that a contract be awarded to Bidder 2
for the provision of external audit services for a period of 3 years commencing 1st April 2017 at a fixed
fee. There is the potential for a further extension to the contract of two years.
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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, Director of Strategy and Organisational Design
Board Executive Lead:
Recommendation (s):
Governing Body Members are asked to;
 Note the high level update on the West Yorkshire Sustainability and Transformation Plan;
 Note the update on the proposed governance and delivery arrangements for the plan;
 Note the summary of the key points for Operational Planning 2017/18 – 2018/19;
 Note the engagement undertaken and plans for ongoing engagement and consultation; and
 Comment on and approve the draft Wakefield Health and Wellbeing Plan.
Executive Summary:
The attached report provides a summary of the development of the Wakefield Health and Wellbeing Plan
including how this fits in the context of the West Yorkshire Sustainability and Transformation Plan (STP). It
outlines the engagement which has been undertaken as part of the process and the governance and
accountability for delivering the plan by 2020/2021.
The report also highlights, alongside the accompanying presentation, the key points of the operational plan
development for the period 2017/18‐2018/19 and how this represents planning for delivery of years 2 and 3 of
the Wakefield Health and Wellbeing Plan.
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

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 8 NOVEMBER 2016
WAKEFIELD HEALTH AND WELLBEING PLAN

1.

Purpose of the Report

1.1

The purpose of this report is to:






Provide Governing Body with a draft of the Wakefield Health and Wellbeing Plan 2016 –
2021;
To provide a high level update on the West Yorkshire Sustainability and Transformation
Plan;
To provide the Governing Body with an update on the proposed governance and
delivery arrangements for the plan;
To provide Governing Body with an update on engagement and consultation
undertaken in the development of the plan and the importance of the ongoing
engagement process; and
To provide Governing Body with a summary of the key points from the Operational
Planning and Contracting Guidance 2017/18 – 2018/19.

2.

Background

2.1

This paper builds on previous presentations and discussions held at Governing Body over the
last year which outlined the detail contained within the ‘Delivery of the Five Year Forward
View’ and subsequent development of Sustainability and Transformation Plans (STP).

2.2

West Yorkshire and Harrogate work is managed collectively and is restricted to that which
can only be done at that level.
Over the past six months the leadership and staff of the West Yorkshire and Harrogate
health and care organisations have been working together on how they respond to the
challenges we face. To support the six local places they are carrying out a range of work
collectively across the STP wide area. Working in this way is for one or more of three
reasons:





Services cut across the area and beyond the six local places. For example some services
are not provided everywhere and require people to travel across local places i.e. stroke
and cancer support.
There is benefit from doing the work once and sharing, so we make the best use of the
skill and expertise we have.
Working together can deliver a greater benefit than working separately.

On this basis they have 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
1





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.
The latest draft plan was submitted to NHS England on Friday 21 October and we are
awaiting formal feedback. We aim to publish the plan as soon as possible, alongside a public
facing version and a full synopsis of all the engagement work that has been conducted since
2012.
As many of these issues are not new, the plans are able to draw on significant prior work and
engagement with the public.
Over the next six months we will continue to work together to engage with Health and
Wellbeing Boards, staff, stakeholders and local communities, to further develop our plans
and build on engagement activities to date, ensuring the involvement of everyone in future
conversations around proposals for change.
2.3

To ensure clarity of plans we have locally moved away from referring to our local plan as an
STP and are now describing it as our Wakefield Health and Wellbeing Plan. We feel that this
clearly articulates the system ownership of our local plan whilst contributing to the overall
West Yorkshire STP.

2.4

Our 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. Governing Body
have previously been given an overview of the proposed content of the local Wakefield
Health and Wellbeing Plan (draft attached at Appendix A), the local plan element of the
West Yorkshire STP. In addition colleagues have also previously outlined associated plans
which contribute to enabling delivery of the local plan such as the Local Digital Roadmap,
Local Estates Strategy and Developing New Models of Care.

2.5

Engagement has been an important strand of the development of the Wakefield Health and
Wellbeing Plan. The Health and Wellbeing Board have had a number of development
workshops throughout the process, one of which was comprised of over 50 delegates from
across the Health and Social Care system and beyond. Stakeholder consultation has been an
ongoing process with key input from the voluntary and community sector and partners who
are keen to contribute to the wider determinants of health. A number of public consultation
events were held at the beginning of the process, these Commissioning Maze events were
held across the district to enable as diverse a range of public and patient representatives to
attend as possible, including specific events targeted at New College students, patient
groups and trainee registrars. In addition we have attended a number of patient
engagement groups as the plan evolved. This work will continue over the coming months
and throughout the life of the plan.
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3.

Delivery of the Wakefield Health and Wellbeing plan

3.1

Governance and Accountability
In Wakefield at the start of the development of our plan we agreed that we would take an
innovative approach by not only aligning our local plan and HWBB strategy, but by having
one document in terms of vision, approach and strategy which would be owned and
accountable to the Health and Wellbeing Board. At the Governing Body meeting in
September we set out our proposals for delivering our local plan through having
workstreams for each of the six outcomes, each owned and led by a Health and Wellbeing
Board member accountable to the Health and Wellbeing Board for delivery. Governing Body
members were supportive of this approach and it was approved at the Health and Wellbeing
Board in September with proposed representatives to lead the workstreams currently under
discussion. It is anticipated that task and finish groups to set out plans under the
workstreams will meet over the coming months in order to begin work in January following
publication of operational plans.

3.2

Delivery through Operational Plans
On the 22nd September NHS England published operational planning and contracting
guidance 2017‐2019. This has been published earlier than usual to help local organisations
to plan more strategically and it also covers two years to provide greater stability and to
support transformation. It is underpinned by a two year tariff and a two year standard
contract and it represents delivery of years 2 and 3 of the Wakefield Health and Wellbeing
Plan.

3.3

Key points in relation to operational plans and our approach in Wakefield are set out in the
accompanying presentation.

3.4

The key timescales for completion of operational plans are:











National Tariff consultation begins 31st October
Submission of full detailed financial plan (local) for 2017/18 – 2018/19 by 1st November
Initial contract offers to providers by the 4th November
NHS Standard Contract published 4th/11th November
Submission of full financial plan (national) by 18th November
Submission of full draft operational plans
Tariff consultation closes 28th November
Contracts signed by 5th December
National Tariff published 20th December
Submission of final operational plans 23rd December

4.

Next steps

4.1

Following approval of the draft Wakefield Health and Wellbeing Plan, we will continue to
consult and engage with the public and key stakeholders in order to have a final copy for
publication along with the year 2 and 3 operational plans in January 2017.

4.2

We will continue to work with Health and Wellbeing Board members to identify leads for
each of the workstreams in order to deliver the plan, with regular updates being brought
back to Governing Body for discussion.
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5.

Recommendations

5.1

Governing Body Members are asked to:






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

Draft

Wakefield District Health and Social Care
Wakefield District
40 Practices;
354,096 registered population;
332,000 resident population;
3 Integrated hubs;
coterminous boundaries
with the LA

There are 76,388 children and young
people aged 0-19 living in Wakefield 23.2% of the total population. There are
c488 children and young people in care.

As of January 2015 there were
50 registered Care Homes within
the Wakefield District which
cater for people aged 65 and
over. A further 17 Care Homes
support individuals under the
age of 65 with physical
disabilities, LD and mental health
issues. This provides 2435 active
beds.

Police officers:
481
Police staff: 181
PCSOs: 59
Special
constables: 128
Police
Volunteers: 9

2 hospices
1500 Voluntary and Community Sector
organisations

154 operational firefighters plus retained
firefighters carrying out preventative
home visits

43 Domiciliary
care providers
Multi agency safeguarding hub with X police
and health staff working together to
safeguard the district

2

Layers of Transformation
In Wakefield there are four different layers on which we carry out our planning and we are clear about the layers on which we commission and
transform services and where it is most appropriate to do so. It is acknowledged that most transformation will happen at a local level however,
there will be priorities which are better commissioned and transformed on a larger footprint. Whilst distinct priorities have been identified for
each of the transformation layers, it is also important to understand the golden thread which runs through all layers (for example with cancer
services) and the alignment across all the local plans in West Yorkshire.

Y&H Place, YAS,
Specialised
Commissioning

Some elements of transformation can only take place on much larger footprints and need to
be on a wider Yorkshire and Humber level. In particular Yorkshire Ambulance Services (of
which NHS Wakefield CCG are the contract lead) and some elements of specialised
commissioning.

West Yorkshire Place,
Healthy Futures
programme and links to
Working Together
programme

The Healthy Futures Commissioning Collaborative has identified Urgent and Emergency
Care, Mental Health, Cancer, Specialised Commissioning, Workforce and Prevention at Scale
as the key priorities for the West Yorkshire STP. There is a ‘golden thread’ through all layers
of planning which identifies the interdependencies of delivery within local plans and at scale
via the Healthy Futures STP.

SRG Place, Planned care
transformation, clinical threshold
management, system leadership,
interdependencies with primary care

Meeting the Challenge continues to be a focus in 16/17 with the hospital reconfiguration
and system redesign programme being in year three of implementation A Joint Clinical
Leaders Forum across Wakefield, North Kirklees and Mid Yorkshire Hospital Trust provides
the foundations upon which planned care transformation and clinical threshold
management programmes will be delivered. Across the Mid Yorkshire footprint the
interdependencies with primary care are critical to ensure success.

Wakefield Place, Addressing local health need,
integration (joint commissioning and planning),
primary care (primary care networks and
commissioning hubs), prevention, vanguards, primary
care variation.

Commissioning and transformation plans are centred on the ‘Wakefield place’ based on the
Joint Strategic Needs Assessment and taking in to account national drivers within the Five
Year Forward View. There are three priorities in this layer: Integration, Primary Care
variation and Prevention. The development of New Models of Care through developing an
Accountable Care system will be a key priority in 16/17, 17/18
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Local Governance – Delivering the Wakefield
Health and Wellbeing Plan
Wakefield Health and Wellbeing Board

Overseeing six workstreams of the plan each led by a Health and Wellbeing Board
Member
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 coowned 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

Supported by task and finish groups, and existing groups including:
Connecting Care Executive
Connecting Care Joint Health and Social Care Partnership
Joint Transformation Programmes across Children’s and Adults
MYHT System Oversight and Assurance Executive
A&E Improvement Group
Planned Care Improvement Group
In addition links to Children and Young People’s Partnership and Wakefield
Safeguarding Boards
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Wakefield as part of the West Yorkshire STP

This approach brings
together local and
collaborative West
Yorkshire plans to deliver
the required cumulative
impact at a population level
to meet our gaps.

Nine priority areas:
–
–

Our local plans retain
primacy. Much of the
transformation will be
delivered at local level.

Particularly, wellness,
prevention and
primary &
community services
5

–
–
–
–
–

Supported by enabling workstreams:
digital, workforce, leadership & OD,
communications & engagement, best
practice and strategic commissioning

–
–

Urgent &
Emergency Care
Specialised
Commissioning
Mental Health
Prevention
Stroke
Cancer
Primary &
Community Care
Acute Sustainability
Standardisation and
Variation
5

Principles by which we will deliver the STP
Person Centred Approach
Commitment to increasing digital literacy
Brave challenging ownership culture
Commitment to a ‘prevention comes first’ approach to finance
Bringing communities with us
Acknowledge the political element to our conversations
Embed what we know already works
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Working in Partnership
Reducing the Health and Wellbeing, Care and Quality and Finance and Efficiency gaps and as a result, our vision and outcomes will need us to work
together across not just the health and social care sector but across the public and private sector in Wakefield.

Public
Through the Health and Wellbeing Board and existing programmes of work such as Connecting Care our integration programme, we have over the
years developed strong mature relationships across our public sector, particularly in terms of health and social care. Over recent years however, this
has extended beyond traditional health boundaries through understanding the role that other public sector organisations can bring in tackling some of
the wider determinants of health. We know have strong relationships with Wakefield and District Housing in both integrated care and mental health
and also West Yorkshire Police in developing street triage for the district. We are also exploring new links to how we can work with other
organisations such as Fire and Rescue to deliver sustainability and transformation in our district.

Voluntary and Community Sector
We have a long history in Wakefield of working with our local Voluntary and Community Sector and they are a strong strategic and operational partner
across our health and social care sector who:
•
Works with and is part of communities with the greatest health inequalities creating trust, reach, culturally sensitive services, intelligence about
gaps, people engagement;
•
Works with people in an asset-based, person centred way, designed to empower and support people to recovery, to self- management, to
staying in the community;
•
Provides interventions that holistically address and understand the wider determinants of health and wellbeing, employment, housing, debt,
education;
•
Operates in a flexible way, both to meet the person’s needs but in addition able to organise flexibly to address unmet needs
•
Delivers evidence-based cost effective health and care interventions.

Private Sector
We recognise that the private sector has a key role to play in our STP, particularly in terms of the prevention agenda. As a district situated in an area of
significant logistical importance, Wakefield has the fastest growing economy in the Leeds City Region and has a flexible workforce with 2.7m people
living within 20 miles of the city. This brings the opportunity for us to work more closely with our local businesses through ‘Wakefield First’ to
encourage their workforces to self care, have healthier lifestyles and to access healthcare in the appropriate way at the appropriate time.
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The Wakefield Health and Wellbeing Gap
Despite many years of work, Wakefield continues to have significant health issues. The Wakefield Health and Social Care economy is clear
that our STP should focus on a shift towards prevention, which we aim to achieve through our Wakefield approach. Our JSNA reaffirms to us
that our Health and Wellbeing Board priorities of early years (with a focus on childhood obesity, breastfeeding and maternal smoking at
delivery), long term conditions (including diabetes, respiratory and circulatory diseases), Mental Health (including dementia and self harm)
and older people (including reducing social isolation) will address the health and wellbeing gap for Wakefield. In addition these priorities will
inform the review of the Wakefield District Outcomes Framework which is owned by public and private sector organisations in the Wakefield
District.

Our population is changing, with both
an increasing ageing population and an
increase in the population in our
children and young people.
It is
important that we plan for these
changes to ensure safe and healthy
futures.

Our STP has a focus on self-care as an element of
prevention, with a common narrative and approach
across the health and social care system through
the Health and Wellbeing Board. This will allow
some of our wider partners such as housing and
the police to be able to help promote self care and
it will be an important element of our STP. Through
tackling our prevention and self care agenda we
will reduce avoidable admissions over the next five
years.
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The Wakefield Health and Wellbeing Gap –
Prevention at Scale
Our aspiration for 2020/21 is that we want people in Wakefield to have healthier, happier and longer lives with less inequality and to deliver this we will
need to move to prevention at scale. We know that focussing on improving the first 1000 days of a childs life will bring about significantly increased health
and well being in future life. Focussing not solely on health and social care but also on the wider social determinants of health will support this prevention
approach, particularly when looking at employment, housing, social isolation, the built environment and education.

Wakefield has one of the lowest
breastfeeding rates in the region
Older children have higher levels
of decayed teeth than regional
and national levels
Alcohol consumption continues to
be an issue, with
harmful/hazardous drinking being
greater than the national average
which is reflected in increasing
levels of liver disease in the
district

In Wakefield we experience higher levels of child poverty
than the national average. In 2012 the national rate was
19.2% compared to 20.6% in Wakefield.

Significant challenges in terms of
tackling long term conditions,
particular in relation to
respiratory and circulatory
problems alongside the 16
cancers related to smoking and
rising levels of diabetes
19.8% of older people living in
poverty
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The Care and Quality Gap
We know that we need to tackle variation in care and to reduce health inequalities across the
district. In addition some challenges which have existed for some time now around our
constitutional indicators such as Referral to Treatment and A&E waiting times will need to have
significant focus over the next five years to ensure we provide the best quality of care to our
patients.
Womens
expressing that
they have had a
good experience
of maternity
services is at 81%

26 of our GP practices were inspected in
2015/16 with 3 rated outstanding and 23
rated as good. Patients having a good
experience of GPs in Wakefield is currently
73.3% which is above the regional average

Our Acute Trust has significant long term issues with
sickness and retention, in 2015/16 sickness was at 5% and
leavers within the Trust at 6%, both above the national
average. This is a key focus area to ensure we have safe
staffing levels for all our patients.

54.1% people with
a learning
disability received
an annual health
check

CCG

Total no
of GPs
and
Nurses

GPs and
Nurses
per 1000
populatio
n

% GPs
and
Nurses
over 55

% GPs
and
Nurses
over 65

NHS
Wakefield
CCG

121.48
(to be
amended)

0.61
(to be
amended)

18.5%
(to be
amended)

0.0%
(to be
amended)
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Developing the Wakefield Health and Wellbeing
Plan with our Communities
Engaging with our patients and communities is always at the heart of all our work and alongside working with our patient reference groups
and primary and secondary care workforce, we carried out a series of engagement events to help us develop our plans. These events
allowed us to hear first-hand from the public, what their concerns are and what they value about services and how this fits with reducing the
health and wellbeing, care and quality, and finance and efficiency gaps. These are some of their comments:
Investing in health
education is an
effective way to
increase health and
wellbeing

Where safe and
appropriate
cheaper
medecines should
be prescribed
The NHS should
invest more and
use digital
technology to
improve care

People should
take more
responsibility
for their own
health

Money for
community
services and public
health should be
ringfenced

Focus on early and
quick diagnosis
particularly in the
case of cancer

There should be
investment in to
developing resilient
communities to
reduce social
isolation

Where prescribed
goods are readily
available in shops
or cheaper in shops
they shouldn’t be
prescribed

Extended
access in
primary care is
needed to
reduce A&E
wait times
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Wakefield Challenges to Outcomes – Reducing
the Three Gaps
Radical reduction in
hospital admissions
where appropriate
leading to reinvesting in
prevention
A shift towards
allocation of resources
based upon primary
and secondary
prevention and social
determinants of ill
health

New Accountable Care
Systems to deliver new
models of care

5 Year
Outcomes
Collective prevention
resource across the
health and social care
sector and wider social
determinant partners

A strong ambitious coowned strategy for
ensuring safe and
healthy futures for
children
Expanded Health and
Wellbeing Board
membership to
represent wider
determinants
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Wakefield STP outcomes 2020/21
Radical reduction
in hospital
admissions where
appropriate
leading to
reinvesting in
prevention

Building on the current integrated care models and learning from vanguards to design services to reduce
hospital admissions where appropriate further and faster. Exploring using some of the savings where
possible to reinvest directly in more preventative workstreams.

New Accountable
Care Systems to
deliver new
models of care

Building on Connecting Care, designing a new accountable care system through removing traditional
organisational boundaries. It will need to be primary care and community focussed, caring for the whole
person seamlessly

Collective
prevention
resource across the
health and social
care sector and
wider social
determinant
partners

This allows us to move away from a traditional approach of prevention being the responsibility of Public
Health to it being the responsibility of everyone. Working towards collective resources across the health
and social care system and businesses beginning to take accountability for the health and wellbeing of
their workforce.
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Wakefield STP outcomes 2020/21
Expanded Health
and Wellbeing
Board membership
to represent wider
determinants

Expanding the membership of the strategic leadership of the Health and Wellbeing Board to include
organisations outside of traditional health and social care sector. This will lead to work programmes also
focussing on things which contribute to health and wellbeing such as skills, safety and poverty amongst
others.

A strong ambitious
co-owned strategy
for ensuring safe
and healthy
futures for children

To have a strategy across all partners which has a true preventative approach to ensuring safe and healthy
futures for children. This will include how we tackle issues such as:
•
Child Poverty
•
Skills for life
•
Parenting Skills
•
Worklessness
•
Safeguarding
•
Prevention
•
Self Harm

A shift towards
allocation of
resources based
upon primary and
secondary
prevention and
social
determinants of ill
health

Through achieving the previous outcomes as a system we should begin to see a shift towards allocation of
resources in different areas where appropriate, moving from a high percentage of costs in unplanned
hospital admissions to more investment in prevention and wider determinants of health.
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Impacting on the Three Gaps
Theme

17/18

18/19

19/20

20/21

Smoking:

21%

20.5%

20%

19.5%

Development of Employer
Health and Wellbeing workplace
wellbeing charter encompassing
smoking cessation. Smoking
alliance to deliver smokefree
play parks.

Measures:

•

•

- Percentage of adults (16+) who
are smokers
- Reduction in the percentage of
lung cancer

•

Health and Wellbeing Gap – reducing the level of smoking prevalence in the district will ensure
increased health and wellbeing contributing to lower levels of respiratory disease and lung cancer. In
particular reducing the number of women smoking at time of delivery will lead to more of our
children and young people having better health in their first 1000 days and having healthier lives.
Care and Quality Gap – through a joined up approach to commissioning across our health and social
care system our patients will receive clear advice and access to smoking cessation services in the right
place and at the right time.
Finance and Efficiency Gap - a 2% reduction in smoking prevalence would result in a 2% reduction in
attributable admissions, this would potentially give recurrent savings of £100,000 per annum.

Theme

17/18

18/19

19/20

20/21

Obesity:

68%

67%

66%

65%

Development of a shared self
care narrative.
Working with employers across
the private sector on healthy
lifestyles.
Tier 1-4 care pathway for
managing obesity

Measures:
-

Percentage of adults (16+)
with a self-reported BMI or
25 or higher
Reduction in the number of
patients newly diagnosed
with diabetes.

•

•

•

Health and Wellbeing Gap – reducing the percentage of our adults in the district with a BMI of 25 and
over will have a significant impact on health, reducing the risk of serious diseases such as diabetes,
heart disease and cancers. In turn with a reduction in obesity in adults and a shared narrative across
all partners there should also be an impact on the level of child obesity which would lead to better
health outcomes for our children and young people.
Care and Quality Gap – Through a shared self care narrative supported by a range of commissioned
services including a specialist weight management service we intend to get Wakefield moving and to
ensure that patients get the support and care they need.
Finance and Efficiency Gap - estimated cost to the NHS in Wakefield of excess weight and obesity is
£109 million p.a. in 2013, and increasing by £1m each year. Potential cost savings of £8m if target is
achieved ie 5% more adults in Wakefield have a normal BMI.
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Impacting on the Three Gaps
Theme

17/18

18/19

19/20

20/21

Cardiology:

47 per 100,000

44.5 per 100,000

43 per 100,000

42 per 100,000

A shift to early detection and
identification of long term
conditions, through a skilled
primary care workforce

•

Measures:

- Directly standardised rate of
deaths from coronary heart
disease of people aged under
75, per 100,000 population (3
years pooled data)

•

•

Health and Wellbeing Gap – our prevention at scale workstream brings a shared approach to
encouraging healthier active lifestyles which will not only reduce the amount of people developing
long term conditions such as this but also reduces the possibility of admission to hospital and
premature mortality.
Care and Quality Gap – our work to ensure a skilled primary care workforce and e-consultation will
lead to improved detection and identification of cardiology conditions. Alongside our shared self care
narrative to support those with long term conditions we will ultimately over the life of our plan lead
to 22 fewer deaths.
Finance and Efficiency Gap – Through early detection and improved self management of long term
cardiology conditions there will be a contribution to reducing the finance and efficiency gap by
reduced emergency admissions.

Theme

17/18

18/19

19/20

20/21

Respiratory:

21 per 100,000

20.3 per 100,000

20 per 100,000

19.5 per 100,000

Work with primary and
secondary care to implement
National recommendations of
care for both Asthma and COPD

Measures:
-

Directly standardised rate of
deaths from COPD of people
aged under 75, per 100,000
population (3 years pooled
data)

•

•

•

Health and Wellbeing Gap – our work on reducing smoking prevalence will have a direct impact on
improving the health and wellbeing of our patients, reducing the risk of developing respiratory
disease. This will lead to reductions in asthma in adults and children and young people, in addition
reducing the level of premature mortality for those with chronic obstructive pulmonary disease.
Care and Quality Gap – through a shared narrative around self care we will be able to ensure those
with respiratory problems are supported to self care where appropriate, avoiding where possible
admission to hospital.
Finance and Efficiency Gap – our work on respiratory would contribute to a reduction in smoking
prevalence. A 2% reduction in smoking prevalence would result in a 2% reduction in attributable
admissions, this would potentially give recurrent savings of £100,000 per annum.
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Impacting on the Three Gaps
Theme

17/18

18/19

19/20

20/21

Frail Elderly:

2089

2055

2021

2000

Embed the Wakefield District
Prevention Principles across
older peoples services

Measures:

•

Health and Wellbeing Gap – our Connecting Care programme aims to maximise the health and
wellbeing of our older people and through identifying those most at risk of falls and supporting them
we are able to increase health outcomes and minimise the possibility of admission to hospital.
Care and Quality Gap – our approach to multidisciplinary teams in our Connecting Care programme
ensures that we are able to provide the best quality care to avoid incidences of falls and to provide
services in the right place at the right time to support patients to stay in their home safely.
Finance and Efficiency Gap –through a planned approach to reduce the risk of repeat falls by
identifying people at risk and referring them for appropriate medication and falls prevention services
could lead to potential savings of £77 per person seen.

- A reduction in the rate of
injuries from falls in people
aged 65 and over per 100,000
population

•

Theme

17/18

18/19

19/20

20/21

Mental Health:

50%

50%

50%

50%

Jointly with the Local Authority
we will review pathways and
seek to identify innovative ways
of working together. We have a
joint aim with the Local
Authority to reduce the stigma
of mental health and improve
population wellbeing.

•

•

•

Measures:
- An achievement of the 50%

Improving Access to
Psychological Therapies
(IAPT)recovery rate and access
standards for early Intervention
Psychosis service and IAPT

•

Health and Wellbeing Gap – we know that mental health has a significant impact on physical health
and wellbeing with life expectancy for people with bipolar disorder or schizophrenia is 15 to 20 years
below that of the general population, largely as a result of raised rates of cardiovascular disease and
other physical health conditions.
Care and Quality Gap – we are and will continue to review our mental health services and explore
new ways of providing care for our patients. We are commissioning three talking shops across the
district to provide a drop in service for people to access help. In addition using digital methods such
as the Big White Wall for adults and Kooth for our children and young people.
Finance and Efficiency Gap – we know that between 12% and 18% of all NHS expenditure on longterm conditions is linked to poor mental health, therefore through having provision of good quality
care we will be able to make a significant contribution to the finance and efficiency gap.
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Impacting on the Three Gaps
Theme

17/18

18/19

19/20

Developing a New Care
Model in Wakefield –
Multi Speciality
Community Provider

Increased integration and
managing condition / disease
pathways

Migration of services into the
MCP and increasing ability to
accept risk

Commission the MCP as an ACO
on through a capitated contract

Theme
Integration of
Wakefield support
services

20/21
Accountable Care Organisation
created

Health and Wellbeing Gap – through our new MCP people will be encouraged and supported to be
healthy by having access to advice and information which is clear, up to date and consistent and being
able to live in safe and positive communities. This will in turn improve the health and wellbeing of our
patients and increase opportunities for their future health.
•
Care and Quality Gap – the Wakefield MCP will facilitate greater standardisation of care pathways;
better access to specialist care; the strongest leadership development with innovation at the heart of
improvement initiatives; and the capacity and competence of the workforce to be strengthened
providing better care and quality for Wakefield patients.
•
Finance and Efficiency Gap – the Wakefield MCP provides the opportunity for efficiencies of £54.5m
overall (with net savings of £10.2m in 2020/21).
17/18
18/19
19/20
20/21
•

Virtual shared management
team

•

•

•

-

-

Fully integrated support services

Health and Wellbeing Gap – through having an integrated support services across the Wakefield
system we will be able to not just have shared commissioning policies, but also shared policies around
our own workforce. It will enable a shared narrative around the health and wellbeing of all our
patients and employees, fostering a culture of self care in the district.
Care and Quality Gap – a shared support service across the health and social care sector in Wakefield
enables the use of shared data and insightful business analytics to provide whole place and whole
person commissioning therefore ensuring better care and quality for our patients.
Finance and Efficiency Gap – Creating a partnership service that brings organisational expertise in
areas such as estates, commissioning, contract management and procurement together can drive
both efficiencies and improve quality and leads to the potential opportunity of £27.15m of
efficiencies.
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Cancer

What we will do

The Scale of the Challenge
•

•
•

•
•
•

•

•

•
•
•

In 2012, there were 14,015 children aged under 20 years
who were living in poverty, this is almost 20% of
children.
On average there are around 4,000 births each year in
Wakefield.
The proportion of women smoking during pregnancy is
significantly higher in Wakefield (18.6%) than the
regional (16.2%) and national (10.7%) averages
Breast feeding rates in Wakefield are amongst the
lowest in the country;
Each five year old child in Wakefield has on average 1.66
teeth that are decayed, missing or filled
Data shows that Wakefield has high rates of hospital
admissions caused by unintentional and deliberate
injuries.
the rate of hospital admissions as a result of self-harm is
significantly higher in Wakefield compared to both the
national and regional averages, and the rate is increasing
it is estimated that in Wakefield there are around 4,260
children with clinically diagnosable mental health
disorders, 9.6% of children
in the 2015 Children’s Survey. 16% of Year 9 pupils
stated that they had been offered drugs (of any kind)
It is estimated that there may be around 1,310 children
in Wakefield who are experiencing domestic abuse
There are X number of children in care

•

•

•

•

•

•

•

Develop and implement a strategy to ensure
Wakefield children and young people are healthy and
achieve their potential
Develop an action plan to address the
recommendations in the national maternity review
owned by all partners of the Health and Wellbeing
Board
We will address the review of the regional
recommendations on still birth & bereavement &
develop a plan for any remedial action required
We will continue to drive the choice agenda. We
have published a Local Offer which sets out our plans
for expansion of Personal Health Budgets to mental
health, Learning disabilities and Special Educational
Needs and Disability (SEND) in the first instance.
We will develop pathways for transition to adult
services which ensure that young people are
prepared for adult life.
We will maintain a focus on children through our
Children and Young Peoples IAPT programme and the
Future in Mind programme., enhancing dedicated
crisis, intensive support and liaison service for
children, young people and their families.
Baseline the new Children and Young People Eating
Disorder access and waiting time standard and
subsequently deliver the standard.

What will the impact be?
•
•
•
•
•
•

Urgent &
Emergency
Care

A reduction in the percentage of children aged 10-11 classified as overweight or obese.
A decrease in the percentage of women who are smokers at time of delivery
An increase in women’s experience of good maternity services
A reduction in the percentage of children living in poverty
A reduction in the number of children living in care and on the edge of care
A reduction in the rate of stillbirths and deaths within 28 days of birth per 1,000 live births and
stillbirths.

Specialised
Commission
ing

Core
Standards,
Quality &
Safety

Eliminating
Variation
and Waste

How will we enable change?
Technology
• Using and sharing information across teams in
our Early Help Hubs to support professionals and
families.
• Increase the use of mobile working.
• Introduce a digital version of the Redbook,
through this provide digital signposting to advice
and guidance.
• Recognising that the millennial generation
expects “digital by default”, therefore ensure
services are available across channels to support
parents using platforms they choose to use.
• Extending Schools App Challenge
Estates
• Exploring more opportunities for co-location of
childrens services within early intervention hubs.
Workforce
• We will use Facing the Future standards to
develop the right acute workforce model across
primary and secondary care’

Our Outcomes:
• A strong and co-owned strategy for
ensuring safe and healthy futures for
our children and young people
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Cancer

The Scale of the Challenge
•

•
•
•

•

•

The number of people living with two or more conditions
is rising rapidly and multi-morbidity is a more important
driver of costs in the health and social care system than
other factors such as age
between 12% and 18% of all NHS expenditure on longterm conditions is linked to poor mental health
In financial terms, at least £11 billion of NHS expenditure
can be linked to mental health co-morbidities
People with mental health problems use significantly
more unplanned hospital care for physical health needs
than the general population, including 3.6 times the rate
of potentially avoidable emergency admissions
Diagnosis and treatment of medically unexplained
symptoms costs at least £3bn every year in England. MUS
adds to pressures in primary care with these symptoms
accounting for up to 30% of all GP consultations
life expectancy for people with bipolar disorder or
schizophrenia is 15 to 20 years below that of the general
population, largely as a result of raised rates of
cardiovascular disease and other physical health
conditions

•
•
•
•
•

Specialised
Commission
ing

What we will do
Mental Health Transformation Programme (adults and
children)
• Jointly with the Local Authority we will review pathways
and seek to identify innovative ways of working together.
• We have a joint aim with the Local Authority to reduce
the stigma of mental health and improve population
wellbeing.
• We will maintain a focus on children through our
Children and Young Peoples IAPT programme and the
Future in Mind programme.
• Alongside our local priorities, we will also deliver against
the Healthy Futures Mental Health Programme
objectives of; reducing Mental Health in-patient
admissions, eliminating all out-of-area mental health
acute placements, reducing unnecessary attendance at
A&E for crisis episodes, reducing all inappropriate
emergency service responses, reducing Mental Health
Act detention in Police Cells and reducing number of
suicides.
• Baseline the new Children and Young People Eating
Disorder access and waiting time standard and
subsequently deliver the standard.

What will the impact be?
•

Urgent &
Emergency
Care

An achievement of the 50% Improving Access to Psychological Therapies (IAPT)recovery rate and
access standards for early Intervention Psychosis service and IAPT
An increase in the estimated diagnosis rate for people with dementia
An increase in the percentage of patients diagnosed with dementia with a care plan who have
received a face to face review in the preceding 12 months.
An increase in the proportion of people with a learning disability on the GP register receiving an
annual health check
A reduction in the reliance on specialist inpatient care for people with a learning disability and/or
autism
An increase in the promotion of good mental wellbeing, increased prevention of future mental health
problems, and support pre-crisis point and during recovery

Core
Standards,
Quality &
Safety

Eliminating
Variation
and Waste

How will we enable change?
Technology
• Online resources have a larger part to play in engaging and
supporting our young people eg Kooth.
• Providing access, for those who choose to use it, to online
Mental Health services eg “Minddistrict” (Rightstep 24/7).
• Using a person held record to maintain a digital diary
• Our suicide prevention programme aims to reduce suicides
by targeting mental health stigma in key risk groups and
supporting early intervention.
• Understanding mental health needs through detailed local
intelligence about mental health morbidity.
Estates
• Working with Turning Point to develop 3 talking shops
across the district.
• Developing co-location of staff with WDH and Connecting
Care and early intervention hubs.
• Collaboration between the CCG, West Yorkshire Police, YAS
and the three mental health trusts has secured funding to
improve health based places of safety for people in mental
health crisis.
• Tackling social isolation and improving resilience through a
new social well-being service and small grant VCS fund.
• Improving mental well-being via lifestyle interventions
delivered by public health services
Workforce
• Re-design of Clinical Support Workforce will see the
extension of clinical apprenticeships, through to the
development of Associate Nurses providing clearer career
progression into professionally qualified nursing roles.
• Medical agency spend will be reduced over the next 12
months with recruitment of Consultants into a new Mental
Health Acute and Community model of service.
• Workplace Well-Being charter and the Local Authority Good
Growth Strategy.

Our Outcomes:

• New Accountable Care Systems to
deliver new models of care
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The Scale of the Challenge
Long Term Conditions Care Management
• In 2014/15 in Wakefield 66.7% of people with a long term
condition felt supported to manage their own condition,
we need to do better to support more people
• In Wakefield in March 2016 we had 8.5 personal health
budgets per 100,000 population, lower than the regional
and national average.
• The quality of life of carers (health status score)in
Wakefield in March 2015 was 0.78 which is below both the
national and regional average.
• Currently there are 25,200 people diagnosed with asthma
in Wakefield. This is 7% of the population, compared to 6%
nationally
• We have around 10,200 people with COPD. This is 2.8% of
the population – much higher than the 1.9% nationally.
• Premature mortality from COPD is much higher in
Wakefield (21.52 per 100,000) than in England (17.70 per
100,000)
• In addition premature mortality from stroke is 21.5
compared to a national average of 13.5 and premature
mortality from coronary heart disease is 54.4 compared to
40 nationally.

What we will do
Long Term Conditions Care Management
• A shift to early detection and identification of long term
conditions, through a skilled primary care workforce
• 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)
• Develop a new Multi Speciality Community Provider Contract
for a new accountable care system in the district
• Continue to work across primary and secondary care to
ensure that diabetes patients achieve all three of the NICE
recommended treatment targets
• Work with primary and secondary care to implement National
recommendations of care for both Asthma and COPD
• Review respiratory care pathways to ensure appropriate
management of patients at all stages of the disease and
including those with acute presentation of respiratory disease

What will the impact be?
•
•
•
•
•
•

Urgent &
Emergency
Care

Reduction in the number of Emergency Admissions for urgent care sensitive conditions
An increase in percentage of people with a long term condition feeling supported to manage their
condition
An increase in the number of people with diabetes diagnosed less than a year who attend a structured
education course
An increase in the percentage of diabetes patients that have achieved all the NICE recommended
treatment targets.
Improved outcomes for those living with respiratory disease as diagnosis and management meets
national and local standards.
Appropriate use of resources through adoption of best practice guidance which includes
pharmacological and non pharmacological management of respiratory disease.

Specialised
Commission
ing

Core
Standards,
Quality &
Safety

Eliminating
Variation
and Waste

How will we enable change?
Technology
• Person held records and self-care apps will support
people with LTC to understand their conditions and
take greater responsibility for self-care.
• Share information across multi-disciplinary teams to
underpin new care models in the right place at the
right time by the right person
• Encourage use of virtual consultations to support
people in their own home
Estates
• Integration hubs
Workforce
• Workforce framework - Shaping the future together
the Wakefield Connecting Care Integrated Workforce
Framework
• Competencies – report and recommendations
completed using the Frailty pathway.
• Workforce profiling – Wakefield Adult social care
workforce report and high level health workforce data
collected
• Workforce Transformation (HR ) group established
and operational

Our Outcomes:
• New Accountable Care Systems to
deliver new models of care
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The Scale of the Challenge

What we will do

How will we enable change?

Older People: Current and Future Challenges
• We know that in 14/15 there were 2189 injuries from
falls in people aged over 65 and over per 100,000
population, which is above the national average
• In Q2 2015/16 in Wakefield we had 825.16 emergency
admissions of urgent care sensitive conditions per
100,000 population which is considerably higher than
the national average
• In February 2016 we had an estimated dementia
diagnosis rate of 66.5% which is on a par with the
national average however we have ambitions to do
considerably better.
• In Q2 2015/16 we had 1.04 emergency bed days per
1,000 population which is higher than the national and
regional average.
• 4.5% daily occupied beds attributed to Delayed
Transfers of Care
• Premature mortality for stroke is 21.5 per 100,000
compared to 13.5 per 100,000 nationally.
• We have around 10,200 people with COPD. This is
2.8% of the population – much higher than the 1.9%
nationally

Older People: Promoting independence and ambition
• Work towards an age friendly district through the
development of dementia libraries and our work on
frailty falls for example
• Embed the Wakefield District Prevention Principles
across older peoples services
• Moving towards a focus on preventative/self care to
older peoples health
• Continue to build on the Care Home Vanguard to
expand learning across the district
• Review of the dementia pathway with a view to
transforming services for patients and meeting the
Prime Ministers challenge on Dementia 2020
• Jointly develop a public health Dementia Health Action
Plan
• Ensure that care plans and patients notes are shared
across care settings.
• Ensure that a greater number of calls result in a patient
speaking to a clinician via a clinical hub.

Technology
• Moving towards a focus on preventative/self-care to
older people’s health using digital signposting as an
additional channel
• Continue to build on the Care Home Vanguard to
expand use of NHSmail and SystmOne to better
support older people
• Develop of virtual consultations to support people in
their own home or in a care home
• Implement remote and assistive technologies to
support people at home
Estates
• Development of the Waterton Integrated Hub to
facilitate effective delivery of Connecting Care
• Development of the Castleford Integrated Hub in line
with the wider provision of primary and secondary
care.
Workforce
• Create and roll out a Wakefield Connecting Care
customer care strategy and training programme –
based on local best practice and offered to relevant
frontline staff

What will the impact be?
•
•

A reduction in the percentage of deaths which take place in hospital
A reduction in the rate of injuries from falls in people aged 65 and over

Our Outcomes:
• A radical reduction in hospital
admissions where appropriate leading
to reinvestment in prevention
• New Accountable Care Systems to
deliver new models of care
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What we will do

The Scale of the Challenge
•

•

•

•

•

•

•

In Wakefield in Q3 2015/16 86% of people with an
urgent GP referral had a 1st definitive treatment for
cancer within 62 days of referral, lower than the
regional average
In 2013 68.6% one year survival from all cancers,
significantly lower than the national average, this is a
particular challenge for lung cancers.
In 2014 Cancer patient experience was rated as 0.87
which again is significantly lower than the national
and regional average.
We know that Lung cancer mortality in deprived
parts of the District is three times higher than in
affluent areas.
In Wakefield District 42% of lung cancers are
diagnosed via emergency presentation (37% at Stage
4).
In Wakefield we achieve below minimum targets for
bowel (56% compared to a 60% target and cervical
(77% compared to an 80% target) screening.
Smoking prevalence (linked at least 14 cancers) was
21.9 in 2014/15 which is higher than the national
(18.4) and regional (20.5) average.

•

•
•

•
•
•
•
•
•
•
•

We will develop programmes of work under the six
recommended work streams of the national cancer
strategy as detailed on the next page and aligned to
the West Yorkshire Cancer programme.
We will have an initial focus on Lung, Breast,
Prostrate and Bowel cancers.
We will work towards an Increase in five and ten-year
survival, with 57% of patients surviving ten years or
more
We will work towards an increase in one-year survival
to 75%,
We will work towards a continuous improvement in
patient experience
We will seek to deliver a continuous improvement in
long-term quality of life
We will seek to reduce smoking prevalence to 13%
Drive a national ambition to achieve earlier diagnosis
Establish patient experience on par with clinical
effectiveness and safety
Transform our approach to support people living with
and beyond cancer
Explore investing in the Urgent Suspected Cancer
pathway to improve take up from 3% to 8%

What will the impact be?
•
•
•
•
•
•
•

Urgent &
Emergency
Care

An increase in the percentages of new cancers diagnosed at stages 1&2 as a
proportion of all new cases of cancer diagnosed.
An increase in the percentage of people with an urgent GP referral who have had a 1st
definitive treatment for cancer within 62 days of referral
An increase in the percentage of one year survival from all cancers
An increase in the rate of cancer patient experience
A reduction in the percentage of lung cancers diagnosed via emergency presentation
An increase in rates of screening for bowel, breast and cervical cancers
A reduction in smoking prevalence
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Eliminating
Variation
and Waste

How will we enable change?
Technology
• We will seek to extend the use of e-referrals beyond
lung cancers, particularly bowel and prostate
• Work through the Local Digital Roadmap to drive interoperability in relation to online results.
Estates
• Utilisation of more diverse estates to pilot prevention
schemes.
Workforce
• Embedding an ‘every contact counts’ approach to and
referral to prevention services within all cancer
commissioning and service development
• Developing a local community based approach to
Clinical Nurse Specialists
• Development of an Employer Health and Wellbeing
workplace wellbeing charter including employer
approach to tackling smoking for example
Research
•
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.

Our Outcomes:
A radical reduction in hospital admissions where
appropriate leading to reinvestment in
prevention
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Prevention and
Public Health

Early Diagnosis

Patient
Experience

•
•
•
•
•
•

Joint commitment to West Yorkshire Trading Standards
Employer Health and Wellbeing workplace wellbeing charter
Breathe 2025, Tobacco Alliance, Smokefree playparks. Aspirational target for reduction to 13% in line with WYSTP
Development of the Oral Health service
Community Pharmacy Cancer signs and symptoms & Community Pharmacy alcohol scheme
Development of joint working between Specialist smoking cessation services with Wakefield District Colleges and
between Wakefield Libraries and secondary school curriculum.

•
•
•
•
•
•

GP Target events tackling primary care variation in referrals
NICE guidance vs diagnostic capacity
Ensuring delivery of the Local Digital Roadmap and development of interoperability.
Delivery of the WYSTP cancer programme and diagnostics and WYAAT radiology workstream
Extending e-consultations from lung to further cancers
Investing in the Urgent Suspected Cancer pathway to improve pick up to 8%

•
•
•
•

Development through the Local Digital Roadmap of inter-operability & Online results
Delivery of the WYSTP cancer programme and diagnostics and WYAAT radiology workstream
Shared care pathways for cancer as a long term condition
National survey of patient experience – recommendations to be addressed in an action plan locally and linking to
WYSTP & PROMS
Developing a local community based approach to Clinical Nurse Specialists

•
•
Living with and
Beyond Cancer

High Quality
Service

•
•
•
•
•
•
•
•
•

Commissioning
Accountability
and Provision

•
•
•
•
•

Living with and beyond cancer phase 3 programme – holistic needs assessment, treatment summaries, cancer care
review (PC), health and wellbeing events – breast, colorectal and prostrate
Risk stratified pathways (already in place for prostrate – exploring extending to breast and colorectal)
Links to WYSTP cancer programme and diagnostics and WYAAT radiology workstream
Palliative Care Review
Shared care pathways for cancer as a long term condition
Maintaining strategic leadership through the Cancer Locality Group.
Utilising Rightcare
Safetynetting/Iinked to Local Digital Roadmap (LDR)
Development of an implementaion plan to deliver the local cancer strategy including measurement of patient
outcomes
Learning from cancer peer review workshops
Oral Health promotion service (contract lever to refer to smoking cessation reducing oral cancers)
Recommissioning of Breastfeeding service
Recommissioned obesity service
Embedding of ‘every contact counts’ approach and referral to prevention services within all cancer commissioning
and service development
Local Cancer Dashboard
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The Scale of the Challenge
We know that demand for emergency and urgent care
services is rising. We also know that when people are in
crisis they need to be able to access services easily and
quickly, so in the past many access points and different
services have been put in place. But when people are in
crisis it is difficult for them to make rapid decisions with
complex service offers, so urgent and emergency care
access needs to be intuitive. We also know that the
demographics of our population is changing and we
need to ensure that we plan for this change.
Modernisation of urgent care outside of hospital to
ensure it co-ordinates better and is more responsive to
patients needs is also a key dimension. When engaging
with our population improving access to urgent care out
of hospital has been shown to be important. People
have supported the idea of having a GP or primary care
within the emergency departments and highlighted as
we expected that they would like to be seen as soon as
possible. Our approach locally is to use the feedback we
have received and national evidence to design an urgent
care system which works best for our local people.
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What we will do – Our Local Approach

Our Outcomes:

Glossary:•
HST - Hear, see and treat service, as
delivered through the West Yorkshire
Urgent and emergency care vanguard
•
ED – Emergency department

What will the impact be?
•
•
•
•

Delivery of 90% single care record (or equivalent) viewing in all Urgent
and Emergency Care settings.
Delivery of 90% eDischarge from Acute and Mental Health providers to
GPs
Joint governance across local urgent and emergency care providers
Clinical hub containing (physically or virtually) GPs and other health care
professionals
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Why specialised commissioning?

•Mortality in West Yorkshire (causes of deaths all ages, SMR 2008-2012) is significantly
worse than England and specialised services impact on all of our biggest killers
•In West Yorkshire the 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 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 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)

Why prioritise on a WY footprint?

• Specialised commissioning has the single largest contract value
in West Yorkshire (£500m) this is lower than the average per
capita expenditure for the North of England
• Opportunity to improve alignment between NHSE and West
Yorkshire developments to maximise the opportunities to
address the key gaps and strengthen the focus on earlier
intervention and prevention strategies
• Opportunity to created a shared understanding across all
stakeholders (population, workforce, commissioners and
providers) of the ‘tiering’ and ‘care bundle’ concepts and
processes which will inform which specialised services should
and could be provided across a bigger geography
• In order to maintain sustainability of services due to financial
or workforce challenges, there must be a West Yorkshire or
Yorkshire and Humber approach to the delivery of specialised
services

Delivering Transformational Change

Cancer services

CAMHS Tier 4

Complex neurorehab

Vascular

Severe and
complex obesity

This board 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

WY Steering Group

Sustainability
review outputs

A number of delivery programmes will drive the specialised
commissioning ambitions, 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.

Other priority workstreams, patient groups and
clinical networks
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The Scale of the Challenge
•

•

•
•

•

We know that performance in referral to
treatment incomplete pathways remain
unsatisfactory across our footprint, with a
2015/16 figure of 89.1% compared to the
target of 92.0%. In addition our diagnostic
waiting times remain below target on 97.8% in
2015/16 compared to 99%.
The number of clostridium difficile infections in
2015/16 was 90 compared to an annual target
of 72, although performance here does seem
to be improving in this year.
Registered Nurse (RN) staffing vacancies at
MYHT increased to 100.30 WTE in May 2016
Performance against the A&E waiting Time
Standard of 95% has been poor with the
2015/16 performance recorded at 85.8%.
Our ability to strengthen quality assurance
processes, respond where quality is below
standard and drive continuous quality
improvement will be key to making sure that
we deliver our key responsibility for quality and
safety.

What we will do
•

•

•

•

Where we have concerns about quality of care in any
setting we will share with the West Yorkshire Quality
Surveillance Group and with the CQC. We will
continue to work with MYHT to implement the
findings from the CQC inspections and act as a critical
friend to ‘test’ the impact of the improvements for
local patients through our programme of patient
safety walkabouts to the ward and service areas.
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 requires improvement rating in 2015.
We will finalise a Local Offer during 2016 which will set
out which areas for expansion of PHB we will focus on
first and outline a plan for future growth. The Local
Offer will include plans for people with Learning
disability, mental health needs and for children with
EHC plans.
We will continue to drive forward improvement
through our Quality Premium measures and our
constitutional targets

What will the impact be?
•
•
•
•
•
•

Urgent &
Emergency
Care

All local providers rated good or outstanding
Increase in the level of cancer experience
Increase in the level of women’s experience of maternity services
Increase in referral to treatment incomplete pathway percentage
Reduction in Serious Incidents reported
Increase in personal health budgets per 100,000 population

•
•
•
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How will we enable change?
Technology
• We will continue to work regionally to
develop a PACS programme.
• We aim to develop a digital patient
record (Shared Care Record) with key
data shared and accessible across
settings and providers.
• We will continue to ensure where
appropriate that E-referrals are the
primary route to referring in to
secondary care.
• 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.
Estates
• Using ETTF to ensure safe and high
quality premises in a primary care
setting
Workforce
• Recruitment and retention programmes
in MYHT

Our Outcomes:
A strong and co-owned strategy for ensuring safe and
healthy futures for our children and young people
A radical reduction in hospital admissions where
appropriate leading to reinvestment in prevention
New Accountable Care Systems to deliver new models
of care
27
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The Scale of the Challenge

What we will do

NHS England has published seven ‘RightCare Packs’
the information contained within each is designed to
support local discussions and inform a more indepth analysis around common conditions and
pathways. These packs covering cancer; the CVD
family of conditions, including diabetes; maternity
and early years; mental health and dementia; MSK;
neurology; and respiratory aim to help CCGs and
their wider health economies identify the best
opportunities for improving value for their
populations in these high level programme areas.
They then explore the variation within each
programme to show which specific areas along a
pathway the CCG might want to prioritise. In
Wakefield the scale of opportunity to explore here is
c£9m. In addition locally in our acute trust there is
an ambition and a need to reduce unwarranted
variation in areas such as pathology, procurement,
medicines optimisation, non-specialist acute
hospital costs, on the ward, in estates, in sickness
and absence and in orthopaedics as set out in the
Carter recommendations.

The CCG has now set out new ways of working which
will ensure that we can demonstrate a clear process
through which transformation can happen, with
consistent clinical engagement, cross organisation
input with prevention at the heart of all
transformation. In particular through the
introduction of a ‘plan, review, deliver’ model which
by using RightCare packs as a starting point for
exploration, we are able to drive transformation
through a Joint Better Value Group, Joint Modelling /
Analytics / Intelligence Group and Clinical Cabinet
Approvals Group. Our Acute Trust is fully engaged
with the Carter programme and will continue to
proactively
explore
opportunities
regarding
efficiency. As part of developing the Trusts future
five year strategy the board is identifying key
partnerships that will support sustainability and
efficiency. Mid Yorkshire is an active part of the
West Yorkshire Association of Acute Trusts and the
South Yorkshire Working Together Partnership.
These programmes have specific workstreams
looking
at
collaborative
working,
service
sustainability and estates.

What will the impact be?
•

•

Improved provider efficiency of at least 2% p.a. including through delivery of
Carter Recommendations, leading to reductions in the finance and
efficiency gap.
Efficiencies in the Wakefield Health and Social Care System through the
exploration of RightCare opportunities, leading to reductions in the finance
and efficiency gap.
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How will we enable change?
Technology
• Development and procurement of Programme
management systems to monitor major
transformation programmes.
Estates
• Explore through the Local Estates Strategy and
Local Estates Forum working towards One
Public Estate and to identify opportunities for
sharing elements of facilities management.
Workforce
• Introduction of a Joint planned care
Transformation programme across the Mid
Yorkshire Hospital footprint
• Introduction of a Joint Clinical Leaders Forum
• As part of the response to the Carter
recommendations for the Acute Trust to
develop plans to reduce agency spend and
develop, retrain and retain a workforce with the
right skills and values
• Development of Integrated multidisciplinary
teams to underpin new care models

Our Outcomes:

•
•

A radical reduction in hospital admissions where
appropriate leading to reinvestment in prevention
A shift towards allocation of resources based
upon primary and secondary prevention and
social determinants of ill health
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Working across the Mid Yorkshire Hospital Trust footprint
Our local Trust, through the implementation of the ‘Striving for Excellence’ Strategy aims to be an integrated care organisation, delivering
comprehensive and seamless services across community and hospital pathways. Working closely with the wider health and social care economy,
the overarching aim is to develop care pathways that provide services to patients in the right place, at the right time by the right people.

The Mid Yorkshire Hospital Trust (MYHT) is continuing to progress the
Acute Hospital Reconfiguration as part of the Meeting the Challenge
(MTC) programme. The Reconfiguration is rooted in the need to provide
services differently across the Trust’s three sites to ensure quality and
safety are maintained. The programme enters a critical phase of
implementation in 2016/17 and 2017/18. The key system changes which
underpin this are:
• The re-profiling of A&E services provided from the three hospital
sites;
• An integrated approach between acute, primary care and community
services;
• Delivering services 7 days per week;
• Centralising some services to improve quality and safety; and
• Greater reliance on delivery of urgent services outside of hospital and
providing elective services, outpatient, day case and inpatient surgery,
at the closest hospital to where a patient lives.
Implementation of clinical threshold management.
As a programme of work this involves:
• Providing consistent clinical information, including care pathway
information, to primary care clinicians at the point of potential
referral;
• Adoption of technology approaches, including e-consultation, and
similar approaches for primary care clinicians to share
information and opinion quickly and securely with secondary
care;
• Training opportunities for clinicians on “shared decision-making”,
how patients can make informed decisions, in conjunction with
their clinician, on what subsequent care they require.

Planned Care Transformation
We have an agreed framework for transformation of planned care
built upon effective clinical threshold management and robust
pathways of care as a key theme of the Five Year Forward View and
an essential enabler of the Meeting the Challenge reconfiguration
of hospitals. In 16/17 we will accelerate the work already
underway with a clinical leaders forum of primary and secondary
care clinicians to transform planned care across the Mid Yorkshire
footprint.
The CCG is seeking to build on the positive working relationships
they have developed with North Kirklees and the Mid-Yorkshire
Hospitals NHS Trust and In partnership there will be a focus on:
• Managing growth for non-urgent, non-cancer referrals
from primary care;
• Understanding and tackling any unexplained variation in
non-urgent, non-cancer referrals from primary care;
• Promoting the use of e-consultation to minimise the need
for primary care referrals for face-to-face outpatient
appointments;
• Supporting secondary care clinicians to initiate econsultations with primary care, as an appropriate
alternative to an outpatient referral;
• Re-looking at services which require provision in a hospital
environment and those that do not;
• 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.

Working across the Mid Yorkshire Hospital Trust footprint
7 days services
The MYHT continues to seek to make progress towards the delivery of
the 10 Keogh Clinical Standards for seven day working. During
2016/17, the Trust was invited to join the national drive towards seven
day services as a phase 1 early implementer. As such there is a focus
on the delivery of the four priority standards most likely to have an
impact on the mortality risk associated with weekend admission to
hospital.
The Trust currently have a number of specialties where a consultant
presence seven days a week already exists and these include Elderly
Medicine, Emergency Medicine, Acute Medicine, and Obstetrics &
Gynaecology .
As part of the early implementer programme the Trust has identified a
high level action plan and submitted this to NHS England. This plan
identifies the broad actions and timescales.
Clinical Strategy &
Operations Group
Medical Directors
Clinical Reference Group

Group

Chief Executive

West Yorkshire association of acute trusts
Is an innovative collaborative which brings
together NHS trusts delivering acute hospital
services from across West Yorkshire and
Harrogate to drive forward the best possible
care for our patients. Their vision is to create
a region-wide efficient and sustainable
healthcare system that embraces the latest
thinking and best practice so they can
consistently deliver the highest quality of care
and outcomes for our patients.

Workforce Group
Estates & Facilities
Group
Finance Group
Communications &
Engagement Group

WYATT has specific work streams looking at collaborative working,
service sustainability and estates. It is expected that over the next five
years these collaborations will support the more efficient provision of
services across wider geographies. As part of developing the Trust’s
future five year strategy, the Board is identifying key partnerships that
will support sustainability and efficiency.

The MYHT System Oversight and Assurance Executive
The MYSOA proposes a change to the way in which strategic leaders
come together across the Mid Yorkshire health and social care
system to take ownership and drive the development of resilience
planning and transformational change in the delivery of healthcare
across the local Mid Yorkshire system, aligning organisational
priorities and plans to deliver the best possible outcomes for
patients.
This framework recognises the need to continue to transform local
hospital and community services underpinned by integrated health
and social care and sustainable primary care services, building upon
the transformation work already being undertaken, whilst
maintaining resilience. The system blueprint for Mid Yorkshire will
cover all areas of NHS England and CCG-commissioned activity as
well as local authority commissioned services and will continue the
journey of integration with local authority services and other
partners as necessary.
The MYSOA will oversee a number of different specific delivery
plans, some of which will necessarily be on different geographical
footprints. For a number of services and pathways within Wakefield
and North Kirklees these footprints may extend across West and into
South Yorkshire.
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New models of Care – Primary Care Transformation
and Delivering the GP Forward View
The Scale of the Challenge

How will we enable change?

General practice faces the twin challenges of rising demand
(rising population and population needs, increasing demand
for service and increasing complexity of the problems
presented due to age and co-morbidity) and constrained
resources (inadequate funding, increasing workforce
shortages and underdeveloped alternatives to traditional
models of care).

What we will do
General practice must work differently in future:
• Support prevention and navigate patients to non-medicalised
support
• Improve and streamline access for more straightforward
episodic healthcare
• Reach out to groups who find it hard to access primary care and
would benefit
• Provide more time to contribute optimum clinical management
to the care plans of chronically ill, frail, vulnerable and medically
complex people
• Work more closely with specialists to increase the scope of out
of hospital clinical care
• Work with commissioners to develop the new MCP contract

What will the impact be?
These changes will keep more people from needing care, match those who
need care with the right service and reduce duplication and confusion within
the care system to improve the experience of people who need care, improve
the working lives of those who provide care and reduce costs to help fund
service improvement. There will be delivery of 80% e-referral service utilisation
in primary care and 25% of patient utilisation in 16/17 and 50% in 17/18.

Our Outcomes:

General practice must become more integrated
into wider health and social care provision:
Workforce
• Revising the skillmix and increasing the
training capacity for the new workforce which
these changes will require across
organisations to provide integrated care
• Pooling resources, including estates and staff,
with other care providers in order to
maximise efficiency and resilience
Technology
• Using digital technology to provide
information, advice and care navigation in
order to improve access to appropriate care.
• Ensuring the availability of the single care
record in the integrated hubs.
• Establishing sharing of care plans and patient
notes.
Estates
• Pooling resources, including estates and staff,
with other care providers in order to
maximise efficiency and resilience
• Supporting the Local Estates Forum to ensure
forward thinking planning around estates and
primary and community care access.

• New Accountable Care Systems to deliver
new models of care
• A radical reduction in hospital admissions
where appropriate leading to reinvestment
in prevention
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New models of care
The Wakefield MCP Vanguard’s - Vision is to reconfigure both
the provision of services and the culture of care delivery, to
enable the identified Wakefield population to live safe, happy
and healthy lives at home for as long as possible. Health and
social care organisations working together wrapped around GP
practices, statutory & voluntary organisations, commissioners
and providers.
West Wakefield Health & Wellbeing Ltd is made up of a
network of six neighbouring GP practices in Wakefield. These
practices work together to provide the best possible healthcare
for the local community. In total they are responsible for around
65,000 patients.

Enhanced Care Homes Project - The model of care is
designed to break the mold for older people in care
homes, providing proactive healthcare support, tackling
social isolation and shifting from fragmented to
connected care. We have developed a comprehensive
approach to proactive assessment and care planning
based around the wider determinants of health
‘somewhere to live; someone to love; something to do’
to optimise residents’ health and life experience. The
year 2 approach is to continue with the phase one
implementation throughout 16/17, initial 13 homes,
and two extra care schemes plus an additional three
homes, approximately 1005 residents.

They are already delivering and developing services that
include:

The benefits feed into the Connecting Care Integrated
Services Targets and include:

• Extended access to evening and weekend appointments with
doctors, nurses and other health professionals
• Pharmacists working alongside health workers to make sure
people get the right medication.
• Better joined-up working between health, social and
community workers for older, vulnerable people.
• Innovative use of digital technology to help people look after
themselves better at home and find the right services for
them.

•
•
•
•
•
•
•

Reduction in ambulance call-outs;
Reduction in A&E attendances;
Reduction in emergency admissions;
Improved outcomes for individuals;
Improved experience for individuals;
Improved skills for care home staff;
Reduction in social isolation .
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New models of care – Wakefield MCP
“Creating person centred co-ordinated care” is the agreed Wakefield Vision and lies at the core of everything we strive to achieve working with
our partners in Connecting Care Health and the Social Care Partnership. The Multi-specialty Community Provider (MCP) model is about integration
and removing historical barriers that have prevented joined-up preventative patient care across primary, community, mental health, social care and
acute services. The MCP provides a core platform from which radical change and improvement in the ways in which communities interact with
health and social are services can be developed and sustained.
Wakefield CCG is one of six CCGs in the country chosen by NHS England to develop an MCP model. The MCP model is an opportunity that can help
Wakefield address its health, quality and financial gaps by continuing its system transformation and ensuring we tackle the big issues relating to the
role and scale of the hospital services in our health economy.
This model means developing and embedding innovative patterns
of engagement throughout a system that currently exists in
separate parts. The promotion of public health, effective
deployment of multi-disciplinary teams, ease of access for the
public to services, and the best use of technology are all elements
which cannot operate in isolation and must be utilised and
delivered in collaboration in order to fulfil the aims and
opportunities available.
A successful MCP will see care delivered closer to home, fewer
trips to hospital, improved co-ordination of support, better access
to specialist care in the community, and a promotion of public
health and wellbeing and the tools for greater self-care. This
embodies an approach to improve person centred care for the
people of Wakefield by ensuring communities achieve the best
possible outcomes for themselves and their families, facilitated by
coordinated services, provided as close to home as possible.
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Growth of the gross deficit over 5 years
As a Health and Social Care Sector we commissioned PWC to carry out some analysis of our finance plans in order to identify the emerging gap. This
scenario is the gross five year view of sustainability based on the aligned assumptions. The impact of transformation and efficiency programmes
(including Connecting Care, QUIPP, CIP etc.) programmes are not included in this scenario. In summary the analysis told us that the Wakefield care
economy is facing an in year deficit of £181.678m in FY 20/21, which is equivalent to 15% of gross system revenue. The cumulative total of in year
system deficits is c. £600m
Scenario 4 ‐ Wakefield Health and Social Care economy – five year financial gap projection FY15/16 to FY20/21
1,500
1,450

£181.678m – the in year deficit
in FY 20/21

1,400
1,350

£156.217m
£121.065m

1,300
£’000S

This is equivalent to 15% of gross
system revenue

£86.114m

1,250

£63.826m

1,200
1,150
1,100
1,050
1,000
FY15/16

FY16/17

FY17/18
System‐wide revenue

FY18/19

FY19/20

FY20/21

System‐wide expenditure

However, following the publication of ‘Strengthening Financial Performance and Accountability’ and new allocations, this situation altered in light
of the new assumptions contained within it. The Wakefield Health and Social Care system is now facing an in year deficit of £229m in FY 20/21,
which is equivalent to 13.9% of gross system revenue. The cumulative total of in year system deficits is c. £714m
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Transforming to become a sustainable economy
Meeting the challenge

Closing the gap in Wakefield

We assess that there is significant risk attached to Wakefield’s ability
to deliver transformation and efficiency. Addressing Wakefield’s
sustainability challenge requires a new approach in which existing
transformation programmes are reinforced with more wide ranging
and innovative change across both the commercial and operational
elements of the business model. Future system transformation will
need to expand beyond service re design and front line coordination
to include new approaches to commissioning; the delivery of critical
system enablers (estates, workforce and digital) and options for
delivering key support functions (HR, procurement, back office etc).

Our work with care economies across the North and with STP
footprints nationally have identified three key transformation
opportunities going forward:

Taking such a comprehensive approach will amplify the benefits from
existing front line service integration. Typical areas of transformation
are summarised below.

1. A fully integrated model of accountable care. Integrating front
line services and transforming contracting and payment mechanisms
to enable an accountable care organisation to proactively manage
demand.
2. An optimised back office for Wakefield. Developing a new
business model for the provision corporate functions and corporate
services across Wakefield, including estates, workforce and digital.
3. Collaboration between acute care providers. Transforming the
provision of acute care at the regional or sub regional level.
Agree financial baseline; due diligence of commercial
contracting; transition to new payment

Establishing the financial case for change and
developing and agreeing the outcome framework
Finance

Strategy
Agreeing the population and scope of services;
developing the organisational design and
implementing service transition

Identify key contracting processes; secure legal and
tax advise; develop payment mechanisms and
negotiate contracts
Contracting

Design
Agree governance structure and arrangements;
develop corporate processes and adopt new
governance model
Governance

Assess capability; engage with new partners and key
stakeholders; negotiate contracts; implement
capability building
Capability
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3 1.2 Modelled scenarios

Closing the gap
Opportunity 1 – developing a new model of care in Wakefield
Building on success

Maturing the MCP

Wakefield has received national recognition for the Connecting Care
Programme that is bringing a more integrated model of community,
adult social care, mental health and primary care to Wakefield. Since
2014 Connecting Care has been driving improvements in patient
quality and experience including:

Developing a future model of integrated, accountable care for
Wakefield in which demand is proactively managed could take a
number of organisational forms (PAC, MCP & Alliance etc) but the
most likely route in Wakefield is through a systematic maturing of the
MCP Vanguard model.

• Care is co-ordinated and seamless.

Our assessment indicates that a full model of integrated, accountable
care could be commissioned in Q1 of FY 19/20. The foundations for
achieving the ambition must be prepared in FY 16/17 in order to
allow for the complexity of contract design and commercial
development in FYs 17/18 and 18/19.

• Nobody is admitted to or kept in hospital or residential care
unnecessarily.
• People are supported and in control of their condition and care,
enjoying independence for longer.
• Care is cost-effective and within available budgets.

Our recommended approach to developing a fully integrated
accountable model of care is summarised on page 46.

• Unpaid carers are prepared and supported to care for longer.
Realising the full potential of existing transformation plans
The Connecting Care Programme is already delivering qualitative
benefits, in a survey of 500 service users:
• 59% shared that the services helped them stay at home rather
than go into a nursing home or hospital.
• 70% shared that the services helped them stay more independent.
• 84.5% felt more involved in making decisions about their care.
• 81% now understand more about their medication.

Full functionality Capabilities

• All staff understand the system and work in it effectively.
Is actively managing service user behaviors and reducing
acute activity
Migration of services into the MCP and increasing ability to accept risk
Increased integration and managing
condition / disease pathways
Developing systems and
processes, growing the
patient cohort

FY 17/18
MCP
operational:
Demonstrate
continued
quality
improvements

FY 18/19
Growing the
MCP and
demonstrating
capability to
accept risk

LOW

FY 19/20
Commission
the MCP as an
ACO on
through a
capitated
contract

HIGH

Opportunity/Space for Innovation
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3 1.2 Modelled scenarios

Wider benefits of a fully integrated model of accountable care
Transformation offers system wide benefits across health and social care services.

• Ability to introduce a range of financial
incentives 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.

• Become part of a provider group for a
locality with influence over how services
are delivered beyond primary care.
Better for patients
• Potential for new business model for
GPs – earn a share of profits as part of
JV rather than try to make it work as a
small business

• Slow the rate of increase in healthcare
spend.

• More control over workload

• Community healthcare could have a key
role to play alongside as carecoordinators and accountable clinicians.
• Mental health on equal footing with rest
of the system, with sustainable models
for community mental health

• Can reduce pressures on key parts of
the hospital due to better collaboration,
for example A&E admissions
• More control of demand flows into the
hospital and rehabilitation after
discharge
• New model for social
care which is under
massive pressure
• More influence over NHS
providers

• Better care for citizens
• Key plank of devolution
settlements

• Profit share arrangements aleviate
reduced income from investment in
prevention
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3 1.2 Modelled scenarios

Impact on the deficit
Assimilating experience from elsewhere
Achieving sustainability will require innovation from all partners. We have reviewed our work with other care economies to consider the
potential impact of implementing the three opportunities summarised on pages 13 – 16. With the exception of Greater Manchester (GM) our
experience suggests that few systems have considered the full impact of all interventions. This presents system leaders in Wakefield with the
opportunity to build on its reputation for innovations and adopt a market leading position.
In each case we have used identified opportunities as a percentage of the forecasted “do nothing” deficit for FY 20/21 to give an indicative scale
of the savings opportunity that maybe available in Wakefield. The sum impact of the proposed opportunities is £99.5m which equates to 55% of
the gross five year deficit.

Opportunity

GM
Total 2020/21 gap:
£1.8bn

SEL
Total 2020/21 gap:
1.0bn

SWL
Total 2020/21 gap:
£920m

Tameside
Total 2020/21 gap:
£69m

Wakefield
Opportunity Total
2020/21 gap : £181m

1. Integrated model of
accountable care

27%

-

8%

40%

30%
£54.3m

2. Integration of
Wakefield support
services (Estates /
Workforce etc)

5%

23%

5%

-

15%
£27.15m

3. Hospital chains &
acute care
reconfiguration

8%

12%

9%

-

10%
£18.1m
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Closing the gap
Opportunity 2 – optimising critical enablers and support services
Future vision
Existing corporate functions and services that are duplicated
across multiple public sector organisations are brought into a
single Wakefield support service. Creating a partnership service
that brings organisational expertise in areas such as estates,
commissioning, contract management and procurement together
can drive both efficiencies and improve quality. These benefits
can be further enhanced through the use of shared data and
insightful business analytics to provide whole place and whole
person commissioning. We see this as being a wholly owned
partnership service delivering key enablers and support services
rather than an outsourcing approach.
Innovate to increase revenue
Adopting a commercial approach towards the management of
corporate services and critical enablers can create new revenue
opportunities. Growing and developing a shared service
relationships to a level where they can provide services to a new
client base outside of Wakefield will amplify the impact of
adopting this model.
Working with Cheshire West and Chester Council PwC identified
that £5.5m of potential benefit for Adult and Children's Social
services could be released through innovative approaches to
commissioning and contract management.

Investing in People
Sharing best practice solutions from across the
sector, creating growth for Wakefield people
Insightful Decisions
Harnessing the power of your data with a BI
& Analytics hub to drive Insightful Decisions
Commercially Thriving
To deliver efficiency, growth and innovation
on a sustainable basis
New Relationships
To foster new relationships based on shared
insight to whole place and whole person needs
Market Leading
A leading edge solution designed to reinforce
Wakefield’s positions as innovative and proactive
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Closing the gap
Opportunity 3 – acute provider collaboration in West Yorkshire
Transforming across West Yorkshire
Many systems across the UK are looking to re structure the organisational and operational models of acute care. Greater Manchester has
established a vision for a single provider of acute care across the city region and in South East London providers are integrating back office and
clinical support services. Many organisations are looking internationally at the US and in Europe at different models of collaboration between
providers or at the growth of hospital chains. The recent letter (28 June 2016) from the Chief Executive and Chair of NHS Improvement is
further evidence of this trend.
If the Wakefield care economy is to achieve a sustainable position in five years it must look to the West Yorkshire STP for support in
transforming the model of acute care. There are models that could apply at both the regional level through the WYAAT group or on a smaller
scale with neighbouring providers.. In South East London and elsewhere potential savings equivalent to 2% of expenditure have been identified.

Six opportunity areas
Capitalise on
collective buying
power

Standardise and
consolidate business
support services

Capitalise on the
collective estate

Consolidate clinical
support services

Optimise the
workforce

Capitalise on digital
opportunities
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Risks to the Wakefield Health and Wellbeing Economy
Health and Wellbeing
Gap
•Risk of a lack of understanding of
how to access appropriate health
and social care services at the
appropriate time
•Risk of reduction of public health
grant
•Risk of not successfully
implementing new MCP contract
•Lack of delivery of the Local
Digital Roadmap
•Risk of not delivering workplace
health programmes

Care and Quality Gap
•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
•Risk of adequate support to
deliver ambitious plans for
technology, workforce and
estates to transform services
•Risk of not successfully
implementing new MCP contract
•Lack of delivery of the Local
Digital Roadmap

Finance and Efficiency
Gap
•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
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Agenda item : 16a(i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on 28 July 2016
Present:

Sandra Cheseldine (Chair)
Dr Deborah Hallott
Rhod Mitchell

Lay Member
Nominated Clinical Member
Lay Member (by telephone conference)

In Attendance:

Katherine Bryant
Steve Nicholls
Karen Parkin

Governance and Board Secretary
Local Counter Fraud Specialist
Associate Director Finance, Governance &
Contracting
KPMG
Internal Audit Manager, West Yorkshire Audit
Consortium
Minute Taker

Clare Partridge
Leanne Sobratee
Angela Peatfield
16/92

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed everyone to the meeting.

16/93

Apologies for absence
Apologies for absence were received from Dr Clive Harries, Dr Adam Sheppard, Andrew
Pepper, Eamonn May, Linda Wild and Helen Kemp‐Taylor.

16/94

Declarations of interest
Sandra Cheseldine invited members to declare conflicts of interest.
Dr Deborah Hallott declared an interest in respect of item 16/101 – Register of
Procurement Decisions. Dr Hallott is a GP at New Southgate Surgery who are a provider
of the IUS for menorrhagia service. The Chair acknowledged the declaration and
confirmed that Dr Hallott could still take part in the discussion regarding this paper.

16/95

Minutes of meetings held on 19 May 2016
The minutes of the meeting held on 19 May 2016 were agreed as a correct record.

16/96

Action Sheet from the meeting held on 19 May 2016
The action sheet was noted.

16/97

Audit Committee Work‐plan 2016/17
Katherine Bryant presented the Audit Committee Work‐plan for 2016/17 which supports
agenda planning and helps to ensure all responsibilities delegated by the Governing Body
are covered by the Committee. Progress is tracked against this plan and amended as
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appropriate throughout the year.
It was RESOLVED that:
i. the Committee approved the Audit Committee Work‐plan 2016/17
16/98

Conflicts of Interest Management Update
Katherine Bryant presented this update confirming that NHS England published revised
statutory guidance for managing conflicts of interest on 28 June 2016. Katherine
highlighted the key changes and further work required. An initial consultation has taken
place with the Executive Team and Chair of Audit Committee to consider the implications
of the guidance and the recommendations in the Deloitte report. An action plan is in
place to address this by strengthening the Conflicts of Interest Policy, the support for
committee chairs and also to strengthen guidance around minutes.
With regard to Standards of Business Conduct it was noted the guidance suggested this
should also apply to General Practice staff and work is ongoing to consider how this could
be implemented. A discussion followed and it was suggested that this could be included
as part of the contract from 2017/18, however a process will need to be agreed for
2016/17.
Karen Parkin advised that NHS England have published an outline briefing as a pre‐cursor
to guidance regarding the new models of care and multi community providers and have
asked for comments. Karen agreed to forward a copy to Sandra Cheseldine and Katherine
Bryant.
Sandra Cheseldine referred to all practices across the patch now being part of five
separate federations and whether the director of a Federation could also be a member of
the Governing Body? A discussion followed and it was acknowledged that the CCG need
to ensure there are the right people on the Governing Body and any conflicts of interest
are well managed and recorded correctly in the minutes of meetings.
Sandra Cheseldine suggested that to ensure transparency it may be appropriate to
consider whether where a member of the Governing Body becomes a director of a
Federation then a re‐election process should take place.
Katherine Bryant and Gemma Reed were thanked for providing such a comprehensive
paper.
It was RESOLVED that:
i. the Committee noted the updates included in the report;
ii. noted progress to implement the Deloitte action plan; and
iii. noted the revised Statutory Guidance.

16/99

Governance Exceptions Report
Katherine Bryant presented this report and highlighted one amendment on Appendix 2
with regard to the MSK Service, confirming that the time period of this tender waiver
exception is three months to bring the contract start and end date in line with North
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Kirklees CCG.
Katherine referred to the Association of the British Pharmaceutical Industry (ABPI) having
recently published an online database that details payments and benefits in kind made by
the pharmaceutical industry to doctors, nurses and other health professionals and
organisations in the UK. The governance team will undertake a search of the register to
ensure entries for members of the Governing Body, staff and clinical leads have been
declared in accordance with the CCG’s Standards of Business Conduct.
It was RESOLVED that:
i.
16/100

the Committee noted the paper and the governance control exceptions detailed

Whistleblowing – Freedom to Speak Guardian
Katherine Bryant presented this paper which provided an update about the arrangements
in place regarding whistleblowing. Katherine commented that the data from the recent
NHS staff survey reconfirms that the overwhelming majority of staff know how to report
concerns.
Katherine informed the committee that the whistleblowing policy is currently being
reviewed to reflect recent guidance and it is anticipated that the revised policy will be
presented to the Integrated Governance Committee for approval in autumn 2016.
Katherine explained that the Department of Health are currently exploring the option for
individual CCGs to become ‘prescribed bodies’ under the Public Interest Disclosure Act,
from 1 April 2017, the timescale for these arrangements is expected to be 2018.
Sandra Cheseldine queried the progress on a Freedom to Speak Guardian suggesting
consideration should be given to this being someone outside of the senior management
structure. A discussion followed and the Caldicott Guardian was suggested as a possible
Freedom to Speak Guardian. Katherine Bryant responded confirming that she would
feedback the detail of the discussion and suggestions to Suzie Paradine, HR Business
Partner.
It was RESOLVED that:
i.
ii.
iii.

16/101

the Committee noted the progress to revise the CCG’s whistleblowing policy;
noted the potential for individual CCGs to become ‘prescribed bodies’ under the
Public Interest Disclosure Act, from 1 April 2017; and
noted the outcome of the 2015 NHS staff survey.

Register of Procurement Decisions Update
Lorraine Chapman attended the meeting to present this update advising that the register
will be reviewed and revised to ensure it is in line with the recently published Conflicts of
Interest guidance and will be re‐presented to the Committee. The register will make clear
who is a federation member and governing body member.
Sandra Cheseldine expressed her thanks to the Contracting Team for the development of
the procurement register.
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It was RESOLVED that:
i. the Committee note the update
16/102

Post Balance Sheet Events Letter
Karen Parkin presented this paper confirming that the CCG was able to submit a positive
return with no events to report. A copy of the letter was shared for information.
It was RESOLVED that:
i.

16/103

the Committee noted the Post Balance Sheet Event Letter for 2015/16

Continuing Health Care Legacy Provision
Karen Parkin presented this paper advising that the current number of restitution cases
paid is now 42 at an average cost of £19,682. There remains an estimated 109 cases
pending.
A discussion followed and Sandra Cheseldine raised a concern noting that all pending
cases have to be settled by 30 September 2016 and the possibility that the CCG could
receive a fine if all cases are not settled by the end of September. Karen Parkin advised
that an external company has been appointed to work with Doncaster CCG to speed up
the process.
It was suggested that an update is presented at the 18 August Integrated Governance
Committee meeting to provide assurance that this deadline can be met.
An update will also be provided at the next Audit Committee meeting in September.
It was RESOLVED that:
i.

16/104

the Committee noted the current assessment of the overall provision

Check of Employer Records by HMRC
Karen Parkin provided a verbal update confirming that there is nothing further to report
at this stage. The CCG are expecting a response from the HMRC in Autumn 2016.
It was RESOLVED that:
i.

16/105

the Committee noted the verbal update

Off‐payroll arrangements
Karen Parkin presented this paper explaining that in the 2016 Budget the off payroll rules
were changed with public sector bodies having a responsibility to taxpayers to ensure that
the people working for them are paying the right tax. The employer, agency or third party
will have to decide if the rules apply to a contract and if so, account for and pay the
liabilities through the Real Time Information system and deduct the relevant tax and
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national insurance contribution.
Sandra Cheseldine queried how many staff this applied to and Karen Parkin agreed to
forward the number to the Audit Committee members prior to the next meeting.
It was RESOLVED that:
i. the Committee noted the new off payroll working rules for the public sector and
also noted the work being done to ensure compliance
16/106

eMBED VAT Update
Karen Parkin presented this paper advising that there is a risk of the CCG having to repay
VAT being reclaimed on Keir (eMBED) invoices for the new Business Intelligence contract.
The HMRC have not yet issued any guidance on whether the services provided are VAT
recoverable or not.
It was noted that currently NHS England and HM Treasury are reviewing this.
It was RESOLVED that:
i.

16/107

the Committee noted the process adopted in recovering VAT on eMBED invoices

Internal Audit, Counter Fraud and Security Management Progress Report
Leanne Sobratee advised that as from 1 July 2016 the West Yorkshire and North Yorkshire
Audit Consortium had merged and would be known as Audit Yorkshire. Helen Kemp‐
Taylor has been appointed as Head of Internal Audit.
Leanne presented the progress report noting that reports for Procurement Specifications
and Business Continuity are now finalised and both received a significant assurance
opinion.
Katherine Bryant referred to the Business Continuity recommendations and confirmed
that a new system was to be implemented and an update report will be presented to the
Audit Committee later in the year.
Karen Parkin referred to the Continuing Health Care Self Billing audit noting that this
process is being transferred from the Local Authority to the CCG to increase the cost
efficiency of this process and should lead to a fewer outstanding invoices.
Sandra Cheseldine referred to the demise of the NHS Protect training department. Steve
Nicholls commented both the West Yorkshire and North Yorkshire pre‐empted the demise
of the training department and have increased staff numbers to be trained prior to the
end of March 2017 ensuring the continuity of service to the CCG in the future.
Steve Nicholls also confirmed that although Security Management training for CCG staff is
not mandatory it will be provided to staff alongside the Counter Fraud training.
It was RESOLVED that:
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i.

16/108

the Committee noted the Internal Audit, Counter Fraud and Security Management
Progress Report

External Audit Technical Update
Clare Partridge presented the regular External Audit Technical Update providing a
summary of current information relevant to the health sector.
It was RESOLVED that:
i.

16/109

the Committee noted the External Audit Technical Update

Annual Audit Letter 2015/16
Clare Partridge presented the Annual Audit letter providing a summary of the key issues
arising from the 2015/16 audit. The letter highlights areas of good performance and
recommendations to help the CCG improve performance where appropriate.
Clare informed members that the Annual Audit letter will not be produced in future and
details of good performance and any recommendations will only be reported through the
ISA260.
It was RESOLVED that:
i.

16/110

the Committee noted the Annual Audit Letter 2015/16

Intelligence Update 2015/16
2015/16 update reports in respect of Economic crime in the NHS relating to NHS
commissioners and providers were shared for information.

16/111

Any other business
None

16/112

Date and time of next meeting
Thursday, 29 September 2016, 9.30 to 11.30 am, Boardroom, White Rose House.

Page 6 of 6

Agenda item: 16b (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 18 August 2016
Present:

Rhod Mitchell (Chair)
Dr Phil Earnshaw
Andrew Pepper
Sharon Fox
Alison Sugarman

Lay Member
Nominated Clinical Member
Chief Finance Officer
Governing Body Nurse Representative
Governing Body Practice Manager
Representative
Lay Member
Nominated Clinical Member
Nominated Clinical Member
Interim Chief Operating Officer – North
Kirklees & Wakefield CCGs (item 16/210)

Stephen Hardy
Dr David Brown
Dr Pravin Jayakumar
Pat Keane

In Attendance:

Susan Allan‐Kirk
Miranda Berry
Katherine Bryant
Lorraine Chapman

HQ Services Manager (item 16/213)
Quality Manager (item 16/211)
Governance and Board Secretary
Head of Contracting and Performance
(items 16/211 & 16/217)
Lay Member
OD Practitioner & Programme Lead – Ways
of Working (item 16/210)
Commissioning Accountant (item 16/216)
Systems Resilience Manager (item 16/212)
Interim Senior Finance Support
Minute taker
Head of Safeguarding (deputising for Jo
Pollard)
HR Manager (item 16/220 & 16/221)
Head of CHC Contracting (item 16/218)
Information Governance Manager (item
16/215)
Governance Officer (item 16/214)
Health & Safety Manager SWYPFT (item
16/213)

Sandra Cheseldine
Simon Dale
Elizabeth Goodson
Michala James
Kieran Lappin
Angela Peatfield
Mandy Sheffield
Esther Short
Sucha Singh
Caroline Squires
Pam Vaines
Roland Webb

16/205

Apologies for Absence
Apologies were received from Jo Webster, Jo Pollard.

16/206

Declarations of Interest
The Chair called for any Declarations of Interest and the following were noted:
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16/211 – Integrated Quality and Performance Report
A declaration of interest was received from Dr Phil Earnshaw, Dr David Brown, Dr
Pravin Jayakumar and Alison Sugarman who work in GP practices in this area. The
Chair agreed they could participate in the discussion regarding GP practice opening
times but this issue will be referred to the Probity Committee.
16/217 – Contract, Governance and Assurance Report
Dr Phil Earnshaw, Dr David Brown, Dr Pravin Jayakumar and Alison Sugarman declared
an interest in this item as they are involved in organisations named on the
procurement register. The Chair agreed they could participate in the discussion.
16/207

Minutes of the Meeting held on 21 July 2016
The minutes of the meeting held on 21 July 2016 were approved as an accurate
record.

16/208

Action Sheet from the Meeting held on 21 July 2016
All actions were noted.

16/209

Matters Arising
There were no matters arising.

16/210

Elective Care Update Presentation
Pat Keane and Simon Dale attended the meeting to give a further update in relation to
Elective Care following last month’s Deep Dive report advising that some work has
managed to be brought forward.
The key points were:








A discussion took place regarding RightCare noting it would be helpful to know the
detail regarding how the potential savings are identified.
Frailty and Primary Care variation are not included as part of the Right Care
figures.
The question was raised whether primary care interventions are making a
difference? It is expected that as part of the work being undertaken on the Multi‐
speciality Community Provider (MCP) contract by the Good Governance Institute
this will help steer the CCG through this process.
A new tool has been developed for primary care to access data and this will be
rolled out to practices by eMBED (Primary Care Dashboard). A request was made
for the CCG to ensure adequate communication to practices and if an overview of
all the information would be available so issues can be identified as practices can
only view their own data.
The question was raised why procedures offered at MYHT still show on the choose
and book system if the waiting times exceed the target and a breach will occur.
Practices require the information on waiting times as early as possible so they can
make an informed choice when referring patients. Simon Dale commented that a
community capacity plan is being developed which will be overseen by the Better
Value Group and will enable communication to GP practices on alternative
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provision available.
MYHT Senior Management Team are fully engaged and support the
implementation of the improvement plans. Assurance is required from MYHT that
the changes made will have an impact in this financial year.
Acknowledged that QIPP was included in the current contracts.
It was suggested that discussions should take place with NHS England to obtain
their views regarding any plans to review services and whether it would be
appropriate for them to advise.

A further update will be presented at the September Integrated Governance
Committee which will include:





QIPP – early results of the £2/head Incentive Schemes
Update on the pathway development work
Update on impact and forecast of benefits realisation
Clinical Cabinet proposals

It was RESOLVED that:
i)
16/211

the Committee noted the presentation

Integrated Quality and Performance Report
A declaration of interest was received from Dr Phil Earnshaw, Dr David Brown, Dr
Pravin Jayakumar and Alison Sugarman who work in GP practices in this area. The
Chair agreed they could participate in the discussion regarding GP practice opening
times but this issue will be referred to the Probity Committee.
Lorraine Chapman and Miranda Berry presented the paper. They highlighted areas of
attainment and areas for improvement which included:
Performance:
 The CCG continues to meet all new constitution targets introduced in 2016/17.
 There have been no 52 week breaches reported in June or year to date.
 A&E performance at MYHT has not met the required contractual standard for
June. Delayed transfers of care continue to be a major factor in the
underperformance against the 4 hour target and as such a Rapid Improvement
Event facilitated by NHS Improvement was held in July 2016 to improve discharge
processes at MYHT. The Emergency Care Improvement Programme
recommendations continue to be implemented. Specific targeted work streams
are in operation to address underperformance and these include a review of the
fragility pathway, the relocation of the Acute Assessment Unit, a review of patient
flow to inform reconfiguration and the Integrated Discharge Team to further
ensure delayed transfer of care are minimal.
 The CCG has not met the required standard for the 18 week Referral to Treatment
(RTT) incomplete pathway. The Intensive Support Team, Elective Care reviewed
the current RTT processed in May 2016 and the report has been reported to MYHT
Trust Board.
 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
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Yorkshire Ambulance Services. There is an event planned on 12 August hosted by
NHS Improvement to discuss turnaround.
Quality:
 Care Quality Commission: Riverside Medical Centre and Castleford Medical
Practice both achieved an overall rating of ‘Good’.
 Patient Safety Walkabout: Visits to the new Eye Centre, Gate 12(Acute Assessment
Unit) and Gate 46(Paediatrics) identified numerous areas of good practice.
 Patient Safety Walkabout: As reported to IGC last month, a visit to Gate 43(Elderly
care) identified issues relating to storage of medication; meeting basic care needs;
cleanliness and lack of communication with families. The report describes the
immediate actions taken by the Trust.
 National GP Survey: The latest results show that 37% of respondents went to A&E
when their GP surgery was closed and they wanted to see a GP compared to 33%
nationally.
 Maternity dashboard: There has been a reported % increase in some of the year to
date measures. These will be discussed at the Maternity Quality Partnership
meeting in August, and an exception report presented in the September
Integrated Quality and Performance report.
A discussion followed regarding the A&E Performance information and the results of
the GP survey regarding practice opening times. Miranda Berry advised that work is
ongoing to support individual practices in making any necessary improvements
acknowledging that there has been consistently good Care Quality Commission reports
for GP practices in our area. It was suggested that further work is required to inform
the public of the extended GP practices opening hours so the public are able to visit
their practice instead of attending A&E.
Miranda also advised that a new Quality Manager had recently joined the Quality
Team and the main focus of the role will be primary care quality and to further
develop the primary care dashboard. Following discussion it was suggested that a
draft of the dashboard would be included as part of the Integrated Quality and
Performance Report at a future meeting.
Miranda advised that nine cases of C.Diff had been reported and due to Consultant
Microbiologist capacity at MYHT the action in place for Elderly Medicine Consultants to
discuss a change in antibiotic prescribing remains an outstanding action. This will be
discussed in detail at the MYHT Executive Quality Board.
Rhod Mitchell commented on the availability of mobility aids for the frail and elderly in
hospital. Miranda confirmed that the Quality Manager at North Kirklees CCG was
currently working with MYHT on falls prevention and an improvement plan was in
development.
It was RESOLVED that:
i)
ii)

the Committee noted the current performance against the CCG strategic
objectives and Quality Premium; and
the Committee approved the actions being taken to address areas of
performance.
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16/212

Local A&E Delivery Board
Michala James attended to present this paper providing an overview of the mandated
changes to the System Resilience Group and to provide assurance that the changes will
be implemented in line with the timescales provided. NHS England has mandated that
from 1 September the System Resilience Groups will transform into Local A&E Delivery
Boards.
Michala explained that the new Board will have oversight of five mandated
improvement initiatives which have been developed in line with the Emergency Care
Improvement Programme. The focus will be on system resilience, transformation and
sustainability across the Mid Yorkshire footprint.
A development session for the new Local A&D Delivery Board will be taking place on
23 August 2016.
It was RESOLVED that:
i)

the Committee noted the mandated transformation of System Resilience Groups
into Local A&E Delivery Board;
ii) the Committee is assured that the remit of the Local A&E Board will be part
of the Mid Yorkshire System Resilience and Sustainability Board; and
iii) the Committee is assured that the mandated changes will be implemented by
1 September 2016.
16/213

Health and Safety Report
Roland Webb and Sue Allan‐Kirk presented this report which detailed the operational
health and safety activity and any identified risks during Quarter One.
Six incidents related to health and safety were reported during this period and no
themes or trends have been identified.
It was RESOLVED that:
i)

ii)
16/214

the Committee noted the actions taken in Quarter 1 to ensure compliance with
relevant compliance with relevant Health and Safety Executive legislation,
national priorities and guidance; and
noted the programme of work and issues identified for consideration.

Incident Report
Pam Vaines attended to present the Incident Report for Quarter 1 2016/17 advising
that the report shows an increase of 82% indicating an increased awareness of
incident reporting amongst staff.
Pam gave an update on a recent employee liability Claim received by the CCG.
Alison Sugarman referred to the incidents that GP practices report to the CCG and to
those reported via the National Reporting Learning System (NRLS) querying whether
double reporting could occur. Pam confirmed that there are systems and processes in
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place to ensure that this does not occur.
It was RESOLVED that:
i)
16/215

the Committee noted the incidents reported during Quarter 1 2016/17

Information Governance Update
Katherine Bryant introduced Caroline Squires who is the new Information Governance
Manager, a post which is shared with North Kirklees CCG, Calderdale CCG and Greater
Huddersfield CCG. There is also a Senior Information Governance Officer yet to be
appointed which will be a shared post across the above mentioned CCGs.
Caroline presented the report which included an update on the IG Toolkit Version 14;
Freedom of Information requests; Information Security and Asset Risk Management
Plan 2016/17; Risk Stratification and the CCG’s Fair Processing Notice.
Caroline referred to the National Data Guardian review report published on 6 July
2016. A discussion followed and Dr Phil Earnshaw suggested that the focus should be
on sharing information safely and appropriately rather than not sharing information.
Andrew Pepper commented that the data flow mapping update should demonstrate
that information is being shared appropriately.
It was RESOLVED that:
i)
ii)

16/216

the Committee noted the contents of the Information Governance Update; and
supported the 2016/17 information governance work programme and be assured
of progress made to date.

Finance Report Month 4
Liz Goodson presented Month 4 Finance Report with a focus on the Risks and
Mitigations table noting that the full risk for Continuing Health Care has now been
included in the table. A new risk has also emerged relating to the Funded Nursing Care
rates announced by NHS England. This is significantly more than expected and is
presenting a risk nationally for CCGs.
MYHT trading position is continuing to increase with the main areas of overtrade being
within Outpatients and Non Elective. An urgent piece of work has been ongoing to
identify the issues that are driving the overtrade. Cost and volume analysis is showing
that the main driver is volume of activity. Andrew Pepper advised that the main focus
next week will be on elective care by area and consideration of what actions to be
taken.
Andrew highlighted the increase in gross risks which the CCG needed to take
corrective action on to manage and described the important organisational focus on
finance which was taking place.
A discussion took place on MYHT legacy costs and whether this could be disputed,
alternatively are there any plans to mitigate this? Andrew Pepper suggested the 1%
uncommitted in the budget could be used if NHS England approve this and considered
Page 6 of 10

on a West Yorkshire wide basis.
With regard to the Better Care Fund it was noted that the impact of the Vanguard and
the development of the Multi Community Provider contract is reported and discussed
by the Connecting Care Executive and the minutes of meetings are shared with the
Governing Body.
It was RESOLVED that:
i)
16/217

the Committee noted the content of the report

Contract, Governance and Assurance Report
Lorraine Chapman attended the meeting to present this report.
Dr Phil Earnshaw, Dr David Brown, Dr Pravin Jayakumar and Alison Sugarman declared
an interest in this item as they are involved in organisations named on the
procurement register. The Chair agreed they could participate in the discussion.
Lorraine advised that where contracts have not been signed with other NHS providers
this has been escalated to lead CCGs.
It was suggested that the current procurement of an External Auditor should be
included on the procurement register.
A discussion took place regarding Ophthalmology and the pre‐cataract assessment
process undertaken by opticians where the referral for the procedure is passed to GPs
to action. Lorraine agreed to feedback the comments to Simon Rowe, Senior
Commissioning Manager.
It was RESOLVED that:
i)

16/218

the Committee noted the content of the report

Self Billing in Continuing Health Care
Sucha Singh presented this paper detailing the change in Funded Nursing Care (FNC)
payment responsibilities moving from WMDC to the CCG with effect from 1 September
2016. The report highlights the proposed phased approach for implementing a self‐
billing process. Phase 1 is in respect of FNC payment and phase 2 will be in respect of
Continuing Health Care (CHC) payments to follow in due course. The paper noted that
an assurance audit had been requested from internal audit.
A discussion followed and it was noted that a key risk to this process is that the
database needs to be kept up to date and Sucha acknowledged this. Sucha confirmed
that Internal Audit is to review the process before phase 2 is implemented and the
findings of this audit will be reported to the Audit Committee.
A query was raised whether staff have the skills and capacity to undertake this
additional work and Sucha assured the Committee that the team are able to undertake
this work.
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It was RESOLVED that:
i)
ii)

16/219

the Committee noted the change in Funded Nursing Care (FNC) payment
responsibilities moving from WMDC to the CCG on 1 September 2016; and
noted the implementation of self‐billing in Wakefield CCG with a staged
implementation commencing on 1 September (phase 1) with Nursing Home FNC
payments, subject to a favourable report from internal audit following their
review.

Continuing Health Care Legacy Cases
Mandy Sheffield gave a verbal update on the latest position regarding the CHC legacy
cases and the capacity for all cases to be completed by the September 2016 deadline.
Mandy informed the Committee that Doncaster CCG have agreed a target date of the
end of January 2017 with NHS England although the September target remains.
Currently as a whole 385 cases have been outsourced and a further 283 are to be
outsourced from September 2016 across the CCGs which utilise Doncaster’s lead
arrangements.
A discussion followed and concerns were raised of the possibility of fines that may be
received from the Ombudsman.
Mandy Sheffield agreed to feed back the concerns of the Committee to Jo Pollard with
a request that the Committee receive assurance at the September meeting or sooner if
available.
It was RESOLVED that:
i)

16/220

the Committee noted the verbal update

Workforce Update Report
Esther Short presented the Workforce Report providing workforce information and
intelligence together with key workforce headlines. It was noted that there has been
an increase in sickness absence and various initiatives are being planned as part of the
local Wellness Programme. The Staff Forum are planning further wellness events
following the success of a previous event held earlier in the year.
Esther informed the Committee that as part of the CCG’s commitment to staff
wellbeing, training is being offered to five employees to become Mental Health First
Aiders. The Mental Health First Aiders will be the main point of contact for employees
who are experiencing mental health problems. A good response had been received
from staff wishing to volunteer.
It was RESOLVED that:
i)

16/221

the Committee noted the content of the report

Workforce Policies
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Management of Sickness Absence Policy
Esther Short presented this policy but it was noted that the changes had not been
highlighted in the policy so the Committee felt they were not in a position to approve
without full details of the changes made. It was agreed that the changes would be
highlighted and the policy would be re‐presented at a future Integrated Governance
Committee meeting for approval.
Domestic Abuse Policy
Esther Short presented this policy for approval. A discussion took place regarding this
policy and some concerns were raised as to the content of the policy. Esther Short
commented that as a public organisation it is seen as best practice to have this policy
in place. Mandy Sheffield commented that this policy gives assurance that as a caring
employer the CCG can ensure staff are supported to enable them to function in their
job. Further discussions will take place regarding the policy before it is re‐presented to
the Integrated Governance Committee for approval.
Work Experience
Esther Short presented the Work Experience policy confirming that no changes had
been made only that the policy had been put into the new policy template.
It was RESOLVED that:
i)
ii)

16/222

the Committee approved the Work Experience policy; and
it was agreed that further discussion will take place regarding the Management
of Sickness Absence Policy and Domestic Abuse Policy before they are re‐
presented to the Committee for approval.

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 23 June 2016
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 23 June 2016
NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
15 June 2016
Quality Intelligence Group – minutes of meeting held on 12 July 2016
MYHT System Resilience Group – minutes of meeting held on 16 June 2016
YAS 999 Contract Management Board – minutes of meeting held on 22 June 2016
South West Yorkshire Partnership Foundation Trust Quality Board – minutes of
meeting held on 8 July 2016

It was RESOLVED that:
i)
16/223

the Committee noted the minutes of meetings

Consider future topics for Deep Dive


Elective Care
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The list of proposed future Deep Dive topics was discussed and it was agreed the
following topics should be next to be presented:
1. Integrated Community Equipment Service
2. Care Home Vanguard
3. Frail Elderly Strategy
16/224

Any other business
No other business was raised.

16/225

Date and time of next meeting:
Thursday, 15 September 2016, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 16b (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 15 September 2016
Present:

Rhod Mitchell (Chair)
Dr David Brown
Dr Phil Earnshaw
Sharon Fox
Stephen Hardy
Dr Pravin Jayakumar
Andrew Pepper
Jo Pollard
Alison Sugarman

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Governing Body Nurse Representative
Lay Member
Nominated Clinical Member
Chief Finance Officer
Chief of Service Delivery & Quality
Governing Body Practice Manager
Representative
Lay Member

Stephen Hardy
In Attendance:
Miranda Berry
Katherine Bryant
Lucy Dyson
Bal Leighton
Paul Carder
Sandra Cheseldine
Joanne Fitzpatrick

Quality Manager (item 16/240)
Governance and Board Secretary
Quality Co‐ordinator (item 16/240
(items 16/240)
Research Manager (item 16/250)
Lay Member
Head of Medicines Optimisation (item
16/242)
Commissioning Accountant (item 16/246)
Systems Resilience Manager (item 16/248 )
Interim Senior Finance Support
Senior Commissioning Manager (item
16/241)
Associate Director Finance, Governance &
Contracting (item 16/247)
Minute taker
Senior Commissioning Manager (item
16/249)
Chief Nurse, Doncaster CCG (item 16/239)
Head of CHC Contracting (item 16/239)

Elizabeth Goodson
Michala James
Kieran Lappin
Chris Makin
Karen Parkin
Angela Peatfield
Simon Rowe
Andrew Russell
Sucha Singh
16/234

Apologies for Absence
Apologies were received from Jo Webster, Pat Keane.

16/235

Declarations of Interest
The Chair called for any Declarations of Interest and the following were noted:
16/249 – Re‐provision of cataract surgery
Declarations of interest were received from Dr Phil Earnshaw, Dr David Brown, Dr
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Pravin Jayakumar and Alison Sugarman as their practices are providers of Cataract
Surgery. The Chair noted these declarations. As this is a ‘decision making’ item, the
Chair determined that Dr Earnshaw, Dr Brown, Dr Jayakumar and Alison Sugarman
should not partake in the discussion or final decision for this item, however they were
permitted to remain in the meeting while this item is discussed.
16/236

Minutes of the Meeting held on 18 August 2016
The minutes of the meeting held on 18 August 2016 were approved as an accurate
record.

16/237

Action Sheet from the Meeting held on 18 August 2016
All actions were noted.

16/238

Matters Arising
There were no matters arising.

16/239

Continuing Health Care PUPOC Update
Andrew Russell attended the meeting to give a presentation on the latest position
regarding PUPOC. When the original business case was developed for Doncaster CCG
to undertake this work it was based on a March 2017 completion date. NHS England
revised the completion date to September 2016 after the hosted services business
case was agreed. Andrew Russell confirmed that a weekly report is provided to NHS
England advising of number of cases completed.
Andrew Russell advised that the team are still aiming to complete as many cases as
possible by September 2016 but not all will be completed. A concern was raised
regarding whether any fines will be imposed by the Public Health Service Ombudsman
if the September deadline is not met. Andrew Russell advised that the team have not
received anything in writing from NHS England to confirm this.
Andrew Russell confirmed that a second outsourcing of cases has been agreed and
cases have been transferred to CHS Healthcare.
Following discussion and the concern that the September 2016 deadline would not be
met it was agreed that an update on the completed number of cases would be
provided at the next meeting.
It was RESOLVED that:
i)

the Committee noted the presentation

Action: Confirm completed number of cases at next meeting (Andrew Russell)
16/240

Integrated Quality and Performance Report
Andrew Pepper presented the performance section of the report noting the number of
targets not achieved. Andrew highlighted the areas for improvement including:
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A&E
18 week Referral to Treatment
6 week diagnostics
Cancer (62 day screening and GP pathways)
Acute and Ambulance Turnaround targets
Ambulance Response Times.

It was noted one operation was cancelled and not reoffered within a binding 28 day
period due. The patient has now been treated and the CCG has issued a performance
notice to MYHT.
Andrew Pepper referred to the work of the System Resilience Group which is now
included in the Urgent Care Improvement Plan noting there is a large number of
initiatives currently underway in relation to urgent care.
Miranda Berry attended the meeting to present the quality section of the report and
introduced Lucy Dyson, Quality Co‐ordinator who has recently joined the Quality team.
Miranda Berry referred to an MRSA bacteraemia case which was identified in a
Wakefield resident in July 2016 and provisionally assigned to the CCG. The post
infection review has now been completed and no lapses of inpatient care were
identified, although some learning for the community nursing service was identified.
The case has been referred to NHS England arbitration panel for third party
assignment.
With regard to Maternity Services at MYHT it was noted that there has been a
reported increase in emergency C‐section rates and post‐partum haemorrhage.
Clinical audits for both areas have been completed and reported to the Maternity
Quality Partnership Group and actions have been identified to address the findings. A
discussion followed and Jo Pollard proposed that the Consultant for Maternity Services
and the Head of Midwifery at MYHT be invited to a future Committee meeting.
A discussion took place regarding the safety in Care Homes and what improvements
had been made through the Vanguard Care Homes programme. It was noted that an
update on Care Homes will be presented at the next meeting.
A discussion took place regarding the Quality Premium data and it was agreed that
further detail will be provided at the next meeting in relation to GP indicators.
Practices need to know this information and it was suggested that this could be shared
through the practice manager meetings/network. Miranda Berry advised that details
of the Primary Care Dashboard will be presented at the next meeting.
Stephen Hardy referred to the number of vacancies at MYHT noting that this had
increased. Dr David Brown confirmed that discussions regarding staffing had taken
place at the MYHT Executive Quality Board and MYHT confirmed they are actively
recruiting.

It was RESOLVED that:
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i)
ii)

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

Action:
a) invite MYHT Maternity Services Consultant and Head of Midwifery to present
deep dive at a future meeting (Jo Pollard)
b) Primary Care Dashboard to be included on October agenda (Laura Elliott)
c) Care Home Update (Laura Elliott/Jane Wilson)
16/241

Winterbourne Update
Chris Makin attended the meeting to present this paper providing a summary of the
current position in relation to the Winterbourne View cohort of people with a learning
disability placed in a hospital setting from Wakefield. Chris confirmed that Wakefield
currently have three patients under this definition which is a significant reduction on
the original cohort of 15.
Of the three patients reported, two have highly complex needs and have been
undertaking assessment and treatment that will support their discharge to bespoke
care packages based in the community. One person is being discharged this week back
to his previous home and will be supported by a community package of social care.
Following discussion it was agreed that no further updates will be required to
Integrated Governance Committee noting that this work will be picked up through the
Transforming Care programme.
It was RESOLVED that:
i)

16/242

the Committee noted the updated Winterbourne View Summary and agreed that
no further updates will be required

Joint Working and Sponsorship Policy
Katherine Bryant and Joanne Fitzpatrick presented this policy advising that the policy
has been reviewed in light of the new conflicts of interest guidance for CCGs and the
new Disclosure UK (Association of British Pharmaceutical Industry) register of
sponsorship for the NHS.
The following amendments to the policy were highlighted:
 Clarification that under no circumstances will the CCG endorse individual
companies or their products;
 No information should be supplied to a company for their commercial gain unless
there is a clear benefit to the NHS;
 Further clarification about the CCG’s position on receiving samples of medicinal
products;
 Confirmation that CCG staff may accept commercial sponsorship for courses,
conferences, post/project funding, meetings and publications if they are
reasonably justifiable and in accordance with the principles set out in this policy
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and receive prior approval.
A discussion followed and it was agreed that the policy will be reviewed again in 12
months or by exception should areas for improvement be identified at an earlier time.
It was RESOLVED that:
i)
ii)
16/243

the Committee approved the Joint Working and Sponsorship Policy; and
agreed the policy should be reviewed in 12 months.

SIRO Report and Information Governance Log
Katherine Bryant presented this regular update detailing the requests received up to 7
September 2016. The report offers assurance that appropriate systems and processes
are in place.
It was RESOLVED that:
i)

16/244

the Committee noted the report

Standards of Business Policy
Katherine Bryant presented this policy for approval confirming that the policy has been
revised to ensure that the new requirements relating to the new guidance for CCGs
about managing conflicts of interest are reflected in the policy. Katherine informed
the Committee that all staff are responsible for ensuring that he/she complies with
this policy and some staff may additionally be required to adhere to a code of conduct
of their own professional body.
Katherine highlighted that individuals covered by this policy must not be in receipt of
payments from the pharmaceutical or devices sector without prior approval from the
Chief Officer.
It was noted that national online training about conflicts of interest will be available to
staff in autumn 2016 and will be mandatory for all staff.
It was RESOLVED that:
i)

16/245

the Committee approved the revised Standards of Business Conduct Policy

Concerns, Complaints, Comments and Compliments Policy
Katherine Bryant presented this revised policy which reflects the new arrangements
regarding the management of concerns, complaints, comments and compliments.
A discussion followed and it was agreed to make a minor amendment to add further
clarity to a sentence on page 9 of the policy.
It was RESOLVED that:
i)

the Committee approved the policy subject to the minor amendment on page 9
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16/246

Finance Report Month 5
Liz Goodson presented this report providing a year to date position as at 31 August
2016. The CCG is showing a breakeven position to date and at year end. This is
including achievement of the required surplus of £5,935k. All key performance targets
are green with the exception of QIPP year to date delivery which is red.
It was noted that £1m of additional QIPP has been transacted in month 5, this relates
to prescribing nutritional products, medicines waste, mental health efficiencies and
savings from an expired contract.
Andrew Pepper described that the CCG was facing significant financial pressure this
year. Overtrades on MYHT and other non‐NHS provider contracts continue to present
a significant financial risk to the CCG. Additional contingency has been released to
offset the year to date overtrade on MYHT and the national uplift of Funded Nursing
Care (FNC) packages costs which are now included in the financial position.
It was acknowledged that the Executive Team discuss the financial pressures at every
meeting and agreed actions are then escalated to the Clinical Cabinet. A detailed risks
and mitigations plan had been compiled and was under review.
A discussion followed noting the longstanding issues which include the Integrated
Community Equipment Service (ICES), Property Services, Mental Health and the FNC
uplift. Sandra Cheseldine referred to ICES and the media coverage that the re‐cycling
of equipment has received recently and suggested that the CCG should review best
practice of other local CCGs to see where improvements could be made. Andrew
Pepper responded referring to the improvements around re‐cycling pressure
mattresses which has already taken place.
It was RESOLVED that:
i)

16/247

the Committee noted the content of the report

Long Term Financial Plan
Karen Parkin attended the meeting to give this presentation. Karen began by giving a
brief re‐cap on the previously reported planning assumptions prior to the new
Sustainability Transformation Plan (STP) guidance, explaining that the STP has now
been submitted to NHS England and is based on the Single Version of the Truth
document (SVT). It was agreed a copy of the final version of the SVT would be
circulated to members.
The purpose of the plan is to create a five year forward view of financial sustainability
for the Wakefield Health and Social Care System.
A full discussion took place regarding how current financial risks would be best
presented in the plan across the system in order to demonstrate a clear picture of the
health economy scale of challenge to improve assurance of the current estimates.
The presentation included potential solutions for closing the draft scale of challenge
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for Wakefield CCG. Karen Parkin highlighted the next steps which included:









work with West Yorkshire leaders to identify further regional efficiences;
review areas of judgements and calculations in line with West Yorkshire;
Refine Activity, Workforce and Capital assumptions;
Alignment of assumptions with Wakefield footprint partners particularly MYHT;
Recreate Single Version of the Truth challenge value using system ‘do nothing’
positions;
Align the operational plan to match the financial plan;
Realignment of ‘system control totals’ bringing together WMDC savings plans and
NHS efficiencies;
Further submission in October 2016.

It was RESOLVED that:
i)

the Committee noted the presentation

Action: Circulate final version of Single Version of the Truth document to members
(Karen Parkin).
16/248

Emergency Preparedness Resilience and Response (EPRR) Annual Report
Michala James attended the meeting to present this report which included:
The report provides an overview of EPRR activities undertaken by the CCG in 2016 and
the work programme for 2016/17.
EPRR core standards
It also details the documents being submitted to NHS England to evidence substantial
compliance against the standards for 2016. Documents submitted for approval are the
EPRR core standards Self‐assessment, the EPRR core standards Statement of
Compliance and the EPRR core standards improvement plan.
EPRR Framework
The EPPR framework was submitted for approval. Michala noted that the purpose of
the document is to assist Wakefield and North Kirklees CCGs in meeting the legislative
requirements and describes how the CCGs will go about their duties to ensure they are
properly prepared for dealing with incidents and/or emergencies.
The incident response plan is primarily for Wakefield and North Kirklees CCGs and sets
out how the organisations will respond to a significant health related incident or
emergency. The plan also describes command and control arrangements for the local
NHS.
It was RESOLVED that:
i) the Committee noted the content of the annual report;
ii) approved the Wakefield CCG self‐assessment against the NHS England EPRR core
standards as part of the EPRR assurance process’
iii) approved the revised EPRR Framework; and
iv) approved the revised Incident Response Plan.

16/249

Re‐provision of Cataract Surgery
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Declarations of interest were received from Dr Phil Earnshaw, Dr David Brown, Dr
Pravin Jayakumar and Alison Sugarman as their practices are providers of Cataract
Surgery. The Chair noted these declarations. As this is a ‘decision making’ item, the
Chair determined that Dr Earnshaw, Dr Brown, Dr Jayakumar and Alison Sugarman
should not partake in the discussion or final decision for this item, however they were
permitted to remain in the meeting while this item is discussed.
Simon Rowe attended the meeting to present this paper which seeks the approval of
the Committee to grant a new three year contract for five of the six existing Any
Qualified Provides of community cataract surgery. Simon confirmed that none of the
providers have shown any reported quality/non quality issues throughout their
respective contract management processes. It is proposed that the three year
contract period would run from 1 January 2017 to 1 January 2020.
Simon advised that it is recommended that the sixth provider, Mediscan is not
accredited to provide cataract surgery for the three year period as they have not
delivered any activity and are unlikely to commence activity with or without a contract
from the CCG.
A discussion followed and the Committee sought re‐assurance from Simon that the
correct procurement processes had been followed. Simon confirmed that the CCG has
not received any expressions of interest from other providers to be accredited for
cataract surgery and is confident that the providers in place can meet the current
demand. However should additional service capacity be required, or should the CCG
receive an expression of interest from a service provider to deliver cataract surgery an
AQP process will be opened.
It was RESOLVED that:
i)

the Committee approved a three year contract from 1 January 2017 for five
current providers of community cataract surgery; and
ii) approved that should additional service capacity be required and/or the CCG
receives an expression of interest from a service provider to deliver cataract
surgery an AQP process is opened.

16/250

Research and Development Q1 Report
Paul Carder attended the meeting to present this report which provides a description
of the work that the West Yorkshire Research and Development team has undertaken
during the period 1 April to 30 June 2016.
Paul also presented a strategy that the team has developed explaining that the
purpose of the strategy is to set out how the 10 NHS CCGs in West Yorkshire will meet
the statutory duties placed upon them by the Health and Social Care Act 2012 to
promote research and the use of evidence in the exercise of their functions.

Paul asked what the process would be for the team to attend local practice protected
time sessions and it was agreed that a contact in the primary care team will be
forwarded to Paul.
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It was RESOLVED that:
i)
ii)

the Committee noted the Q1 report; and
confirmed their acceptance of the West Yorkshire Research and Development
strategy

Action: Forward contact details for Primary Care Team to Paul Carder (Angela
Peatfield)
16/251

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of meeting
held on 16 July 2016
Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of meeting
held on 21 July 2016
South West Yorkshire Partnership Foundation Trust – minutes of meeting held on
12 August 2016
YAS 999 Contract Management Board – minutes of meeting held on 20 July 2016
Joint Strategic Commissioning Board – minutes of meeting held on 25 July 2016
NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held on
20 July 2016
Quality Intelligence Group – minutes of meeting held on 9 August 2016

Sandra Cheseldine referred to the MYHT Executive Quality Board minutes and the
information regarding the Stroke Service at MYHT. It was noted that a deep dive is
planned for the Stroke Service which will be wider than just MYHT.
It was RESOLVED that:
i)

the Committee noted the minutes of meetings

Action: Deep Dive on Stroke Services (Jo Pollard)
16/252

Consider future topics for Deep Dive


16/253

Stroke Service

Any other business
No other business was raised.

16/254

Date and time of next meeting:
Thursday, 20 October 2016, 9.00 am to 12 noon in the Seminar Room, White Rose
House.
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Agenda item: 16c(i)
NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday 25 August 2016
9.00 am – 12.30 pm
Seminar Room, White Rose House

APPROVED MINUTES
Present:
Dr Adam Sheppard
Dr Phillip Earnshaw
Dr David Brown
Dr Debbie Hallott
Dr Pravin Jayakumar
Andrew Pepper
Michele Ezro
In attendance:
Dr Greg Connor
Dr Chris Barraclough
Dr Som DeSilva
Dr Andrew Furber
Michele Ezro
Tracy Morton
Simon Rowe

Linda Driver
Nyasha Mareya
Joanne Fitzpatrick
Simon Dale
Chris Lennox
Alix Jeavons
Val Aguirregoicoa
Keiran Lappin
Phil Smedley
Dena Coe
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Chair, GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Chief Finance Officer
Associate Director, Commissioning and Integration

GP, WCCG
GP, WCCG
GP, WCCG
Director of Public Health, WMDC
Associate Director, Commissioning and Integration
Senior Commissioning Manager, Service Dev. & Transformation
Senior Commissioning Manager

Head of Service Development & Transformation, Service
Development and Transformation
Senior Commissioning Manager, Service Development and
Transformation
Head of Medicines Optimisation, Medicines Optimisation
OD Practitioner & Programme Lead – Ways of Working
General Manager, Adult Community Services, SWYPFT
Senior Commissioning Manager Mental Health
Quality Manager
Interim Senior Finance Support, Chief Finance Officer's Directorate
Integration (Connecting Care)
Minutes

APOLOGIES FOR ABSENCE

Stephen Hardy, Dr Avijit Biswas, Dr Clive Harries, Jo Pollard.
2.

DECLARATIONS OF INTEREST
Agenda item 5, during course of discussion, ophthalmology provision was raised ‐ Dr Adam
Sheppard declared a conflict of interest due to ophthalmology clinic within his GP Practice.

1

It was agreed that Dr Sheppard could remain in the meeting and take part in the discussion.
Agenda Item 7.2, Dr Praven Jayakumar declared a possible conflict of interest in as his
practice would potentially be hosting the Connecting Care services. It was agreed that Dr
Jayakumar could remain in the meeting and take part in the discussion.

3

MINUTES OF MEETING HELD ON 28 July and matters arising
The minutes of the meeting held on 28 July 2016 were agreed as a true record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

ACTIONS TO ADDRESS THE FINANCIAL POSITION, INCLUDING:
The Chair introduced the item and the need to make decisions on planned care moving
forward in order to ensure a strong financial position. Some existing cost pressures were
acknowledged, including some on‐going contracts.
Andrew Pepper outlined the current financial situation for WCCG which included
comparisons against national targets, he also explained the aim to obtain clinical approval
for specific proposals for commissioning policies and pathways from September 2016
onwards. He thanked the Better Value Group and Planned Care Team for pulling together
the details included in the slides.
Specific areas of concern highlighted:





Continuing Health Care costs increased significantly
MYHT overtrade increased (particularly non‐elective and outpatient)
Risk profiles increased
Co‐commissioning budgets increased

Discussion took place on potential lack of clarity on scale of trends by use of percentages
instead of actual figures/values. It was agreed to forward full details of Network statistics
which were shown in the presentation.
Detailed discussion took place on increases to A&E admissions and primary care referrals.
Greg Connor further depicted financial and patient care issues, including risks of breached
constitutional targets, pressures on specialist assessment provision/systems and outlined
potential solutions by radical re‐design of access to care. Current out‐patient pathways
issues were outlined. Potential solutions were put forward, including; the need to consult
and engage with patients and GPs, the right elective care commissioned by ensuring
policies and pathways are effective and evidence based, locally owned pathways, access to
specialist advice before referral and feedback from referrals, integrated provision and
trusted business intelligence and budget data to monitor services, long‐term decrease in
size of outpatient clinics.
Transformation to focus on five key areas:
• Update the CCG commissioning policy, prior approval, IFR, appeals
• Implement a small number of agreed high impact new pathways
• Focus transformation on ENT, T&O, ophthalmology, urology, neuro
2

•
•

Notional activity and budget at federation level and support with BI
CCG planned care lead and network chairs link with manager leads and consultant
leads (MYHT if possible)

Discussion took place on various areas with the request to Clinical Cabinet for approval of
changes and strategic clinical guidance on ways forward, including agreeing volunteer
clinical leads. It was agreed the current model of cardiology was a good starting point, but
some issues including staff replacement needed further discussion outside the meeting.
ACTIONS:


Full details (i.e. numbers, values and figures) of statistical information to be sent to
networks



Cardiology ‐ Dr Dom De Silva and Dr Paul Brooksby to be asked to produce an e‐
consultation specification, including pathways and governance for cardiology e‐
consultation to be brought to next Clinical Cabinet meeting. This specification to be
used as a template of good practice to develop further e‐consultation pathways. It
was also suggested that projected cost savings also be compiled. Dr Andrew Furber
to review management services.



ENT, Pain and Gastro ‐pathways to be developed for approval at future Clinical
Cabinet. Pathways to be based on good practice from current cardiology model)



MSK and T&O triage model to be developed for presentation at future Clinical
Cabinet, to include consultation and communication/engagement strategy. With
the aim for introduction of pathway by November 2016



Ophthalmology – to be included on future Clinical Cabinet agenda for further
discussion. It was agreed that Dr Phillip Earnshaw would be lead clinician. Liaison
with NHS England and partnership work with NKCCG on issue of AMD decision‐
making criteria required.



Letter to MYHT defining 4‐week window for triaging recent referrals. To be signed
by a clinical lead.

IT WAS RESOLVED :


Cardiology e‐consultation process to be formalised and specifications formally
agreed at next Clinical Cabinet.



ENT, Pain and Gastro to move to an e‐consultation‐first approach for routine
patients and remove from ERS. Back to September Clinical Cabinet with full
specification pathway for approval and sign‐off.



Ophthalmology was considered not suitable for e‐consultation. A future agenda
item on ophthalmology at future CC.



MSK and T&O triage model recommended, following formal approval of model to
be developed
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5.1

Informal Clinical Cabinet on 8 September 2016 to be changed to formal meeting in
order to formally agree specifications for new pathways to be introduced from 1
October 2016

UTILISATION OF THE ELECTRONIC REFERRAL SYSTEM
As part of the discussion on finance, e‐consultation was discussed.
Discussion also took place regarding communications on the introduction of
mandatory e‐consultation provision.
IT WAS RESOLVED:
 To note and approve the stated areas for action to increase the reported
utilisation of ERS; and,


To support further updates on the reported use of ERS being presented to
Cabinet.

5.2

Care Pathway Development
This item was not discussed.

5.3

Waste Medicines Strategy Update
Joanne Fitzpatrick attended and updated the board. The timetable was outlined as
requested at the previous meeting. 1st November 2016 was confirmed as the “Go
Live” date with a grace period up to 31 January 2017. It was highlighted that
vulnerable patients and risk assessments had been taken into account.
It was recognised that the initiative needs to be member practice driven and an
effective communication strategy was crucial to success.
IT WAS RESLOVED:
 That the Clinical Cabinet noted the content of the paper.

5.3.2

Waste Medicines Prescribing Priorities Strategy
Joanne Fitzpatrick outlined the paper which had a number of areas of prescribing
that WCCG are recommended to consult with the public on. It was noted that
similar papers had been to NKCCG and GHCCG and all the items had been approved
for public consultation.
Discussion took place on individual items and the following were agreed to go to
public consultation :
Gluten Free: Agreed
Sunscreens: Agreed
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Infant Milks: Agreed with further clarification communicated
Eflornithine (Vaniqua) Cream and other cosmetic products : Agreed
Multivitamins & Vitamin D: Agreed with the caveat that Vitamin D criteria for
prescribing were clarified and communicated.
Emolients: Agreed with further clarification required; i.e. mild cases of “itchy skin”
not to be issued on prescription.
Branded Products: It was agreed that more work was required on this issue to take
into account legal constitutional duties.
It was also agreed that the consultation should include other relevant stakeholders
e.g. hospital trusts, community providers.
IT WAS RESOLVED:


6
6.1

To go to public consultation on the agreed items with updates to Clinical
Cabinet.

KEY STRATEGIC PRIORITIES
West Yorkshire STP Stroke briefing paper
Linda Driver briefly outlined the paper highlighting the implications on both WY and
Barnsley, this also covered assurance. The implications for WCCG were presented and
discussion took place on resilience and the need for a network lead.
Action: Dr Furber to confirm the lead for Stroke and Cardiology from Public Health.
IT WAS RESOLVED:

That the information and contents of the briefing paper were noted by Clinical
Cabinet members.
6.2

CWG (Commissioners Working Together) Cancer, Children’s, Chemotherapy Outreach,
PMO, Stroke and HASU Appraisal
Michele Ezro briefly outlined the papers and the reasons brought to Clinical Cabinet and
highlighted specific papers which required comments. Clinical Cabinet members were
requested to feedback to either Esther Ashman or Pat Keane.
IT WAS RESOLVED:
 To note the content of the papers.


Provide additional comments to the Head of Strategy



Support the Executive Team and key clinical colleagues in addressing the potential
impact on the neurology service at MYHT
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6.3

New Community Mental Health Structure
Chris Lennox attended to present the proposed new structure; it was highlighted that the
service would be simplified in order to make it more responsive, with a single point of
access. Two multidisciplinary hubs (East and West) would be developed to provide
outpatient facilities to ensure local delivery and six additional psychiatry posts would be
financed which would enable a 24 hour telephone support and advice service to be
provided.
It had been recognised that further development was required on working with other
service providers and improved relationships was central to the new ways of working.
IT WAS RESOLVED:
That the details in presentation regarding the new structure were noted.

6.4

Rehabilitation and Recovery Service Specification
Alix Jeavons attended to present the paper on Rehabilitation and Recovery Service
Specification. The specification had been developed as a result of the closure of the Castle
Lodge service provision and would enable individuals with severe and complex mental
health problems to acquire or regain the skills and confidence to live successfully in the
community.
IT WAS RESOLVED:


7.1

That the Clinical Cabinet approved the Service Specification for the Intensive
Community Rehabilitation Service.

IFR FES Policy
Nyasha Mareya attended and briefly outlined the policy, he also reported on the feedback
which had been requested from clinicians via email prior to the meeting.
Discussion took place on costings and it was agreed that wireless and implantable devices
would go to IFR and be charged accordingly.
IT WAS RESOLVED:
That Clinical Cabinet supported the development and implementation of the policy going
forward :


Implanted FES are excluded devices and will be requested via the IFR process. If
approved, the CCG will then be charged the DC/IP rate for the implantation along
with the charge for the FES device.



Wireless skin surface FES will also be requested via the IFR process. If approved, the
CCG will then be charged the DC/IP rate for the implantation along with the charge
for the FES device.



Wired skin surface FES are not excluded devices and will be routinely commissioned
for drop foot. Non‐implantable devices will be used in line with NICE IPG278.
Requisite provisions for clinical, governance, consent, audit and research are fully
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expected. These will not be requested via the IFR process and will not be billed as
excluded devices.

7.2

Flu Vaccination
Dr Pravin Jayakumar outlined the paper and the reasons for the need for a consistent
approach; due to previously fragmented administration. The programme specified
responsibilities on which service vaccinations would be administered, i.e. by registered
nurses in the Care Closer to Home division, by Mid Yorkshire NHS Trust and those which will
be administered by Practice Nurses.
It was agreed that individual Practices can vary from this specification, but the ACN teams
need to be involved. The ACNs cannot be given extra to do, but Practices can take on some
of the ACN patients if they chose to. For example a Practice can choose to vaccinate their
Residential Home patients if they wish, but they cannot ask the ACNs to vaccinate their
Nursing Home patients.
Discussion took place issues of vaccination by midwives, the ultimate responsibility falling
on GPs and ensuring an effective communication strategy was implemented.
ACTION: Communication of agreed programme to be effected as soon as possible
IT WAS RESOLVED:


To note the information included in this paper



To note, in line with the revised ACN specification, the administration of influenza
vaccination to housebound, non‐housebound, residential and nursing home
patients as specified in the conclusion under section 4



To approve the use of different vaccines for patients not necessarily registered with
the supplying practice



To consider the impact on service delivery if Individual networks and practices
deviate from the approved process

8.

CHAIR’S ACTION – ITEMS FOR RATIFICATION
None this month.

9
9.1

ITEMS FOR INFORMATION
Community MSK Procurement Outcome

10

ITEMS FOR ESCALATION TO PROBITY COMMITTEE
There were no items for escalation to Probity Committee.

11

MINUTES FROM SUB COMMITTEE TO NOTE

Medicines Optimisation Group minutes dated 16 June 2016
12

ANY OTHER BUSINESS

7




Michele Ezro confirmed that Ros Roughton had confirmed attendance at
November Clinical Cabinet
Dr Philip Earnshaw cited the issue of agenda item discussions without the
clinical lead in attendance.

DATE AND TIME OF THE NEXT MEETING:
Clinical Cabinet: Thursday, 8 September 2016
1.00 – 3.00 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 22 September 2016
09.00 – 12.30, Seminar Rm, White Rose House.
Deadline for papers : 14 Sept 2016
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Agenda item : 16c(ii)

NHS Wakefield Clinical Commissioning Group

CLINICAL CABINET
Thursday 22 September 2016
9.00 am – 12.30 pm, Seminar Room, White Rose House

UNAPPROVED MINUTES
Present:
Dr Adam Sheppard
Dr Avijit Biswas
Dr Philip Earnshaw
Dr Debbie Hallott
Stephen Hardy
Dr Clive Harries
Dr Pravin Jayakumar
Andrew Pepper
Jo Pollard

Chair, GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Wakefield CCG, Board Member
GP, WCCG
GP, WCCG, Network 5 Chair
Chief Finance Officer
Chief of Service Delivery & Quality

In attendance:
Val Aguirregoicoa
Dr Chris Barraclough
Katherine Bryant
Liz Blythe
Lisa Chandler
Simon Dale
Dr Som DeSilva
Michele Ezro
Dr Andrew Furber
Pat Keane
Dr Jordache Myerscough
Dr Nadim Nyyar
Simon Rowe
Phil Smedley
Dr Colin Spears
Dena Coe

Quality Manager
GP, WCCG
Governance & Board Secretary, Governance
Network Development Unit Manager
Public Health Principal, WMDC
OD Practitioner & Programme Lead – Ways of Working
GP, WCCG
Associate Director, Commissioning & Integration
Director of Public Health, WMDC
Chief Operating Officer
GP Registrar, WCCG
GP, Network 1 Chair
Senior Commissioning Manager
Integration (Connecting Care)
GP, Network 4 Chair
WCCG (Minutes)

Item
no.

Agenda item

1. APOLOGIES FOR ABSENCE
Dr David Brown, Dr Patrick Wynn
2. DECLARATIONS OF INTEREST
Item 7d ‐ MSK Triage
 Dr DeSilva and Dr Jayakumar, Dr Harries, Dr Earnshaw declared an interest due to
potential involvement of partners in their practice with the company who will provide the
MSK service. It was agreed this level of interest did not preclude members from taking
part in discussions.
1



Dr Jayakumar declared an interest as his practice would be hosting the service in their
building. It was agreed this level of interest did not preclude Dr Jayakumar from taking
part in discussions.

3. MINUTES OF MEETINGS HELD ON
25 August 2016 & 8 September 2016 were agreed as a true record.
There were no matters arising.
4. ACTION LOG
The Action log was reviewed and updated accordingly.
5. Conflicts of Interest, New NHS Guidelines
Katherine Bryant outlined the new guidance from NHSE on managing conflicts of interest. The
guidelines are intended to ensure that CCGs demonstrate transparent, clear and open ways of
working and that any potential breaches are managed robustly.
It was highlighted that there was no mechanism in place to force GP practices to follow the
guidance; the Governance team were working on a proposed protocol and any comments
about this approach would be welcomed.
The changes were outlined, key issues for Clinical Cabinet members were; mandatory training,
all categories of conflicts of interest had changed which meant new forms would be required,
updates were required every six months and anonymised data about breaches must be
published on the CCG’s website.
Frustration was expressed on the potential perceived barrier to essential relevant clinical
input into the commissioning process, however, it was also felt that the CCG must effectively
comply with the guidance and a robust practice was already undertaken.
6. 2017/18 CQUINs
This item was deferred to the October meeting.
7. ADDRESSING THE FINANCIAL SITUATION PART III
It was highlighted that the five papers that addressed the financial situation were all inter‐
linked and intended to assure and gain clinical support and approval prior to task and finish
groups taking forward and implementation, e.g. BVG and Planned Care group. It was stressed
that the proposals were as a result of working closely with partners to achieve better and
more efficient care for patients as opposed to enforced unilateral decisions made by the CCG.
It was highlighted that due to the financial situation should the CCG not be seen to be
effectively working in partnership, NHSE could intervene.

ACTION: It was stated that should support and agreement be resolved the necessary
Risk Assessment, Quality Impact Assessment and Integrated Impact Assessment
would be completed and ratified through the Chair’s Action process for each
proposal.
7a E‐Consultation
Simon Rowe attended to outline the proposal for further e‐consultation as detailed in the
paper. Discussion took place around technical issues with EMIS users, GP/Consultant
responsibility, capacity and skillset of MYHT, timescale of full implementation, risk of assumed
2

savings not achieved /mandatory introduction of process costing more and also the need for
an effective communication strategy.
Volunteer leads were agreed as Dr Harries and Dr Jayakumar
IT WAS RESOLVED:



To support the implementation from 1 October 2016 for e‐consultation to be the
default option for GPs to access outpatient care, via specialist advice and opinion, in
Cardiology, and then Gastroenterology; Ear, Nose and Throat, and Pain Management.
Agree to, and support the implementation for 1 October 2016 for e‐consultation to be
used by MYHT to review waiting lists for new outpatient appointments in cardiology,
gastroenterology; Ear, Nose and Throat and pain management.

7b Outpatient Ratios: new to follow‐up appointments and procedures
Dr Biswas outlined the proposal to mandate non‐face‐to‐face appointments for follow‐up
appointments and agree the non‐funding of outpatient activity that exceeds agreed ratios. It
was clarified that implementation was seen as an opportunity to transform and improve
inefficient current systems pathways and thereby improve patient care. It was emphasised
that implementation of this strategy was a very significant change to current contractual
agreements and that savings would be achieved for 2017/18.
Discussion took place on the potential of non‐face‐to‐face appointments increasing the
number of follow‐up appointments, cost implications, best use of consultancy services, and
GP/specialist/consultant responsibility.
ACTIONS
a. It was agreed to change the wording of the first bullet point to include the word
“clinical” i.e. “with defined clinical exceptions to this”
b. Wording of the second bullet to be amended and circulated to Clinical Cabinet for
final approval.
IT WAS RESOLVED:
 To agree to a mandate that seeks Mid‐Yorkshire Hospitals NHS Trust to offer non face‐
to‐face telephone appointments as the default booking approach for follow‐up
appointments, with defined clinical exceptions to this, with effect from 1 October
2016.
 It was agreed in principal to the non‐funding of activity beyond the outpatient ratios
linked to the agreed 2016/17 contract with MYHT – on the agreement of additional
caveats to be signed‐off by Clinical Cabinet.
7c Revisions to the Commissioning Policy
Simon Rowe outlined the proposals to revise the list of treatments in the CCG’s commissioning
policy as detailed in the paper. The proposals were based on published empirical data from
the North‐East Devon formulary. It was emphasised that this would not be a blanket ban on
all non‐defined treatments, all proposals were complicit with NICE guidance, that the
proposals were intended to promote good practice and assist GPs with referrals.
Discussion took place on the need for trust with partners, possible enforcement via non‐
payment of procedures carried out without prior approval, the benefits of consistency across
the West Yorkshire footprint and the need for an effective communications strategy including
3

public engagement and to enable positive media coverage.
IT WAS RESOLVED:
 Approve the revised list of treatments, defined in table 1, for inclusion in the CCG’s
commissioning policy from 1 October 2016
 Agree that new treatments, defined in table 1, which are neither in the North‐East
Devon formulary, or currently within the CCG policy will be included in a revised policy
until further clinical work has been undertaken
 Agree that the completion date for such clinical work should be 1 November 2016
 Agree that treatments listed in the revised commissioning policy are only funded by
the CCG Where exceptionality criteria have been supported by an Individual Funding
Request panel.
7d MSK Triage
CONFLICTS OF INTEREST NOTED:
 Dr DeSilva and Dr Jayakumar, Dr Harries, Dr Earnshaw declared an interest due to
potential involvement of partners in their practice with the company who will provide the
MSK service. It was agreed this level of interest did not preclude members from taking
part in discussions.
 Dr Jayakumar declared an interest as his practice would potentially be hosting the service
in their building. It was agreed this level of interest did not preclude Dr Jayakumar from
taking part in discussions.
Tracy Morton explained the narrative and rationalisation for the paper.
Discussion took place around the possibility of e‐consultation for this service, how the new
service provider would interface with current partners, the potential of de‐skilling GPs as a
result of implementation, potential reduction of patient choices, definition of the “barn door”
issue the need for consistency across the district and members were assured that patients
already in the system would not be signed‐off their current pathway and re‐admitted onto the
new system.
ACTION: It was agreed to look into the potential use of e‐referral for the service. Proposals
and financial data to be brought back to a future Clinical Cabinet meeting.
IT WAS RESOLVED:



To support the assessment of the impact and cost of implementation of full triage of
all MSK referrals including T&O by the end of November 2016
Subject to the outcome of that assessment, implement the full triage of all MSK
referrals by 1 April 2017.

7e JPCP W6:P3 Respiratory Pneumonia and Influenza (Wakefield)
Lisa Chandler outlined the details of the paper which aimed to improve on the variation of
uptake between practices and also review the adherence to pneumonia pathway based on
RighCare data.
It was highlighted that this was a good example of how partners had worked together using
data that was available to focus on areas for improvement and effect early intervention and
good practice.
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IT WAS RESOLVED:
 To support the adoption of key strategies in primary care to increase flu and
pneumonia vaccination update.
 To support the process of patient education as outlined in the paper
 To support the implementation of updated COPD management guidance and
reduction in inappropriate use of triple therapy.

8 COPD Guidelines (Cross Wakefield, NK, Calderdale and Gtr Huddersfield)
Lisa Chandler outlined the COPD Guidelines paper which detailed the work which had involved
partnership work across the CCGs in the district and the Trusts involved. It was envisaged the
guidance would enable ease of adoption of national guidance with the opportunity to allow
local input.
Brief discussion took place on e‐referrals and who could refer.
ACTION: Presentation to be circulated.
IT WAS RESOLVED:
 To approve the guidelines for diagnosis of COPD in Primary Care
 To approve the guidelines for management of COPD in Primary Care
 To approve the guidelines for the acute management of COPD in Primary Care
 To approve the COPD self‐management action plan
 To approved the guidelines for pulmonary rehabilitation COPD in primary care
 To approve the guidelines for oxygen therapy in COPD in primary care
 To approve the guidelines for spirometry in COPD in primary care
 To approve the guidelines for identification of those reaching end of life in COPD in
primary care.
9 Intermediate Care Bed Re‐Categorisation
Sharon Wallis and Jon Parnaby attended to outline the details in the presentation.
The key issue had been the identification of a high percentage of patients that had occupied
the Intermediate Care beds that did not meet the criteria. Working in partnership with the
Trust it was proposed to re‐categorise the current 55 intermediate care beds as detailed, this
would result in a more effective use of resources and better patient care.
Discussion took place on assurance of patient safety and right care at the right time, financial
implications and aspects of the partnership work undertaken.
It was agreed to support the principal to invest in the most effective use of resources and the
outlined direction of travel for transition as proposed, however, further clarification and the
opportunity for additional clinical input was requested.
ACTION:
a. Meeting to be convened before 6 October, to include, Dr Adam Sheppard, Dr Phillip
Earnshaw, Jo Pollard and anyone else who wished to have input.
b. It was agreed to develop a Chair’s Action for ratification after the meeting above
(bullet point a.) and after further discussion at the Connecting Care meeting on 13
October 2016

5

10 CHAIR’S ACTION ITEMS FOR RATIFICATION
10.1 Diabetes Prevention Programme
It was reported that full support had been received from those who had responded.
IT WAS RESOLVED :
That this item was ratified via Chair’s Action.
10.2 MyDiagnostick
It was reported that feedback had been received and it had been agreed to hold support for
further funding pending further research.
IT WAS RESOLVED :
That this item was ratified via Chair’s Action.
11. ANY ITEMS FOR ESCALATION TO PROBITY COMMITTEE
None
12. FOR INFORMATION :
The minutes of the Medicines Optimisation Group meeting held on 14 July 2016 were noted
by Clinical Cabinet members.
13. ANY OTHER BUSINESS
DATE AND TIME OF THE NEXT MEETING:
Informal Clinical Cabinet: Thursday, 13 October 2016
1.00 – 2.30 pm, Boardroom, WRH
Clinical Cabinet:
Thursday, 27 October 2016
09.00 – 12.30, Seminar Room, White Rose House ‐ Deadline for papers:
20 October 2016
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Agenda item : 16d(i)
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Thursday 11 August 2016
9.00am to 11.00am
Seminar Room, White Rose House, Wakefield
Present:
Andrew Balchin (AB) Chair
Melanie Brown (MB)
Adam Robertshaw (AR)
Dr Adam Sheppard (DrS)
Neil Hardwick (NH)
Nichola Esmond (NE)
Andrew Pepper (AP)
Dr Ann Carroll (DrC)
Jo Pollard (JoP)
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Public Health Intelligence Manager, WMDC
Minute Taker

Meeting Minutes:
1.

Action:

Welcome and Apologies:
Jo Webster, Michele Ezro, John Wilson and Andrew Furber submitted
their apologies.

2.

Declarations of Interest:
As a member of West Wakefield Health and Wellbeing (WWHWB), DrS
declared an interested in agenda item 6.
As a practicing GP indirectly involved in one of the NHS Primary Care
Funding bids submitted, DrS also declared an interest in agenda item 8.

3.

Minutes from 14 July meeting:
The minutes were accepted as an accurate record subject the removal of
bullets and sub‐bullets on pages 3 and 4 after ‘….a service specification is
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in place together with an NHS banded contract.’
4.

Action Log:
In addition to the updates detailed, the following was advised:
 Dr Colin Speers and Dr Chris Jones are now attending the Joint
Operational Delivery Group (JODG) meetings. Action closed;
 A proposal regarding strengthening Wakefield Voluntary Sector is
being written;
 The West Yorkshire Audit Consortium Report will be included on
September’s Health and Wellbeing (HWBB) agenda. Action
completed;
 WWHWB have been in touch with WMDC regarding business
intelligence link actions, indicators/metrics, return on investment,
data and outcomes for the MCP Vanguard. Further discussions are to
take place.

5.

FOR DECISION: Continuing Health Care (CHC) Terms of Reference:
JoP advised an internal audit of WCCG and CHC processes has taken
place. This audit identified internal governance, decision making and
WMDC representation on the CHC eligibility panel needed to be
strengthened whilst still recognising the partnership approach to CHC.
Asking the CCE to approve the Terms of Reference (ToR) presented, JoP
advised:
 Have been developed with WMDC, WCCG and CHC colleagues;
 Are jointly owned and shared by WMDC and WCCG;
 Meet the national framework for CHC and NHS funded care;
 Provide a formal, clear and transparent arrangement between WMDC
and CCG.
Suggesting that CHC processes require discussion at CCE with more
regularity, the CCE discussed the ToR. Some concern was expressed
regarding the level of workload and capacity to manage the referrals
received was not clear. DrC noted some comments received as part of
the Care Home Vanguard which included confusion regarding who
conducts CHC assessments and therefore suggested details on timescales
and pathway would be beneficial in addition to some clarity on the
assessment process.
Discussing the concerns raised, JoP advised the internal audit recognised
a number of areas which require further work:
 Workload; particularly capacity. Internally the workload and capacity
of the CHC team is being reviewed. WCCG Executive Team have
recognised this as a risk to WCCG, patients, patients experience and
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patient flow through the system, however since 1 April 2016,
significant investment has been made within the team in terms of
additional staff; both nursing and administrative staff;
 Capacity and Demand management sum is still to be completed
however WCCG has begun a process via WCCG Integrated
Governance Committee to understand CHC processes and timescales.
This will be extended to connecting care and discussions will take
place between JoP and AB early September 2016 regarding CHC;
 Timescales and assessment processes: WCCG acknowledges there are
issues internally regarding the number of CHC reviews. In terms of
the CHC Teams ability to meet all demands, JoP felt this is currently
unrealistic due to the capacity removed from the system a few years
ago.
Discussing the ToR and differences between what currently takes place,
KT talked the CCE through the current process which involves 3 separate
panels. The purpose of the new arrangements is to amalgamate all 3
panels into one; this one panel will be minuted to capture discussions
and decisions made. The only panel currently minuted is the full FNC
panel.
Acknowledging the ToR were a positive step forward the CCE approved
the ToR as presented, with the caveat that all issues are not resolved by
their implementation, however every step will be taken to jointly
address and rectify the remaining issues. The CCE also suggested the
ToR are reviewed in 6‐9 months’ time. The CCE approved to this
timescale.
Discussing the vanguard issues further, DrC suggested the pathway for
assessment could be presented at a future CCE meeting in order to
provide clarity. Once approved this could then be cascaded through the
system to provide system wide clarity on roles and responsibilities. The
CCE agreed to this suggestion and that discussions should take place
outside of the CCE in terms of timescale. ACTION: CHC assessments and
Pathway to be discussed at a future CCE meeting.
6.

FOR DECISION: Schools App Challenge:
Referencing the supporting proposal and business case, MB advised a
request has been made by WWHWB to extend the schools app challenge
to the whole of Wakefield District; adding:
 A number of discussions have taken place between WCCG, WMDC
and WWHWB regarding the extension of this scheme and in principle,
the concept of rolling out this scheme to the East of Wakefield was
supported;
 IH has been able to identify some resources from the Future in Mind
programme to fund this extension for the current financial year;
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 WMDC have been asked to be lead commissioners for this project
noting WMDC have the influence with the schools and there may be
an opportunity to maximise use of WMDC flexibilities to claim back
VAT.
Talking the CCE through the supporting papers, MB highlighted an issue
regarding WCCG not being able to fund this programme recurrently;
adding funds are available for the current year only. WWHWB have been
made aware of this and are therefore going to see if any sponsorship can
be obtained to fund the programme from 2017/18. The proposal will
also be presented at the next Schools Forum at which a request will be
made to support the programme going forward and discuss with schools
the merit of continuing the programme and possible future
contributions.
The CCE discussed the proposals. Noting WCCG’s financial position and
recent internal discussions, DrS asked if these additional funds were
guaranteed. MB provided assurance the funds are available for the
current year to extend the scheme to East Wakefield. IH added work has
been undertaken to re‐align priorities within the Future in Mind budget
to allow for this additional funding to become available.
Continuing discussions regarding funding sources, AP suggested such a
conversation needs to take place; noting a fair challenge has been made
in terms of investment and decisions, cognisant of some of the
discussions which have taken place within the CCG at Executive Level and
suggested the best approach would be to support the proposal and
business case in principle subject to those discussions taking place
outside of the CCE.
The CCE supported the commissioning for East of District in principle,
however agreed a conversation was needed regarding future investment
and funding decisions.
Discussing investment from schools, it was noted from the initial pilot
schools who expressed an interested in the Schools App Challenge, a
small minority actually took part, therefore the number of additional
potential future schools to be involved could be small. NH suggested, if
schools are to help provide future funding for this programme, a flat rate
contribution may be more beneficial, noting if a cost per pupil approach
was to be applied, it is very likely that secondary/comprehensive schools
would take part as they inevitably have many more pupils on site.
Subject to the caveats described, the CCE agreed in principle to the
proposals presented.
7.

FOR DISCUSSION: Future in Mind Update and Dashboard of Indicators:
4

Referencing the supporting paper, IH talked the CCE through the Future
in Mind update report.
Discussing the update report, the CCE asked if there had been any
change in terms of the number of referrals to CAMHS. IH advised no real
impact had yet been seen in CAMHS referrals; suggesting it was too early
to see any real change, however reassurance has been received that
whilst patients are still waiting, there is alternative provision available
and an impact on CAMHS referrals is expected to happen in time.
Discussing all the work which is taking place, the CCE discussed the wider
learning which might help other areas of work and services we provide.
AB suggested it would be helpful to reflect and obtain people’s
reflections on experience and benefits brought forward etc. to provide
wider lessons and potential improvements to future working; suggesting
at either a future CCE or Connecting Care Health and Social Care
Partnership (CCHSCP) meeting half a dozen key things learnt through this
process are reviewed to see what could benefit others.
Discussing the report further, the CCE noted the positive progress made
across all areas, however JH asked if more detail could be given on what
the progress has been and if there has been a reduction in referrals to
acute CAMHS services as a result.
IH advised work has taken place with Public Health to develop the
metrics and some of that detail is now available and can be shared,
though there has not been a significant reduction in waits as yet; noting
that early intervention will take some time to implement. MC added 6
Primary Care Practitioners are to start from 5 September 2016 in
Castleford and Wakefield Central and details of these new practitioners
and process for referring into this new provision are being shared with
GPs in that area. It is hoped from end of September/October, it will be
possible to see a decrease in the referrals to CAMHS in that locality. IH
noted it is worth reflecting that whilst a range of positive and dynamic
interventions have taken place, a wide and varied robust challenge
process has taken place with colleagues who manage that service to
ensure value money and improve patient flow etc. therefore services are
being challenged to do things differently at both ends.
Discussing KPIs and the work being supported by Public Health, JoP
advised it is really important this is evidence based and based on clinical
outcomes, adding in her experience early interventions can take a long
time to show themselves in a core service.
The CCE discussed the referrals which do not meet the CAMHS threshold.
DrC suggested if this data was collected it may be possible to determine
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if the services now being offered are reducing this number.
IH advised the Primary Care Practitioner provides a single point of access
into CAMHS, therefore where there are referrals which do not meet the
threshold, these can be brought back into that community and
reallocated or picked by the Primary Care Practitioner directly. IH added
work is taking place with SWYPFT to ensure there is a really robust
process in place. IH added the implementation of Primary Care
Practitioners will allow schools another pathway to refer children (via
their parents) with definite mental health needs.
Discussing schools, NH suggested IH arranges an update visit to Schools
Forum. IH agreed it would be helpful to re‐visit the Head Teachers
Forum and schools to provide an update on Kooth and Future in Mind.
ACTION: IH to arrange additional update visits to schools and Head
Teachers Forum.
Concluding discussions, AB suggested an hour of a future CCHSCP
meeting is set aside to:
 Remind ourselves what changes are trying to be achieve through this
programme;
 What metrics will provide a clear understanding on whether we are
making some of the changes people have been describing;
 What has been learnt from this process; what can be done differently
because it has not worked as well as hoped or things which have a
wider applicability for the system and challenge
ACTION: IH, AB, MB to discuss timing of the future one hour CCHSCP
session
8.

IH

IH/MB/
AB

FOR DISCUSSION: NHS Primary Care Fund aka Estates and Technology
Transformation Fund (ETTF):
CW advised historically bids were submitted to NHSE however this year,
the CCG has had a role in receiving, assessing, prioritising and submitting
such bids. CW provided some detail of the process followed including:
 Practices co‐ordinated what they wanted in order to meet the criteria
of this fund, with the key being transformation;
 23 bids were received in total; these were reviewed to ensure the
fund criteria was met, whether the bid supported the strategic
direction of the CCG (i.e. STP, Local Digital Roadmap, Estates Strategy
etc.) and whether the bids were affordable;
 NHSE holds the funds for such bids, however it is recognised there
will be ongoing revenue consequence for the vast majority of bids
submitted;
 Of the 23 bids submitted, only 12 were recommended to NHSE to go
forward to the next stage of the process. NHSE will review what is
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received and a decision is expected from NHSE by the end of August
2016 on whether any of the 12 bids WCCG has recommended are to
move forward onto the next step of the process.
AP added:
 The bids have gone through WCCG Probity Committee rather than
WCCG Governing Body to avoid any conflicts of interest;
 The Primary Care Fund is presented today to inform CCE on this
process and to advise at some point there will be a requirement to
join up with the wider system to assure we have complete ownership
of these investments going forward. AP suggested once NHSE have
announced the outcome of the first round, the bids which have been
successful and are to go forward to the next round are presented at
CCE for discussion. ACTION: Update on bid submission to be given at
either September or October 2016 CCE meeting.

AP/CW

Discussing Estates, AB suggested it may be beneficial to speak with
Regeneration and Planning colleagues at WMDC regarding strategic
developments in term s of estates and capital funding; particularly in
terms of something new and/or expansion of existing estates. AP
welcomed this suggestion, advising WCCG has established an Estates
Forum which includes regeneration representation; adding all 23 bids
were presented at the Estates Forum. CW added the Estates Forum is in
its infancy, however brings together all Stakeholders and has started
with an understanding of where each organisations estates strategy is
aligned so that work can take place to bring these closer together (this
work has been welcomed by all members of the Estates Forum). CW
added both the Estates Forum and Probity Committee identified some
gaps which are now being actively progressed in preparation for the next
round.
9.

FOR DISCUSSION: Better Care Fund Pooled Financial Reporting:
Presenting the first official report for 2016/17, AR talked the CCE through
the supporting paper and highlighted the following:
 There is a Year to Date (YTD) underspend of £1m, however this is
expected to be due to timing differences between WMDC and WCCG
financial reporting. NH added ICES has seen a significant recurrence
relating to NHS Property charges of £400k in addition to year end re‐
charges included for which there is no spend against. Discussions
have taken place within WMDC regarding whether process can be
improved to show if such charges can be pro‐rata which would show
a better indication of the YTD position and how that aligns to the
forecast, though there is no underspend to date;
 £215k reduction in forecast outturn is currently showing, however
this will be monitored as the financial year progresses;
 Care Act Funding is forecast to be fully spent £948k;
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 ICES and Wheelchairs currently shows a £40k reduction in spend,
however there is a timing issue between WCCG and WMDC and
therefore this will be monitored during the financial year to see how
the change in products and Strategic Outline Case (SOC) will influence
the management of the overspend experienced over recent years.
Discussing ICES, AB advised discussions have taken place with David
Melia at MYHT who has agreed that MYHT processes have a detrimental
effect on ICES. MYHT are therefore working with WMDC to redesign the
pathway and process as a whole for which some initial work is being
undertaken before staff and managers are brought together at a
workshop in September to discuss and review the process further.
ACTION: Update on managing ICES to be raised at a future CCE meeting;
either September or October 2016.

MB

The CCE also discussed the risks to the Better Care Fund (BCF). AR
highlighted the benefit of the BCF is reduction of hospital admissions,
however if there was an increase in admissions, that would apply
pressure on the whole system regardless of whether part of the BCF or
not. MB added there are some commissions within the BCF which will go
through a significant review this year; including Intermediate Care which
will see WCCG commission a significantly reduced number of
Intermediate Care beds in the future, though there is further work to be
completed before finalising such an agreement. MB also provided
assurance that any resources saved will be redirected into the system to
give additional capacity to the community.
DrS noted the steps being taken to ensure funds within the BCF are safe
and re‐invested, however expressed some concern given the pressures
being faced in MYHT and activity in terms of number of admissions
increasing this year. AP suggested a review of non‐elective admission
performance is presented at the next CCE meeting alongside the BCF
Pooled Financial Reporting. ACTION: Non‐elective admission
performance to be reviewed at future CCE meeting.

MS

Regarding future reporting to NHSE, AR advised Quarter 1 reporting is
due to be submitted to NHSE on 26 August 2016. Quarter 1 activity will
be the YTD position and the final 3 quarters will be based on the 4 year
outturn, therefore AR will be reporting to NHSE a decrease in the pool.
The CCE understood this position.
10.

FOR DISCUSSION: Draft MCP Outcomes Framework:
Introducing the supporting paper, AM advised the document presented
aims to provide high level information on a selected number of key
indicators, be more place based and focus on areas where movement
has taken place as a system (unlike previous frameworks which have
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focused on MYHT).
AM asked the CCE for some direction regarding:
 How much should be invested in bespoke data collection; noting
patient and staff surveys already exist and work has taken place with
other agencies to see what they currently do and Healthwatch have
conducted more bespoke work around patients and staff over recent
years for which there has been a cost;
 The frequency measures should be reported; quarterly, 6 monthly
and/or annual? AM added some may be 6 monthly and annual
anyway due to the frequency of the data published;
 Is there an appetite with individual services/Commissioners to include
additional questions into routine survey data currently collected; is
this something Chief Executives would be willing to do in order to
facilitate MCP data capture?
AM talked the CCE through the draft framework presented, adding:
 CollaboRATE three questions requires further investigation in terms
possible costs for Healthwatch to conduct this piece of work;
 ‘Under 75 CVD mortality the moist deprived quintile version least
deprived quintile’ is an all‐encompassing indicator which includes
obesity, physical activity, smoking etc.; all areas Wakefield do not
perform well in in addition to providing a good measure of
inequalities;
 AM would like to include something regarding vaccination coverage
for vulnerable groups as this is a prevention measure where
Wakefield is not particularly good at achieving.
Discussing the framework presented, the CCE suggested and raised the
following:
 There is a gap in dealing with behavioural interventions with the
public to influence their behaviour and it has been suggested that
something needs to be commissioned (which is evidenced) alongside
service transformation which encourages patients to use Primary
Care rather than A&E; it cannot just be about access;
 Delayed Transfer of Care (DToC) and CHC Assessment were suggested
as indicators to be included as part of Outcome 2. In discussion, JoP
suggested if DToC was to be used, it needed to be balanced with
another measure, but not the usual Length of Stay (LoS). DrS
suggested ‘Once a patient is medically fit for discharge’;
 AM suggested a good indication of how a hospital is functioning is
‘Percentage bed occupation at midnight’ (for which MYHT have
always been high). Another indicator to consider would be ‘How
many patients are discharged by 1.00pm’; AM suggested both of
these are included;
 Assuming this framework is to provide a basis of how MCP might be
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contracted moving forwards, AP suggested additional Primary Care
indicators be included (i.e. Primary Care Access, and home visits) in
addition to Mental Health. DrS suggested ‘Number of patients
referred to A&E for Mental Health problems’ would be a good
indicator to include as these patients should not be referred to A&E.
AM advised a proposal has been drafted with Healthwatch where it is
believed all of the patient metrics can be reviewed for £30k per year,
however this is not a specific requirement as patient surveys can be
used, though AM suggested Healthwatch could provide a more robust
assessment.
Continuing discussion, AB suggested the following is considered:
 If an asset based lens is applied to these as part of the criteria, would
the questions be framed slightly differently; i.e. the extent people feel
in control; can patients direct resources and their own care; rather
than how well are we doing, how much control and influence do
patients/staff have;
 Personalisation and personal budgets;
 Children and Young People.
AM and SM to take suggestions proposed forward to develop framework
further in advance of session on 7 September 2016 where the
framework will be reviewed and discussed further.
11.

FOR ASSURANCE: Joint Legacy Reserve:
Noting the paper presented reports an end of year position, AP asked if
anything had been spent since 1 April 2016. NH advised he is currently
reviewing the position and an update will be provided for the next
meeting.

12.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
No items were raised.

13.

FOR INFORMATION: The Multispecialty Community Provider (MCP)
Emerging Care Model and Contract Framework:
Referencing the supporting paper, MB highlighted some of the
documents positives including:
 The scope of the MCP will not be dictated by NHSE and details a
clearer aim of all MCP scoping;
 The document details a more realistic phasing of development and
clearly describes the different phases of implementation and
therefore there will be choices to be made as a system on the
10

direction of travel to be taken.
In terms of concerns, MB advised the paper is very NHS focused and
suggested (that for Wakefield) it would be a shame if some ambition was
not shown regarding the phasing of how we could bring some aspects of
Adult and Social Care and Public Health within the MCP, though
everything is open for conversation.
In terms of next steps, MB advised:
 A number of critical pieces of work need to take place including the
drafting of an Outline Business Case for which the Governance
Institute has been commissioned to provide. This is a critical
document for Wakefield; advising this document must articulate and
sell the benefits of an MCP, not just in terms of the commercial case,
but also a strategic case in order to deliver something which is
meaningful for the Wakefield Community;
 Some soft conversations have taken place regarding what could be in
scope, however firm conversations with individual organisations now
need to take place in terms of what can realistically, be in scope for
next year and year after. MB suggested:
o Working with WMDC colleagues to speak to MYHT outside of the
Community Contract Forum to get to the detail on what can be
scoped and mapped for the future;
o MB, AM and Rob Hurren meet with some voluntary sector
volunteers to review what could be possible from a voluntary
sector perspective;
o Greg Connor and Catherine Wormstone work through what could
be possible from a Primary Care perspective.
MB advised the above detail needs to be worked through now in order
to give Chief Executives on opportunity in October to see what is tangible
for all organisations in addition to having available to them the Outline
Business Case, the specification and outcomes framework.
The CCE agreed to the approach described.
14.

FOR INFORMATION: Connecting Care Project Management Documents:
The Risk Log and Highlight reported were noted for information.

15.

Any other Business:
Troubled Families:
Following some recent press regarding the Trouble Families initiative not
being successful, AP advised he did not believe that to be the case in
Wakefield and asked the CCE if some reflection time was required to see
if that was the case or if that was just a national message.
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In terms of the Troubled Families national message, JH advised:
 There are some challenges in terms of language. Phase One of the
programme ran from 2012 to 2015 and had a very defined specific
criteria which was based on employment outcomes and/or education
and crime outcomes;
 The national criticism this week challenged it was impossible for any
local authority to hit 100% of turning families around and the only
way to achieve such a target was to over subscribe significantly in
order to achieve the 920 outcomes, therefore there was a lack of
contextualisation in terms of some of some of the media this week;
 Phase Two which was implemented in April 2015, was a significant
shift in Troubled Families; it broadened the criteria to include health
outcomes for families, crime for adults, financial exclusion, poverty
and families in debt etc. Phase Two is therefore very broad and
complex for which the metrics are much more challenging to achieve
i.e. local authorities have to achieve outcomes against every single
outcome which applies to each individual family and every single
individual within that family unit;
 Currently local authorities nationally, are finding Phase Two more
challenging, however there is a Trouble Families outcomes plan and a
number of families are being worked with as part of that and it will be
testing to see what the outcomes do look like on Phase Two against
Phase One.

Better Care Fund:
Following a letter from NHSE, MB advised Wakefield’s Better Care Fund
has been assured.
Partnership Agreement:
MB advised the partnership agreement has also been agreed.
16

Date and Time of Next Meeting:
Thursday 8 September 2016, 9.00 to 11.00am, Seminar Room, White
Rose House
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Meeting Minutes:
1.

Welcome and Apologies:
Jo Pollard, Andrew Pepper, Andrew Balchin, Jill Holbert and Jo Webster
have submitted their apologies.

2.

Declarations of Interest:
AS declared an interest with the MCP agenda item.

3.

Minutes from 11 August meeting/Matters Arising
The minutes were accepted as an accurate record. The following matters
arising were noted:‐
Continuing Health Care ToR – Page 2
Continuing Health Care – there are issues around the process of how
continuing healthcare assessments are carried out. This in turn is causing
delays with patients being discharged from both hospital and residential
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settings and creating unnecessary admissions. Kerry Munday is working
through this with CHC team.

School Apps Challenge – Page 3
MB updated colleagues that following relevant discussions, Wakefield
CCG have now received an email from West Wakefield stating they are
able to fund the East of the District roll out.
CAMHS – Page 5
JW queried the level of detail discussed at the last meeting as
commentary seemed to centre around earlier interventions and
concerns were raised around caseloads and the effectiveness of choice
appointments translating into appointments with practitioners for
patients. The group were made aware by MB that a brief discussion has
taken place around signposting and referral data is being gathered.
It was agreed that further work can be undertaken to ensure there is
more efficiency in this area. ME made the group aware of a related
children’s time out in September where this issue, amongst others, with
be addressed.
Troubled Families – Page 11
In relation to Phase 2 Outcomes Framework – the DCLG conducted spot‐
checks and have challenged some of the evidence that has not been
collated around claims for troubled families provision. DCLG will return in
late September/early October to assess a position.
4.

Action Log:
The following was advised:
 MB and AM will discuss how they will report on the performance of
Prevention section of the BCF and will bring this information to a
future meeting
 Conversations around Care Home Vanguard will take place at
Governing Body next week
 There was previously a suggestion that Ian Holdsworth and Neil
Hardwick are to attend schools forum to provide updates on Future in
Mind and Kooth. JW highlighted that the Headteacher briefing is
more appropriate.

5.

FOR DECISION: Strategic Outline Case for the MCP
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MB presented document to the group and explained the reasons an
outline case is being put together with a view to starting to build a
business case for MCP. Various different ideas have been put forward as
to what services should be included and which will be of most benefit.
Positive meetings have recently taken place with SWYPFT, MYHT,
Turning Point, and the Local Authority around how services need to work
differently in 17/18 in an integrated way. It is hoped this piece of work
will give Wakefield CCG and the Council confidence that there is enough
opportunity to move forward with a business case.
AM Informed the CCE that the Local Authority will be submitting a bid for
MCP working with the Arts Council. The bid is around focusing on certain
areas key problems and then using arts and culture to inform and
educate the public and improve their engagement with healthcare.
Expression of interest going in on 6 October, then a full application is to
be submitted in January if that stage is reached.
Of the 6 potential MCP’s Wakefield CCG are the sole organisation who
have significant LA involvement .
The ideas that have been put forward to date have not been through any
form of governance at present, so they still need to be implemented
through the governance processes which will take time. The question of
whether representation from a residential/nursing care home setting,
who is also a significant provider of services in the district, has been
considered but WMDC do not feel this is appropriate at this time.
MB and JW discussed Children and Young People services – JW is
comfortable that at this stage that Children and Young People services
are not in scope. The Council are watching this work with interest but at
this stage an Adult focus on this work is proposed way forward.
NH ‐ Point of clarification linked to STP/SVT – council have recently
reflected some pressures and how this is relevant with the work? NH is
aware of F&BI meeting on risks and gains. LA is concerned at the
potential impact on some providers.
CCE approved this Strategic Outline Case.
6.

FOR DECISION: Better Care Fund Quarterly Progress – Q1 Assurance
Report
Martin Smith presented the paper. It was agreed previously that if the
submission dates fit, we would take it to a connecting care exec for sign
off. Submission is tomorrow. Key headlines for Q1 report – still achieving
all national conditions and targets for care home admissions reablement,
and the delayed transfers care targets set the better care fund report.
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The area not reaching targets is on non‐elective admissions. Preliminary
analysis – working with urgent care lead within CCG to try and get better
understanding of what has happened in Q1. MS will produce a more
detailed report for a future meeting. 660 over the plan we wanted to
achieve and big areas with increases in non‐elective work are around
falls and respiratory. Area needs more investigation – who are the
people on the community case load, what could have been done better
within Connecting Care potential to prevent some of this?
For clarity of the minutes Q1 this year falls financially (April to June). Q2
data has not levelled off but is not as steep as Q1. MB – is there more
that we can be doing with Care Home Vanguard across the District?
MB asked who MS is in contact with in the system to get this
information. Simon Rowe/ Jenny/Jason. To be brought back to a future
meeting. MB – asked if happy to approve this return at this meeting.
CCE approved this submission for the national BCF return.
7.

FOR DISCUSSION: Better Care Fund Pooled Financial Reporting
AP spoke on behalf of Adam Robertshaw. Making reference to the paper,
AP explained this was the financial report for BCF pool. One area to point
out is scheme four ‐ Mental Health and scheme five ‐ ICES and
wheelchairs. In terms of MH – showing adverse variance forecast to do
with turning point and the swap in items that have been commissioned
that are and are and are not in the BCF. ME – new IAPT contract (starts 1
September) previously had block contracts with turning point, well
women centre and SWYPFT. Three elements have now been outlined in a
consolidated contract which starts 21 September. Turning Point and Well
Women Centre were in BCF, so not overspending in reality.
Q1 forecast for scheme 5 is above plan. Last years costings caused some
areas significant pressure which the committees had been sited on the
actions and interventions required to fix this. Funding arrangement
approach this year which is a mix of flexibilities at the council and other
resources that might be available. Is this enough transparency on some
of the underlying causes and need actions to address those causes?
MB shared that AB had called for a summit on 27 September with MYHT
and wider colleagues and a deep dive was going to take place.
Pressure care products and new beds have been actioned ordered – this
aspect has been mobilised but there are other areas that need funding.
Are the budgets right for ICES? How can providers better gatekeep some
of the resources going out?
AP questioned the recycling of products, and is equipment being
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collected in a timely manner? Equipment has been collected by WDH
which AP felt had made a significant difference. CCE acknowledged this is
a complicated area and one that needs to be monitored closely.
Expanding on the point around recycling equipment, AP highlighted is it
worth following up this work further in terms of
storage/decontamination.
Quarterly report will be at the next meeting when Andrew B is available
to talk through it.
8.

FOR DISCUSSION: Meeting the Challenge Dashboard June 2016
MS shared an updated re Connecting Care progress on MtC progress.
The data uses the same methodology that was agreed as North Kirklees.
In terms of connecting care it shows last year we saved potentially saved
7,805 bed days against the OBC target Outline Business Case. Additional
schemes to be added this year which are expected to give additional
contribution to bed saving days. One is the Care Home Vanguard – initial
data has been put down as a forecast but more in depth needs doing
with Paul Jaques around the accuracy of this figure. Great reductions on
ambulance call outs and admissions but conversion rates need to be
reviewed. Other areas are the Community Mental Health workers
through the hubs. Clinical staff are undertaking audits for the records to
gather more information.

9.

ITEMS FOR ASSURANCE: Joint Legacy Reserve
NH updated that at the last meeting, AP asked for expenditure to date
which has been done. Sub totals were not clear so were discussed in
more detail.

10.

FOR INFORMATION: Review of Therapy Services:
Morna Cooke has been working closely with Nigel Hodgkins at MYHT
pulling together and understanding where we are and where we need to
go. Aligning this to the Adult Community Nursing and Intermediate Care
Tier Review and intention and the plan is for the specification to be
completed by the end of November. Workshop planned on September
27 involving relevant people in reviewing area. Therapy Services is
expected to be one of those services to be included in the scope in the
MCP in the first year. ME confirmed these are adult services that are
being reviewed.

11.

FOR INFORMATION: Learning Disabilities Review of Placements
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ME ‐ Chris Makin has been undertaking work on review of adult
residential placements with colleagues from LA. Clinicians, social workers
and coordinators involved in reviewing people in residential placements,
often with learning disabilities and looking at whether the right thing to
do is to step down their care. Praised the programme – good quality
respect. ME – highlighted to JW that similar work needs to be done in
Children’s.
12.

FOR INFORMATION: Items of Interest re: Single Agency Commissioning
that may impact on Partners:
MB – social care review currently underway in terms of the charging
policy. Adam met with Rob Hurren recently. An update will take place at
next CCG executive team meeting.

13.

FOR INFORMATION: Connecting Care Project Management Documents:
a) Risk Log
b) Highlight Report
These reports were noted.

14.

Any Other Business
Child Sexual Assault Referral Clinic
JW highlighted there is an ongoing situation with securing provision for
the next financial year because of some commissioning arrangements
through NHS England. The PCC has spoken to the Children’s
Commissioner about her drive to support children across the country and
the work undertaken to support 2/3 Local Authorities to introduce the
Barnahus House scheme which is a residential children’s house for
victims of abuse to receive psychological and therapeutic support.
Wakefield are working through mitigating some of these challenges.

15.

Date and Time of Next Meeting:
Thursday 13 October 2016, 9.00 to 11.00am, Seminar Room, White Rose
House
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Agenda item: 16e
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 29 September 2016

Present:

Sandra Cheseldine
Dr Greg Connor
Stephen Hardy
Rhod Mitchell
Andrew Pepper
Jo Pollard

Lay Member
Executive Clinical Advisor
Lay Member
Lay Member (Chair)
Chief Finance Officer
Chief of Service Delivery & Quality

In Attendance:

Melanie Brown

Programme Commissioning
Director
Governance and Board Secretary
Healthwatch Representative
Health and Wellbeing Board
Representative
NHS England Representative
Programme Manager
Minute Taker

Katherine Bryant
Nichola Esmond
Cllr Pat Garbutt
Anna Ladd
Catherine Wormstone
Gemma Reed

16/55

Apologies
Apologies were received from Pat Keane, Jo Webster, Hany Lotfallah and Sharon
Fox

16/56

Declarations of Interest
The Chair asked for any declarations of interest and the following were noted:
Stephen Hardy declared an interest as a patient of Orchard of Croft practice for
item 5 – Netherton Surgery Branch Closure Request. Stephen did not participate
in the discussion or decision regarding this item.
Cllr Garbutt also declared an interest in relation to item 5 – Netherton Surgery
Branch Closure as this has been discussed at the Council’s Cabinet meeting. Cllr
Garbutt confirmed that she didn’t take part in this discussion regarding this item at
the Council’s Cabinet meeting. It was agreed that Cllr Garbutt could participate in
the discussion regarding this meeting.

16/57

Minutes from meeting held on 26 July 2016
Following the amendment of typographical errors, the minutes were agreed as an
accurate record.

16/58

Actions from meeting held on 26 July 2016
Catherine Wormstone confirmed that action 16/49 is complete.
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Dr Connor confirmed that action 16/50 will be presented at the October meeting.
16/59

Matters Arising
There were no matters arising.

16/60

Netherton Surgery Branch Closure Request
Catherine Wormstone updated the committee regarding the request from Orchard
Croft surgery to close their branch surgery based at Netherton due to financial and
recruitment difficulties. It was noted that Netherton Surgery is currently open to
patients 1 ½ days per week. a period of patient and stakeholder engagement has
taken place and following this feedback the practice have undertaken additional
work to address concerns raised by patients and stakeholders.
The three areas of main concern were financial, clinical and public concerns.
The committee believe the practice had taken steps to address the clinical issues
and adopted its strategy to have one mainstream site which brings together
services which are delivered to patients. This would also mitigate any risks around
lone working.
Since they ceased to be a dispensing practice in March 2011, the practice has lost
555 patients and the associated capitation funding. The practice has, over the
years, reduced reception cover and the number of clinical sessions provided at the
branch. This has reduced from accessibility from 4 ½ days per week with two late
evenings to 1 ½ days.
Transport and access remains an issue and the committee believed that additional
work is required to resolve the issues which remain.
NHS Wakefield CCG can not support the closure at this time. The committee
agreed with the clinical strategy and centralisation of services presented, however
before Netherton can close, the practice are required to undertake the following:






Vulnerable cohort of patients requiring access to be identified
A new appointment system to be provided and reviewed following 3
months of its implementation. The benefits of this new system a to be
outlined including additional appointment slots identified
Transport issues to be reconsidered and a solution put in place to improve
access
Evaluation process to be established with involvement from the public.

It was RESOLVED that the Probity Committee:
a) Formally received the request by Orchard Croft Medical Centre to
close the branch surgery at Netherfield Place, Netherton, Wakefield
b) Note the content of the documents produced by the practice including
a report on patient and stakeholder engagement
c) Note opposition to the closure and the concerns raised by the local
community
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d) Rejects the request by Orchard Croft Medical Centre to close the
branch surgery at Netherfield Place, Netherton, Wakefield
16/61

Co Commissioning Update
Catherine Wormstone updated members regarding a number of areas as follows:








ETTF – initial feedback from NHS England has confirmed that all 12 bids
through first stage of process and potentially 5 considered for fast track.
Internal assessment of affordability of bids to take place.
WPPC – post payment specification process has commenced
PCSE – issues still remain regarding PCSE
Maybush Medical Centre – there has been a partnership change to include two
individual GPS with a private limited company supporting the practice
infrastructure
Planning guidance has been published which includes primary care investment
in line with the GP forward view.

It was RESOLVED that the Probity Committee:

(i) noted the verbal update provided.
16/62

Probity Committee Workplan
Katherine Bryant presented the Probity Committee workplan inline with the
committee terms of reference. The work‐plan supports agenda planning for the
committee and helps to ensure that all responsibilities delegated by the Governing
Body are covered by the committee.
No areas of concern were raised.
it was RESOLVED that:
(i) Approved the work‐plan for 2016/17.

16/63

Probity Committee Terms of Reference Review
Katherine Bryant presented the revised terms of reference to the committee for
comment. It was suggested that Melanie Brown, Programme Commissioning
Director as lead for primary care be added to the membership.
Comments were sought regarding the option of additional GP representation at
the meeting; however the committee felt that the committee had the correct
membership and representation and noted that GPs are involved in the
commissioning process where this is necessary.
Post meeting note: it is suggested that the Programme Commissioning Director is
added to the membership and the Chief Operating Officer is removed. This would
also ensure there is a consistent balance between Executive and Lay Member
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representation.
it was RESOLVED that:
(i)
Considered the proposed amendments to the Probity Committee terms of
reference;

(ii)
16/64

Suggested one amendment to the membership of the committee

Any Other Business
No other business discussed.

16/65

Date and Time of Next Meeting
Thursday 20 October 2016, 12.30pm, White Rose House
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