BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 9 SEPTEMBER 2014
ST CATHERINE’S CHURCH, DONCASTER ROAD, WAKEFIELD
AT 2.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Sharon Fox, Stephen Hardy

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 8 July 2014
b Action sheet from the meeting held on 8 July 2014

6.

Matters arising

7.

Chief Officer Briefing

8.

a Safeguarding Children
(i) NHS Wakefield CCG Safeguarding Children Annual Report
2013/14
(ii) Health of Looked after Children Report 2013/14

All present

Jo Webster
Jo Pollard

b Safeguarding Adults
(i) NHS Wakefield CCG Safeguarding Adult Annual Report
2013/14
9.

Implications of Special Educational Needs Reforms

Jo Pollard

10.

Dementia Services (Presentation)

Jo Pollard

11.

System Resilience Update

Dr Adam Sheppard
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12.

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

13.

Finance Report 2014/15 Month 4

Andrew Pepper

14.

Governance Review: constitution amendments

Andrew Pepper

15.

NHS Wakefield CCG Board Assurance Framework

Andrew Pepper

16.

NHS Wakefield CCG Risk Register

Andrew Pepper

17.

Developing a sustainable and integrated health and social care system
for Wakefield

18.

Receipt of minutes and items for approval
a Integrated Governance Committee
(i) Minutes of meeting held on 19 June2014,
(ii) Minutes of meeting held on 17 July 2014
b Clinical Cabinet
(i) Minutes of meeting held on 22 May 2014
(ii) Minutes of meeting held on 3 July 2014
(iii) Minutes of meeting held on 31 July 2014
c Executive Approvals Group
(i) Minutes of meeting held on 13 May 2014
d Health and Well Being Board
(i) Minutes of meeting held on 19 June 2014
e Decisions of the Chief Officer – verbal update

19.

Any other business

20.

Date and time of next Public meeting:
Tuesday, 11 November 2014, 1pm in the Boardroom, White Rose
House
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Andrew Pepper & Jo Pollard

Jo Webster

Agenda item: 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 8 July 2014
Boardroom, White Rose House
Present

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

In Attendance

Esther Ashman
Jayne Beecham
Sally Bell
Katherine Bryant
Dawn Clissett

Laura Elliott
Matt England
Michele Ezro
Sarah Fatchett
Anna Middlemiss
Karen Parkin
Luke Streeting
Lorraine Wood

Corporate Director, Adults, Health & Communities ‐
Wakefield Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Practice Manager, Stuart Road Surgery
GP, Outwood Park Medical Centre
Lay Member
Chair and Clinical Leader
Independent Nurse Member
Director of Public Health, Wakefield Council
Lay Member
GP, Chapelthorpe Surgery
Secondary Care Consultant
Lay Member & Vice Chair
Chief Financial Officer
Chief of Service Delivery and Quality
Chief Officer
Head of Strategic Planning (minutes 14/128 & 14/129)
Communications Lead
Urgent Care Lead (minute 14/133)
Governance & Board Secretary (minute taker)
Senior Associate Organisational Development (West South
Yorkshire and Bassetlaw Commissioning Support Unit)
(minute 14/130)
Head of Quality and Engagement (minutes 14/124 &
14/125)
Head of Contracting & Commercial Strategy (minutes
14/124 & 14/125)
Associate Director Service Deliver and Quality
Strategic Lead, Wakefield West Health and Wellbeing
(minutes 14/127)
Public Health Consultant, Wakefield Council (minute
14/131)
Associate Director Finance, Governance & Contracting
Performance & Planning Manager (minutes 14/124 &
14/125)
Localities Service Manager, Wakefield Council (minute
14/131)
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14/116

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting. He noted that within the next week the
Care Quality Commission (CQC) would be visiting Wakefield (acute, community and
primary care). This visit would provide a rich source of information for the CCG as the
commissioner of services, however it would be anxiety inducing for provider
organisations.
Dr Earnshaw noted recent information which suggested that the NHS is under pressure.
For example a research study by Imperial College which suggests GP Practices are
struggling to provide enough appointments which is resulting in unplanned attendances at
Accident and Emergency (A&E). The Governing Body would consider a paper at agenda
item 16 which focuses on additional investment in urgent care intended to provide
‘system resilience’.
The CCG has completed its first year and will hold an Annual General Meeting (AGM) in
September. [Secretaries note: the AGM will be held on 9 September 2014 following the
Governing Body meeting].

14/117

Apologies for Absence
Apologies for absence were received from:

Dr Paul Dewhirst
Dr Adam
Sheppard
Liz Howarth

GP, Queen Street Surgery
GP, Lupset Health Centre & Assistant Clinical Leader
Interim Associate Director of Strategy and Innovation

It was noted that Mr Lotfallah, Dr Harries and Dr Biswas had been delayed and
would join the meeting a little later.
14/118

Declarations of Interest
Dr Phil Earnshaw reminded members of the Governing Body that any conflicts of interest
should be declared. There were no declarations of interest at this stage of the meeting.

14/119

Public Questions and Answers
Mr Tony Howell asked for further information about the function of gate 12 at
Pinderfields Hospital. Mr Howell explained that he had recently visited this ward when he
accompanied a friend during a visit to A&E, he found that gate 12 was very busy and
appeared to be a ‘holding area’ for A&E patients. Jo Webster said she was sorry Mr
Howell had experienced this instance. It was agreed that Jo would look into this and
come back to Mr Howell at a later date.

14/120

Minutes of the meeting held on 13 May 2014
It was RESOLVED that:
i)
the minutes of the meeting of the NHS Wakefield Clinical Commissioning
Group Governing Body Meeting held on 13 May 2014 were agreed as a
correct record.
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14/121

Action sheet from the meeting held on 13 May 2014
Katherine Bryant confirmed that the only outstanding action was from minute 14/19; the
Contracting and Commercial Strategy will be re‐presented to the Governing Body once it
has been considered by the Integration Executive. Jo Webster explained that this group
forms part of the architecture which supports integration of services. The Commercial
Strategy is key to the CCG’s relationship with providers and potential providers.

14/122

Matters arising
There were no matters arising.

14/123

Chief Officer Update
Jo Webster presented highlights from the Chief Officer Update report circulated to the
Governing Body.
The quarter four assurance meeting with NHS England was held on 13 June 2014. The
Quarter Four Delivery Dashboard (also titled the ‘balance scorecard’) was discussed and
the Area Team were very complimentary about the CCG. Once it is received a copy of the
letter confirming the outcome of this meeting will be circulated to the Governing Body
and a copy will be included within the Chief Officer report to the Governing Body in
September 2014. Details of the actions being taken to improve the exceptions are
included within the Quality and Performance report (minute 14/125).
NHS England is concerned about operational resilience of the system across the NHS.
Guidance has been published to support CCGs plan for operational resilience during
2014/15.
NHS Wakefield CCG has expressed an interest in working with the Area Team to co‐
commission primary care services. A copy of the letter sent to NHS England is included as
an appendix, this summarises the ways in which the CCG will add value. The Area Team
have undertaken a desk top review of the submission and have judged the CCG as ‘ready
now’ to take on co‐commissioning responsibilities. Alongside other CCGs, this
recommendation has been presented to the NHS England Board and we await the
outcome. A further meeting is scheduled with the Area Team on 6 August 2014. Jo noted
the critical importance of managing conflicts of interest.
Finally attention was drawn to a new campaign by the Secretary of State to ‘Sign up to
Safety’; a commitment to make the NHS the safest healthcare system in the world. Jo
reminded members of the Governing Body that Quality Boards the CCG holds with
provider organisations are the main mechanism the CCG uses to hold providers to
account.
It was RESOLVED that the Governing Body:
note the contents for information and support on‐going developments outlined in
the content of the report.

(i)

14/124

Integrated Quality and Performance Report: NHS Constitution Indicators 2013/14 End of
Year Summary
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Andrew Pepper explained that this annual summary was presented to the Integrated
Governance Committee in June 2014. It was noted that performance has been broadly
consistent between the two years. Andrew drew attention to the large number of green
indicators on page 2 of the report; however there are some areas which are red and
require improvement. These include Healthcare Acquired Infections (HCAI) and
ambulance turnaround times.
In respect of the ‘62 day wait from urgent GP referral for first definitive treatment for
cancer’ target Dr Spencer from MYHT has been invited to attend the CCG’s Integrated
Governance Committee in July to provide further information and assurance about
progress to improve performance.
Jo Webster added that this is a very important report and Dr Earnshaw welcomed the
opportunity for the Governing Body to look back and consider long term trends in
performance.
It was RESOLVED that the Governing Body:

14/125

(i)

note the 2013/14 CCG performance against the NHS Constitution Indicators; and

(ii)

approve the actions that were taken to address areas of underperformance.

Integrated Quality and Performance Report: Integrated Performance and Quality Report
Dr Harries joined the meeting.
Jo Pollard explained that this is a routine report presented to the Governing Body which
summarises performance and quality. She reflected that the report continues to develop
and improve.
She noted the key success stories including cancer waits; the 62 days wait target has
achieved the operational standard for the first time in six months. There have been no
MRSA cases reported in April 2014, and Clostridium Difficile rates are within target. The
walkabout team praised the improvements made on Ward 4 at Dewsbury on a recent
Patient Safety Walkabout and patient satisfaction with MYHT A&E Departments continues
to be above the national average on the Friends and Family Test (FFT).
However there are areas for improvement, especially in relation to performance by the
Yorkshire Ambulance Service. Ambulance response times for Cat A (Red 1 and 2) 8
minutes for YAS and the CCG are below target. Moreover ambulance turnaround targets
at MYHT and YAS have continued to be below target. Jo Pollard added that on Friday 4
July, alongside other CCGs, she attended a meeting with the YAS Executive Team. The
purpose of the meeting was to consider the recovery plan prepared by YAS. It was agreed
that an external review of the recovery plan was necessary in order to increase scrutiny
and provide assurance.
Jo Pollard noted other areas for improvement mentioned in the report. 18 weeks referral
to treatment (RTT) incomplete and non‐admitted did not meet the required standard for
the Clinical Commissioning Group (CCG) or Mid Yorkshire Hospital Trust (MYHT) and the
Friends and Family Test (FFT) maternity response rates continue to be below average.
Finally Jo drew attention to page 27 of the report and the soft intelligence mapped by the
Quality Intelligence Group.
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Members of the Governing Body were invited to comment and ask questions.
Andrew Furber said that he had seen an advance copy of the updated Health Profiles
(www.healthprofiles.info); health outcomes data. Wakefield still has too many ‘red’ areas.
He suggested that the performance of the health service should be considered in light of
this. Dr Carroll highlighted a document which will be presented to the Joint Strategic
Commissioning Board (JSCB) which brings health together across the system. Jo Webster
accepted that this was a valid point, but added that the five year strategy to be considered
later in the meeting seeks to tie the CCG’s performance indicators into the District
Outcomes Framework which in turn is influenced by the Joint Strategic Needs Assessment
(JSNA). She also noted that this question prompted a query about how the activities of
the Public Health department best feed into the Governing Body. Dr Earnshaw echoed Dr
Furber’s concerns about the comparatively poor health outcomes for Wakefield residents
(when compared with similar areas).
Andrew Balchin expressed concern about the patient feedback regarding mental health
services. He suggested that the responses emphasise the need to do something different
with mental health in the future. Jo Pollard assured the Governing Body that in response
to this patient feedback, a formal letter was sent to the provider seeking further
information about the actions planned in response. It was agreed that when a response is
received it will be shared with the Governing Body. Dr Harries noted that there are other
pieces of feedback about mental health providers which are positive. It was also
recognised that for patients who experienced services following detention under the
mental health act, it is unlikely their feedback will be positive. Michele Ezro added that
the mental health report was considered at the recent Governing Body development
session (24 June 2014) and also at the Health and Wellbeing Board on 26 June 2014. A full
response report (which focuses on ‘you said ‐ we did’) will be presented to the Governing
Body at a future meeting.
Andrew Balchin noted the section regarding Care Homes and the heightened public
concern at the current time. He expressed a desire to strengthen joint working between
the CCG and Wakefield Council. Jo Pollard welcomed this and added that this was a
priority area for the CCG.
Sandra Cheseldine asked whether the YAS recovery plan also covers NHS 111. She noted
that the service was performing very poorly against target. For example only 35% (against
a target of 95%) received a call back within 20 minutes; this may be increasing pressure on
A&E. Jo Pollard confirmed that the recovery plan does not include NHS 111. However this
issue will be raised at the West Yorkshire Quality Group (running concurrently with the
Governing Body meeting).
Laura Elliot confirmed that the Friends and Family maternity feedback is not site based,
and covers all three MYHT sites. However it is possible to break this information down. It
was agreed this will be presented to the Governing Body in September 2014.
Matt England provided an update on performance against the Referral to Treatment (RTT)
targets. It was noted that following improved performance during 2013/14 there had
been deterioration since April 2014. MYHT have agreed a recovery plan, which has been
shared with the CCG. Jo Webster added that this was different to other RTT action plans,
she was encouraged by the Trust’s desire to tackle this issue. Rhod Mitchell asked for an
update on progress by MYHT to validate RTT data, Matt England confirmed that some
specialities were behind the target timescale agreed. Dr Earnshaw added that until
performance has improved it is being considered by the Executive Team on a weekly basis.
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Andrew Pepper noted a new section in the report which outlined the projected financial
impact of current performance against the Quality Premium. Jo Webster noted that there
will be associated financial penalties for providers.
Rhod Mitchell questioned the timeline for recovery of performance and Jo Pollard
described the recovery plan items that had been discussed at the YAS recovery meeting on
4 July; including managing absences and vacancies through the summer with CCGs jointly
commissioning external assurance of the proposals. Dr Earnshaw drew attention to the
CCG’s increased responsibility for YAS as the West Yorkshire lead commissioner.
It was RESOLVED that the Governing Body:

14/126

(i)

note the current performance against the CCG strategic objectives and Quality
Premium; and

(ii)

approve the actions being taken to address areas of underperformance.

Finance Report (month 2 report 2014/15)
Karen Parkin confirmed that it is too early in the financial year for performance data to be
available. There is however one red indicator; Quality, Innovation, Productivity and
Prevention (QIPP). Karen explained that QIPP provides a framework to make the NHS
more efficient and produce some cash savings. Performance is red because £3.5m has
only been achieved non‐recurrently. There are no recurrent plans in place at present.
It is expected that there will be some allocation changes during the year 2014/15. For
example following publication of the report the CCG have been advised of an allocation
transfer to the CCG for GP IT.
The report includes a new section, a monthly key focus area. For the first report the team
have chosen prescribing; there has been budget uplift. Prescribing is an in which the CCG
can work better with the Local Authority.
The five year financial plan was re‐submitted and included a revised risks and
opportunities section. It was agreed to increase the in‐year surplus to provide more
flexibility in 2015/16.
A capital bid has been submitted to NHS England for GP IT, the result is not yet known.
Andrew Pepper said that nationally there is a focus on ‘risks and opportunities’, and each
CCG is being scrutinised. NHS England are behind target, mainly due to specialised
commissioning and therefore there is a lot of pressure on CCGs to remain on plan. He
concluded by saying that the Governing Body be assured the financial plan will be
delivered, but QIPP is key and a recurrent solution must be identified.
Sandra Cheseldine asked whether the Quality Premium assumptions have been included
within the Finance Report. Andrew confirmed that they have.
Jo Webster asked whether any activity information has been received. Andrew confirmed
that some indicative activity has been received and it has not changed any of the CCG’s
6

financial forecasting.
It was RESOLVED that the Governing Body:

(i)
14/127

note the contents of the report.

Modernising Primary Care (Presentation) ‐ Prime Minister’s Challenge Update
Sarah Fatchett explained that because Dr Jones is currently on holiday, she has stepped in
to his place to provide an update to the Governing Body on the project.
Members of the Governing Body were reminded that the Prime Minister made a £50m
pot available for primary care to bid; Network 6 (Wakefield West) was successful in their
bid. The aim of the project is to provide extended opening hours and change how GP
practices do things.
Sarah outlined the governance approach taken to the project, which includes a small
virtual project team. The project will be independently audited by West Yorkshire Audit
Consortium. NHS England has ‘wrapped’ around the project to provide support, but
regular reporting is required. The project connects to the Integration Plans for the
District.
A process is currently underway to agree the extended hours location. This process is
patient led; patients are being engaged through Patient Engagement Groups and also
surveys. A newly formed ‘patient panel’ will support the decision.
A first draft care map of how the system will work was circulated to members of the
Governing Body. Dr Clive Harries described each aspect of the care map, including the
portal for information through to the role of care navigators and community pharmacies.
Mr Lotfallah joined the meeting.
Sarah concluded by summarising the project approach as ‘engage, consult, collaborate’. A
detailed system and digital delivery plan will be developed and then there will be a call to
the market for the Pharmacy model and Physiotherapy Service.
Stephen Hardy asked how the model will accelerate the patient journey. Sarah welcomed
this feedback and could be made more explicit in the model.
Jo Webster congratulated Sarah on the pace at which the project is developing. She
reflected that the challenge for the CCG is to connect the learning to practices across
Wakefield district.
It was noted that the exact date of delivery was not yet confirmed, but would be in
autumn 2014 and would be on a ‘trickle’ basis, with a different service coming on‐stream
each month. Sarah noted that the funding is available from June 2014 to June 2015; it
would help if the CCG can lobby for this to change to September 2014 to September 2015.
It was RESOLVED that the Governing Body:
(i)

note the contents of the presentation.
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14/128

Wakefield Together District Outcomes Framework
Dr Biswas joined the meeting.
Jo Webster explained that the District Outcomes Framework has been developed by, and
approved by, the Wakefield Together Local Services Board (LSB). The LSB is at the heart of
the Local Strategic Partnership, Wakefield Together, for the Wakefield District. It consists
of representation at Chief Officer level from the CCG, Wakefield Council, West Yorkshire
Police, Wakefield College, Wakefield and District Housing, Public Health and the Job
Centre Plus. Thematic partnerships will lead the development of a detailed delivery plan
for how the District will achieve each objective. Jo confirmed that the CCG’s five year
strategy hooks onto the strategic themes contained within the outcomes framework.
Esther Ashman drew attention to the added value the District Outcomes Framework
would bring for the CCG and also other partners. She provided examples of the cross‐over
between the work of the CCG and other organisations included on the LSB. She noted
that 44% of the indicators included on the District Outcomes Framework relate to health.
Steve Bryan sought further information about how this will link with the development of
the CCG’s seven practice networks. Jo said that this would be a key focus in year two of
the network development plan. Plans on a page will start to inform which interventions
will improve the health and wellbeing of the people of Wakefield.
Dr Earnshaw noted the increase in ill health after the mines closed, and Wakefield as a
district has never recovered. This sudden devastating change still impacts on the health
of the Wakefield population. Stephen Hardy drew attention to the link between
economics and health and wellbeing. He expressed an aspiration that as a district
Wakefield should look to introduce the living wage (not the minimum wage).
It was RESOLVED that the Governing Body:

(i)

14/129

support the district outcomes framework and how the CCG strategic plan aligns
and contributes to its delivery.

NHS Wakefield CCG Strategic Plan 2014/19
Jo Webster introduced this item. She reminded members of the Governing Body that
they, alongside many others, have been involved during the production of the Strategic
Plan.
Esther Ashman explained that the Strategic Plan was submitted to the West Yorkshire
Area Team (WYAT) in April 2014. Feedback received from WYAT congratulated the CCG
on a strong plan with a clear vision. Although a number of strands included within the
plan are well along the way to implementation, WYAT sought further information about
integration.
Over the past two months a large number of people have been consulted about the
strategic plan, including Clinical Cabinet, members of the Governing Body, the voluntary
sector, patients and GP networks. Esther confirmed that the plan aligns with the District
Outcomes Framework and the Joint Strategic Needs Assessment. In tandem with this the
10 CC West Yorkshire chapter has been developed, this focuses on those units of planning
which operate at a West Yorkshire (rather than Wakefield) level.
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The Strategic Plan includes eight ‘plans on a page’ one for each of the strands. In addition
there is a section about the financial elements of the plan.
The final iteration of the Strategic Plan was circulated to members of the Governing Body
on 10 June 2014. It was also shared with the Health and Wellbeing Board, who provided
positive feedback. It has also been shared with WYAT, although no comments have yet
been received.
Esther explained that when the Governing Body approve the Strategic Plan, it should be
noted that this is a living document. An interactive PDF version of the Strategic Plan is
being prepared for members of the public. This will be supplemented by short films of
each of the Clinical Leads talking about the Strategic Plan.
Esther concluded by confirming that the next step will be to prepare an annual business
plan which will support delivery of the Strategic Plan.
Dr Earnshaw reflected that it would be important for the CCG to make the strategic plan
understandable and real for the public and staff. The Governing Body thanked Esther and
everyone involved in preparing the Strategic Plan.
It was RESOLVED that the Governing Body:

14/130

(i)

note that the contents of this paper are a formal record of the journey undertaken
in Wakefield over the last four years to work towards achieving a clinically and
financially sustainable health and social care system.

(ii)

agree that the strategic plan is supportive of the vision previously agreed by the
governing body supporting the continuous development and transformation of
the Wakefield health and social care system.

(iii)

note the feedback from the West Yorkshire Area Team in response to the early
draft submission of the plans on a page presented to the Governing Body on the
27 March 2014.

(iv)

note the plans for the development of an interactive public facing version of the
five year strategic plan.

(v)

approve the final draft of the five year strategic plan.

NHS Wakefield CCG 360 Stakeholder Survey 2014 – Headlines, Achievements &
Ambitions
Jo Webster introduced this item. She confirmed that the full stakeholder survey report
was circulated to the Governing Body in May 2014. The report presented to the meeting
summarises this report, and outlines both the CCG’s strengths and weaknesses.
Dawn Clissett said that the report contained a great deal of good news; for example the
CCG had the highest response rate in West Yorkshire. This is indicative of the level of
interest there is within Wakefield.
The CCG scored highly across all areas including the quality of working relationships,
sharing plans and priorities and also providing clear clinical leadership.
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There are however a number of areas which require more effort and energy. There are
three criteria used to identify these areas; a drop in score from 2012, scoring slightly less
than other CCGs, and scoring 60% or below.
Dawn explained that the areas for development have been mapped to development
points. In turn these will be played into an integrated communications and organisational
development plan, which will be presented to the Governing Body in September 2014.
Jo Webster concluded by noting that although there are areas on which the CCG needs to
work, it is right and proper to celebrate those areas of success.
It was RESOLVED that the Governing Body:

14/131

(i)

note the contents of the Survey findings

(ii)

recognise and appreciate the CCG’s achievements since 2012, including delivery of
‘gold standard’ clinical leadership, and;

(iii)

acknowledge and support the ambitions for excellence.

Troubled Families and Public Service Reform and Update (Presentation)
Anna Middlemiss and Lorraine Wood joined the meeting to give a presentation about the
Troubled Families project. Anna opened the presentation by considering a definition of
‘integration’. She cited a definition from the British Medical Journal “a fashionable policy
in search of persuasive evidence that it really works” (Nigel Hawkes 2013). The Kings
Fund has identified 175 types of integration.
Anna then moved on to consider the key components of integration; structures (including
shared leadership), behaviours (including outcome focused) and processes (for example
shared records).
Lorraine Wood explained that she was the Council’s lead on the troubled families project.
She explained that the model of working focused on wrapping a team around the whole
family, and the development of a whole family plan. Each family has a key worker who
will bring in other relevant expertise at appropriate times. The team focused on the
South East of Wakefield, and were based at South Kirkby Police Station. During the
second year of the project the team worked with 930 families. Lorraine reflected that the
team had identified low level mental health issues throughout the project, it was
important that the right intervention was put in place early on. The Police have reported
a reduction in call outs in those areas involved in the project. The team hope to be an
early adopter of phase two of the project, which will include payment by results.
Lorraine reflected on what different looks like for these families. She cited agencies
including the police, fire service, schools and the Department of Work and Pensions
(DWP) working together. Helping people into apprenticeships and work. It was agreed
that the project evaluation report will be circulated to the Governing Body. The report
has found that from £200k set up costs, savings of £2,514,755.00 have been achieved.
Anna said that this way of whole system working does present challenges, but it facilitates
cohesive system wide delivery.
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Dr Brown asked whether the proposed closure of Children’s Centres will impact on
integrated working. Andrew Balchin responded that the Council’s Cabinet had agreed to
launch a consultation about moving services away from buildings based services. He
added that this had been considered at the Children and Young People’s Strategy Board,
of which Dr Ann Carroll is a member. Jo Webster assured the Governing Body that she is
working with Andrew Balchin to ensure the CCG can continue the transparent decision
making process.
Dr Brown sought further information about who had benefited from the cost savings.
Andrew Balchin said that a range of organisations had benefited from these savings. He
noted that the project was mandated by Central Government. The Council sought to
learn from the outcome of the project and ensure that services can intervene earlier to
improve outcomes for more families.
Dr Carroll reflected that the next stage was how this can be rolled out across all localities.
She noted the importance of integrating the agenda for adult and children services, to
ensure that services are integrated for families.
It was RESOLVED that the Governing Body:
(i)
14/132

note the contents of the presentation.

NHS Wakefield CCG Constitution : Consultation on proposed amendments
Andrew Pepper introduced this item. He explained that there are two opportunities each
year for the CCG to amend its constitution. In May 2014 the Governing Body agreed to
consult members about two minor amendments to the CCG’s constitution. These were
approved by the members and an application has been submitted to NHS England.
However, as noted in May, a fuller review of the constitution is required. The main
changes are highlighted within the report presented.
Katherine Bryant outlined the main changes proposed. These include (amongst others)
clarity about the process by which members make decisions, a revision to the election
process for GP members of the Governing Body, clarity about the election process to elect
the Chair, and amendments to clarify the CCG’s power to establish joint committees with
the Local Authority, NHS England and other CCGs.
Katherine outlined the proposed timetable for the changes. This would include
consultation with members, before an application to NHS England in November 2014.
Dr Brown sought further information about the difference between voting by the
members for members of the Governing Body and other items member practices would
vote on. Dr Earnshaw said the proposed amendment was intended to facilitate member
involvement in a practical manner. Jo Webster added that to ask every GP in Wakefield to
vote every time there is an amendment to the constitution is not practical, it would be
more appropriate for members to vote on this matter on a one practice one vote basis.
Steve Bryan and Sandra Cheseldine agreed to provide support during the process to revise
the constitution.
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It was RESOLVED that the Governing Body:
(i)

14/133

agreed to consult the CCG’s membership on the proposed amendments to the
NHS Wakefield Clinical Commissioning Group Constitution.

Urgent Care (System Resilience) Update
Sally Bell informed the Governing Body that in June 2014 NHS England published new
guidance about operational resilience within planned and urgent care. The guidance
informed member organisations of all urgent care working groups (UCWGs) across
England, of the operational resilience and capacity planning requirements for 2014/15. In
particular the guidance requires that sustainable year‐round delivery is supported by
capacity planning which is year round and robust.
The CCG will be awarded an additional £2.4m non recurrent funding to support system
resilience. This will be made available upon successful assurance of System Resilience
Group plans. Sally explained that all partners of the Urgent Care Working Group are being
asked to complete a business plan in line with national guidance that details how the
request for additional funding builds on good work undertaken through last year. The
business cases will then be discussed and agreed at the next Urgent Care Working Group
on 17th July 2014. This then allows a final review of the business case in advance of the
submission to NHS England by 30th July 2014.
Sally Bell explained that the Governing Body were being invited to approve a delegation of
authority because the timescale required for approval in advance of the submission to
NHS England did not align dates when the Governing Body would meet.
Sandra Cheseldine expressed concern that given the financial value the Operational
Scheme of Delegation did not allow the Governing Body to delegate this authority. In
recognition of this it was agreed that the recommendation should be amended, and
authority will be delegated to the Chief Officer and Chief Financial Officer, assured by the
Clinical Leader for Urgent Care.
It was RESOLVED that the Governing Body:
(i)

14/134

approve the delegated authority to the Chief Officer and Chief Financial Officer
(assured by the Clinical Leader for Urgent Care) to invest the new allocation from
NHS England and to apply this investment following the successful assurance of
System Resilience Group plans.

Minutes of the Audit Committee held on 24 April 2014, 8 May 2014 and 22 May 2014
Sandra Cheseldine noted that this was a very busy time of year for the Audit Committee,
she presented minutes of the Audit Committee held on 24 April 2014, 8 May 2014 and 22
May 2014 and invited the Governing Body to consider the headline discussions outlined in
the cover sheet. In particular she noted that the CCG had achieved a clear audit
certificate and value for money assessment.
It was RESOLVED that the Governing Body:

i)

noted the minutes of the Audit Committee held on 24 April 2014, 8 May 2014 and
22 May 2014.
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14/135

Minutes of the Integrated Governance Committee held on 17 April 2014 and 15 May
2014
Rhod Mitchell presented minutes of the Integrated Governance Committee held on 17
April 2014 and 15 May 2014 and invited the Governing Body to consider the headline
discussions outlined in the cover sheet.
It was RESOLVED that the Governing Body:

i)

14/136

noted the minutes of the Integrated Governance Committee held on 17 April
2014 and 15 May 2014

Minutes of the Clinical Cabinet held on 24 April 2014
Jo Pollard presented minutes of the Clinical Cabinet held on 24 April 2014 and invited the
Governing Body to consider the headline discussions outlined in the cover sheet.
It was RESOLVED that the Governing Body:

i)
14/137

noted the minutes of the Clinical Cabinet held on 24 April 2014

Minutes of the Executive Approvals Group held on 27 March 2014
Rhod Mitchell presented minutes of the Executive Approvals Group held on 27 March
2014 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:

i)
14/138

noted the minutes of the Executive Approvals Group held on 27 March 2014.

Minutes of Health and Wellbeing Board held on 13 March 2014
Jo Webster presented the minutes from the Health and Wellbeing Board meeting held on
13 March 2014.
It was RESOLVED that the Governing Body:

i)
14/139

noted minutes of the Health and Wellbeing Board on 13 March 2014.

Decisions of the Chief Officer
Jo Webster explained that she had made no decisions under the emergency powers
delegated to her by the CCGs operating scheme of delegation.

14/140

Any other business
There were no other items of additional business.
it was RESOLVED that:

(i)

representatives of the press and other members of the public be excluded from
the remainder of this meeting having regard to the confidential nature of the
13

business to be transacted, publicity on which would be prejudicial to the public
interest” (Section 1 (2) Public Bodies (Admission to Meetings) Act 1970).
14/141

Date and time of next meeting
Tuesday, 9 September 2014, 1pm in the Boardroom, White Rose House
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meetings held on Tuesday 8 July 2014
Minute No

Topic

Action Required

Who

Date for Completion

Progress

14/19

Commissioning
& Contract
Strategy



Section regarding Commercial
Strategy to be revised.

Andrew Pepper

March 2014

14/119

Public Questions



Jo Webster /
Katherine Bryant

September 2014

14/123

Chief Officer
Briefing



Response to question asked
about gate 12 at Pinderfields
Hospital.
Letter from Area Team will be
circulated to members of the
Governing Body.
Letter to be included in papers
presented to the Governing Body
in September 2014.
Once received, letter of response
from SWYPFT will be circulated
to the Governing Body.
Provide a breakdown of Friends
& Family maternity feedback by
site

Complete
The CCG’s commercial
principles are included
within the Strategic Plan.
Complete

Jo Webster / Karen
Whittaker

September 2014

Complete

Jo Pollard / Laura
Elliot

September 2014

Complete

Jo Pollard / Laura
Elliot

September 2014

Jo Webster / Jayne
Beecham

September 2014

Complete.
Please note, it has been
confirmed that this data is
not available at a site
level.
Complete

Jo Webster / Esther
Ashman

September 2014

Complete



14/125

14/129

Integrated
Quality &
Performance
Report



Strategic Plan







Publication of interactive PDF to
support communication of the
strategic plan
Development of an annual
business plan to facilitate
implementation of the strategic
plan.
1

Minute No

Topic

Action Required

Who

Date for Completion

14/130

360o stakeholder
survey



Preparation of an integrated
communications and
organisational development
plan.

Jo Webster / Dawn
Clissett / Jayne
Beecham

September 2014

14/131

Troubled
Families
presentation



Copy project evaluation report
will be circulated to the
Governing Body.

Katherine Bryant

August 2014

14/132

Constitution



Katherine Bryant

September 2014

14/133

System
Resilience
Funding



Following consultation with
members, constitution presented
to the Governing Body for
approval.
Chief Officer and Chief Financial
Officer (assured by the Clinical
Leader for Urgent Care) to invest
the new allocation from NHS
England and to apply this
investment following the
successful assurance of System
Resilience Group plans.

Jo Webster / Andrew
Pepper / Sally Bell

July 2013

2

Progress

In order to facilitate
consultation with
stakeholders the plan will
be presented in November
2014.
Complete
Circulated to the
Governing Body on 1
August 2014.
Complete
Agenda item 15

Complete

Title of meeting:

Governing Body

Date of Meeting:

9 September 2014

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

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

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

7

Information

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

Link to overarching principles
from the strategic plan:

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

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



Not applicable

Not applicable

CCG Leadership Team

Chief Officer report presented at every Public Governing Body meeting. Last
presented on 8 July 2014.
Appendix One: Annual Assurance Letter
Appendix Two: Letter from NHS England

Risk Assessment:

None identified

Finance/ resource implications:

None identified

Chief Officer Briefing
9 September 2014
New Regulations to Health Scrutiny
New regulations relating to scrutiny of health and the statutory responsibilities for NHS
services to engage and consult have been issued.
The new regulations do not replace existing legislation but are designed to enhance the role
of health scrutiny in the light of the Frances report into Mid Staffordshire Hospitals. They also
recognise the fact that health and social care services are increasingly working more closely
together.
The new regulations extend the scope of Overview and Scrutiny to cover all providers of NHS
commissioned services and promote closer working between scrutiny bodies and the CQC
and Healthwatch. They also give scrutiny bodies legitimacy to request performance and
quality data, including information about complaints.
The Wakefield Council scrutiny chair has advised that they do not anticipate making any
changes to their existing arrangements for conducting scrutiny through the Health Overview
and Scrutiny Committee. Joint committees (JOSC) will still be required where significant cross
boundary changes to services are proposed but one or all participating local authorities could
decide to reserve decisions on referral to the Secretary of State so that such a decision could
only be taken by the full council. This could lead to a situation where one local authority
referred to the Secretary of State independently of the other members of the JOSC.
The full regulations can be found here:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/324965/Lo
calauthority_health_scrutiny.pdf
Cancer Peer Review
The annual Cancer Peer Review process which assures the quality of services at Mid Yorkshire
Hospitals Trust (MYHT) has now been completed. As the future structure of the peer review
process has still not been decided, all cancer services were only subject to an internal
validation review this year. Normally there would be a mixture of reviews comprising:
targeted visits, external verification of self‐assessments, internal validation of self‐
assessments and self‐assessments. 17 cancer areas have self‐assessed against a national list
of local measures and their compliance and accuracy has been reviewed by the Trust’s lead
cancer clinician, lead cancer nurse, a CCG representative and a service user. When the results
of this process are collated and signed off by the Chief Executive of MYHT, a report of the
outcomes will be produced and an update will be provided to the Integrated Governance
Committee.
Gastroenterology
Work has continued to further improve community gastroenterology services for local
patients and progress has been made to develop a Service Specification in conjunction with
clinicians and providers. This along with the Business case was approved by Clinical Cabinet
on 31st July. The procurement route was discussed determined at the Integrated Governance

Committee on 21st August which is AQP, for contracts being awarded to commence in April
2015.
Children’s Assessment Unit – Dewsbury Hospital
A new Children’s Assessment Unit was opened on 11 August 2014 on the Dewsbury site
providing a significant improvement in facilities for the children of Wakefield and Kirklees.
The modern facilities are adjacent to Accident and Emergency Department and will take
referrals from GPs, Walk‐in Centre and Accident and Emergency. Senior Paediatricians will be
based in the unit, improving availability of senior specialists both for children admitted to the
unit and also to Accident and Emergency Department; this is similar to the arrangements on
the Pindefields site which have been proven to be a very safe effective provision of service for
children and young people of our district.
Feedback on the 5 Year Strategic Plan from NHS England West Yorkshire
The CCG has received a letter from Moira Dumma summarising the outcome of the Annual
Assurance meeting held on 15 May 2014. The letter concludes by confirming that the Area
Team consider that NHS Wakefield CCG as being “assured” against all 6 domains for
2013/14. A copy of the letter included at Appendix 1.
The CCG has received initial feedback from the NHS England West Yorkshire Team on its 5
year Strategic Plan that was submitted on 20th July 2014.
A regional process has been established to support assurance of these plans as there is no
indication that a national assurance process will be put into place, at this stage.
The Area Team has made it clear that this feedback is to be used internally for our
consideration when further refining and operationalising our plans. This feedback is helpful
in consideration of our next Better Care Fund submission which is due on 19th September
2014.
Overall the Area Team commented:
Please note that after review there are no specific areas that require definition.
This means that our plan has covered all the criteria set, that our plan is clear in terms of
content and has met all the requirements.
Our submission was assessed against criteria covering:










Planning Footprint
Current Situation
Clear Vision
Overall Quality
Sustainability
Improvement Interventions/Change Programmes
System Ownership and alignment
Governance
Risks
2



Good practice

Our plan met all the criteria for these areas and had strong alignment with other plans,
strategies and had a clear vision
In particular Wakefield CCG has been noted for:








Our Street in explaining our vision
Assumptions of long term financial strategy recognised by whole health economy
Sustainability of non –recurrent funds
Governance Body Assurance framework
Quality Impact Assessment tool as part of service change, commissioning process
GP Commissioning fellow role
Clinically led ICT strategy

The risks identified:



Care Planning – challenges in primary care over the next few years (financial pressures
versus increasing need). GP Practices will need to consider new models of working.
Wakefield CCGs financial strategy presents risk around demand, inflation, QIPP
efficiencies, funding formula, adjustments and tariff changes

Next steps
(1)

Regional colleagues will now undertake a review of the plans to further consider the
following areas:






Quality & outcome ambitions
Finance & activity
Urgent and emergency care
Reconfiguration schemes covering more than one area team
Workforce

The intention of the regional perspective is to identify common themes across the
North, not to feedback on individual plans.
(2)

Monitor/TDA triangulation – to complete a high level triangulation of strategic plans
with provider plans

(3)

Review discussion between regional and area team colleagues to feedback a summary
of key themes

Commissioning Support Update
Progress of CSU Merger
The Commissioning Support Unit (CSU) continues to make good progress in the merger to
create Yorkshire & Humber Commissioning Support. A programme management office has
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been in place for several months now, overseeing the merger process and enabling CSU
delivery staff to remain focused on service delivery for CCGs.
On 29th July the CSU launched a 45‐day consultation with their staff around the rationale for
merging; the proposed senior leadership model and operating model for the new
organisation; and the process and timescales for implementing the proposed merged
structures. The proposed operating model supports local delivery and the leadership team
structure achieves savings of 30%. The consultation will run until 12th September, and the
new leadership team will be in place by 1st October. The CSU has shared their proposed
senior team structure and operating model with CCGs and will update CCGs with details of
the new leadership team when they are confirmed.
Lead Provider Network
On the 6 August 2014, the final stage of the procurement process was launched for the Lead
Provider Framework for quality assessing providers of commissioning support services. This is
a national process run by NHS England which has an impact on all Commissioning Support
Units (CSU’s) across the country including the CSU commissioned by WCCG – Yorkshire and
Humber CSU.
There are 3 categories for which organisations can bid:




Lot 1 is to bid for the provision of a full end to end service for a range of services listed as
clinical support
Lot 2a is specifically for medicines management services.
Lot 2b is specifically for supporting the assessment of continuing healthcare and individual
funding requests.

16 bidders successfully met the pre‐qualification questionnaire (PQQ) for lot 1 which is the
end to end service category and have been invited to progress to the more rigorous invitation
to tender (ITT) stage. This includes all 9 NHS CSU organisations that submitted bids (including
Yorkshire and Humber CSU) and 7 non NHS organisations.
14 bidders met the quality criteria for lot 2a and 12 met the quality criteria for lot 2b
The strong response from bidders means that CCGs will have a wider choice of affordable
commissioning support services when the framework opens for use at the end of January
2015. NHS England have set a much higher quality threshold at ITT stage to become a lead
provider which should mean the best possible support is available to help CCGs improve
outcomes for patients and value for money for tax payers.
Once the framework is up and running this will mean CCGs only have to run a much
streamlined mini competition process rather than having to go out to full tender for support
services. At the same time CCGs have the assurance that organisations on the lead provider
framework have already been tested in terms of quality and value for money.
Sign up to Safety
As previously reported at the end of June 2014, the Secretary of State for Health launched a
new campaign to make the NHS the safest healthcare system in the world.
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NHS Wakefield CCG has signed up to the campaign by setting out the actions we will take in
response to the five key pledges. The actions we have identified link to the CCG’s 2014‐2019
Strategic Plan and will be published on our website for staff, patients and the public to see.
Pledge One ‐ Put Safety First



Reduce harm to patients from avoidable healthcare associated infections – zero tolerance
on avoidable MRSA bacteraemia cases and no more than 92 C.diff infections
Use contractual levers to reduce avoidable harm to patients – for example, CQUIN
indicator for MYHT supporting the introduction of the VitalPAC system

Pledge Two ‐ Continually Learn






Continue to systematically use patient experience insight and feedback at each stage of
the commissioning cycle to influence CCG decision making through our Putting patients
first workstreams
Develop the role of the Quality Intelligence Group to support learning from experience
across Health and Wellbeing Board partners.
Analyse trends and share whole system learning from complaints across all care partners
across the MYHT footprint.
Establish quarterly quality learning process for share and spread across the CCG, as
recommended by the external review of commissioning quality assurance (Niche report)
Develop case studies to demonstrate impact and learning on quality and patient safety as
recommended by the external review of commissioning quality assurance (Niche report)

Pledge Three – Honesty



Maintain mature and effective relationships with providers to ensure openness and
transparency about the quality of care provided
Monitor provider’s compliance with Duty of Candour contractual requirements

Pledge Four – Collaborate




Member practices will take part in at least two external peer reviews of outpatient
specialties at network level working in partnership with hospital consultants (Network
Development Framework)
Develop the role of the Quality Intelligence Group to support learning from experience
across Health and Wellbeing Board partners.
Analyse trends and share whole system learning from complaints across all care partners
across the MYHT footprint.

Pledge Five – Support



Undertake a minimum of ten Patient Safety Walkabouts in 2014/15, at least one of which
to a provider other than MYHT, and feedback to provider staff on the findings.
Establish quarterly quality learning process for share and spread across the CCG, as
recommended by the external review of commissioning quality assurance (Niche report)
5

As part of the commitment to the campaign, we are required to develop a safety
improvement plan against these actions to show how we intend to contribute to saving lives
and reduce harm for patients over the next 3 years. Organisations will also be supported to
identify two or more areas from a national menu of high priority issues. We will report
progress against our actions in future through the Integrated Quality & Performance report.
Developing our Patient Reference Groups
Since April 2013 with the support of the Commissioning Support Unit, we have continued to
support member practice’s local patient reference groups (PRGs). In September 2013, we
reached 100% of our practices having their own group, but recognised that it would only be
through a continued support that these groups would maintain and thrive.
At the Board Development session in November last year Governing Body members discussed
ways to strengthen the role of individual groups, but also to utilise this resource as an
engagement mechanism across the District and a vehicle for the public to feed in views about
local services. Our commitment to this was reflected in an agreement to provide training for
PRG members.
Non‐recurrent funding was secured and the first workshop was held on 9 July 2014, having
been significantly oversubscribed. The content of the session was co‐created with the
participants on the day and included the following topics:‐
‐
‐

‐
‐
‐
‐
‐
‐

Role of patient reference groups
Knowledge of broader health structures/ NHS at local and national level
 How do we keep updated
 How to understand how changes happen locally
How to and how much can we influence decisions
How to get feedback on decisions
How good meetings work
How to ensure continuity of groups – not just develop dependence on one or two
personalities
How to get a diversity of patient voice and experience
How to work well with different approaches and different people

The day evaluated very positively and the following were among the comments received:
“The sharing of information across different practices was excellent and very useful.”
“All of it was fluid and useful, with all parts well linked. A worthwhile occupation for the day.”
“Open discussions brought out a lot of ideas and experiences.”
The next session is planned for 22 October 2014 in different part of the district, with a further
two sessions being delivered later in the year and into 2015, including one held in the evening
to maximise attendance.
Annual Accounts 2013/14 Annual Audit Letter
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The Audit Commission’s Code of Audit Practice requires auditors to prepare an annual audit
letter and issue it to each audited body. The purpose of preparing and issuing annual audit
letters is to communicate to the audited body and key external stakeholders, including
members of the public, the key issues arising from auditors’ work, which auditors consider
should be brought to the attention of the audited body.
Following the presentation of the ISA (International Standard on Auditing) 260, report to the
Audit Committee on 22nd May 2014, the auditors in their Annual Audit Letter, confirmed







they issued an unqualified opinion on the CCG’s 2013/14 financial statements
concluded that there were no matters arising from their use of resources work that need
to be reported
they issued an unqualified Audit Assurance Certificate to the National Audit Office with
regard to Whole of Government accounting, with no exceptions
there were no matters in the public interest to report or refer to the Secretary of State
they made one recommendation relating to the financial governance arrangements of
Pooled Budgets
their fee for audit work was £90,000 excluding VAT for the external audit and £18,800
excluding VAT for non‐audit services

The letter has been posted on the CCG’s website as required.
http://www.wakefieldccg.nhs.uk/resources/
Network Development update ‐ Network Development Framework (NDF) 2014‐16
The Scrutiny panel met on the 8th July to review the Quarter 1 Additional Capacity and KPIs
for the NDF. In relation to the Additional Capacity domain 75% of the practices have now met
or exceeded the utilisation target of 90%, and 95% have achieved 50% or more utilisation,
which is excellent news as many practices didn’t commence the framework until mid‐May.
The practices which failed to achieve, or to demonstrate achievement of the utilisation target
for Quarter 1 have agreed a remedial action plan, following practice visits, to meet the Q2
target and make up the utilisation not achieved in Quarter 1.
All 40 practices achieved the Quarter 1 KPIs for; Terms of Reference, Attendance at Network
meetings and Outpatient Referral Reporting.
All the networks have completed part one of their five year plan meetings, which has been
developed in collaboration with Public Health, Local Authority, WDH and the Voluntary
sector. These will be finalised and sent for approval in September and details of areas of
work for 2015‐16 will be outlined the Network Implementation Plan by the end of December.
Meetings are being scheduled across the networks with Consultants from Mid Yorkshire for
external peer review in the following specialties:






Paediatrics
Orthopaedics
Urology
ENT
Pain Management
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Gynaecology
Cardiology
Gastroenterology

Network updates











Network 1 is progressing with the network Health Inequalities funding and Care Closer to
Home scheme.
Network 2 are working closely with the Care Closer to Home team at Bullenshaw House,
with a GP attending regular meetings with the service to act as a link; the Network are
keen for the scheme to be a success for their population and have been enthusiastic in
engaging with Kafka UK to develop working together. The network was also a pilot for
the ‘Troubled Families’ project.
Network 3 have worked collaboratively with Network members to submit a detailed
network bid for operational resilience to provide additional same day GP access for their
combined patient population of 41,150. Outwood Park Medical Centre and Stanley
Surgery are working with Warrengate Surgery (Network 5) and Commissioners to develop
a CC2H proof of concept proposal in relation to the Care Home population. This proof of
concept is to be tested with West Riding Care Home, this being one of the largest Care
Homes in the District and is solely covered by these 3 Practices.
Network 4 is setting up workshops with members to develop initiatives with Care Homes
in the locality and an A&E project.
Network 5 are working on a bid to provide additional same day out of hours access to
Primary Care and deliver integrated care for its combined population of 45,551.
Network 6 are progressing the Prime Ministers Challenge with key milestones and a
decision will be made by the end of the month agreeing the site of the extended hours.
Recruitment of a physiotherapy service and the pharmacy co‐ordinator role are also
expected along with awarding of the contract for the Health‐pod by the end of this
month. The Interact Intranet has been launched and is being tested by the Network
Practice Managers and GP Commissioning Leads, which will form part of the CCGs
intranet due for launch later this year.
Network 7 has developed as the ‘newest’ Network, following the reconfiguration in April
2014. They are developing their joint working in order to open on a rotating basis on
Saturday and Sunday through the winter months, and are in the very early stages of
working with the integrated care teams by going through the process of implementing the
Care Closer to Home scheme in their area.

Primary Care Co‐commissioning: Making it work for Wakefield
On 6 August there was an Area Team co‐commissioning workshop the objective of which was
to review where we are now and establish some initial plans of what we need to do in
readiness for co–commissioning. There were four working groups: governance, finance,
quality and commissioning.
Each group established the main issues to be considered and also worked up draft action
plans which will now form the basis of a joint NHS England‐CCG work plan. A draft
assessment and approvals process has also been issued by NHS England and CCG’s and area
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teams have been invited to comment by 29th August. On 16 September the CCG will meet
with Wakefield LMC about the Equitable Funding Review affecting PMS practices.

Next steps
At Executive Team on 22 July it was agreed that in order to be ready to respond to the NHS
England guidance and approval process the CCG should establish a working group to make
recommendations on the scope, role and form of a CCG primary care commissioning function
for Wakefield and the additional resources which may be required. The group will comprise:
The group will assess the external support needed for the preparatory phase of co‐
commissioning and will consider proposals for a General Practice Development Group as part
of the new system. It will meet on 4 September.
CCG Constitution Amendments
In July 2014 NHS England confirmed approval for changes to the CCG’s constitution. The
changes include removal of Appendix H (committee terms of reference) and updated web‐
links throughout the constitution. These changes were considered and approved by the
Governing Body and the CCG’s Members in May 2014. A copy of the letter from John
Develing confirming approval for the changes is included at Appendix 2.
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Our Ref: MD/ch

Jo Webster, Accountable Officer
Phil Earnshaw, Clinical Leader
Wakefield CCG

NHS England (West Yorkshire)
3 Leeds City Office Park
Meadow Lane
Leeds
LS11 5BD
Email: moiradumma@nhs.net
Tel:0113 82 52659

15 July 2014
Dear Jo & Phil
Re: Wakefield CCG Annual Assurance
Thank you for meeting with us on Friday, 13 June 2014 to discuss the annual assessment of
NHS Wakefield CCG, and establish the development priorities for the coming year. This letter
is a summary of the discussion from the meeting and draws upon the written materials you
provided and from the regular interactions which have taken place with yourselves during the
whole financial year.
Domain 1: Are patients receiving clinically commissioned high quality services?
During your first year of authorisation you have strengthened assurance mechanisms around
quality with your providers. You have fully engaged with the quality agenda and have had
significant issues to deal with over the past year. In particular, you have worked in partnership
with North Kirklees CCG and jointly held a Quality Summit focused on Mid Yorkshire
Hospitals Trust (MYHT). You also participate in staff “patient safety walkabouts” at MYHT.
Your CCG has also been successful in gaining extra funding from the Prime Ministers
Challenge Fund, to improve access to primary care in West Wakefield. You participate in the
West Yorkshire Quality Surveillance group, where you feel discussions about the quality of
providers’ services are discussed frankly and openly.
Domain 2: Are patients and the public actively engaged and involved?
You have provided us with evidence of good practice in relation to engagement and
involvement. Your “putting patients first” initiative aims to ensure that patient experience and
quality are at the centre of your decision making. Examples you provided include:
•
•
•
•

an extensive programme of engagement events to support the development of your
commissioning priorities
patient surveys from local practices and patient reference groups
an in-depth review of your walk in centre, including “young inspectors”
the design and development of “Our Street”

We commend your work on engagement during your first year of authorisation and note that
the CCG is a national finalist in our “Excellence in Participant Awards” for 2014.
Domain 3: Are the CCG plans delivering better outcomes for patients?
By the end of 2013/14 some of the national standards associated with NHS Constitution you
achieved included:
High quality care for all, now and for future generations

•
•
•
•

Referral to treatment times (admitted, non-admitted)
Waiting times in A&E
Cancer waiting times (31 days)
Ambulance response times

You also achieved your target for increasing access to psychological therapies, with a step
change in quarter 4 in order to achieve the full year position.
We are in regular contact with subject leads from the CCG and discuss the detail behind the
indicators in the delivery dashboard and feel well briefed on actions you are taking to maintain
and improve achievement against standards.
In addition to the discussion during your meeting, the review of the assurance on the KLOEs
relating to risk stratification DES has raised a number of queries. Where this related to your
CCG, we will be contacting you for further clarification.
Domain 4: Does the CCG have robust governance arrangements?
As well as the governing body, you have established a number of groups which report directly
to the board. These include the audit committee, integrated governance committee and the
clinical cabinet. KPMG undertook a review of the arrangements in place for you to discharge
your statutory functions and you have developed a plan of action on the small number of
areas which required some further work.
You commissioned an independent review of your “commissioner to ward” governance and
quality assurance mechanisms in response to the CQC inspections at MYHT. The conclusion
of this review was that there is evidence that systems and processes have developed and
continue to develop to enable good governance practice. You also asked Professor Moira
Livingstone from NHS IQ to observe a meeting of your governing body and received positive
feedback
The head of internal audit opinion is that there is a generally sound system of internal control,
designed to meet the organisation’s objectives and that controls are generally being applied
consistently. The overall head of internal audit opinion is one of “significant assurance”.
During the annual assurance meeting we discussed the issue of governance and decision
making across the West Yorkshire CCGs. We have agreed to work more collaboratively with
you on this issue.

Domain 5: Are CCGs working in partnership with others? And
Domain 6: Does the CCG have strong and robust leadership?
You are an active member of the new Wakefield Integration Executive and are involved in a
wide number of partnerships across the district, including the health and wellbeing board,
community safety partnership, safeguarding boards and the third sector strategy group. You
are also an active member of the West Yorkshire CCG group. The Care Closer to Home
transformation programme is a good example of your partnership working.
In your 2013/14 3600 stakeholder survey, you received higher than England average scores
on:
•
•
•
•

the quality of your working relationships
confidence in the CCG commission high quality services for the local population
providing clear and visible leadership, including clinical
leadership
High quality care for all, now and for future generations

•
•

confidence in the CCG delivering plans and priorities
improving outcomes for patients.

We note you are developing an action plan in response to the survey findings.
In relation to partnership working, we have agreed to work more collaboratively with you in
relation to the co-commissioning of primary care and specialised services.
Statutory Duties
We commend your work in achieving your 2013/14 surplus which is a real credit in your first
year of authorisation. You continue to face significant financial risks as you invest in your
primary and community services as part of the wider Mid Yorkshire transformation program
and we discussed how you partnership arrangements would need to help mitigate that risk in
the future.
Despite a very challenging year on quality, transformation and developing your partnerships, it
is good to see that as “award winners” others have recognised your efforts. This first year’s
achievements puts the CCG on a strong footing for 2014/15.
Thank you again to you and your team for meeting with us and for the open and constructive
dialogue, I hope this letter provides an accurate summary of the discussions and clearly
indicates the next steps. Enclosed in the appendix is a complete list of actions agreed at our
meeting on 13 June 2014. We look forward to working with you on progressing work against
the domains outlined above.
In conclusion, we would consider that Wakefield CCG as being “assured” against all 6
domains for 2013/14.

Yours sincerely

Moira Dumma
Director (West Yorkshire)

High quality care for all, now and for future generations

Appendix 1
Action Log
Action
Lead
We have agreed to work more collaboratively with you on NHS England
governance issues in relation to the 10 CCG West Yorkshire
group.
We have agreed to work more collaboratively with you on NHS England
the co-commissioning of primary care and specialised
commissioning.

High quality care for all, now and for future generations

Jo Webster
Chief Officer
NHS Wakefield CCG
White Rose House
West Parade
Wakefield
WF1 1LT

North Regional Team
NHS England
6th Floor
Quarry House
Quarry Hill
Leeds
LS2 7UE
0113 82 52608
Colin.McIlwain@nhs.net

25 July 2014
Dear Mrs Webster
Amendments to Clinical Commissioning Group Constitution
Thank you again for your application dated 30 May 2014, to amend your constitution.
I am writing to notify you of NHS England’s decision in relation to the application for
proposed changes to the Constitution of NHS Wakefield CCGCCG.
Decision
Following our review, NHS England has agreed that the proposed changes to the
Constitution of NHS Wakefield CCG complies with the particular requirements of the
National Health Service Act 2006 as amended by the Health and Social Care Act
2012 and is otherwise appropriate.
Accordingly, NHS Wakefield CCG’s constitution proposed changes have been
approved.
What do you need to do next?
According to section 14J of the National Health Service Act 2006 (as amended by
the Health and Social Care Act 2012), you will be required to publish the revised
constitution. This should be done as soon as reasonably practical after the receipt of
this decision letter.
Additional issues
On reviewing your application there is an issue that I would like to provide feedback
on to you. These issues do not prevent the application from being agreed.
With regard to section 7, with the publication of the CCG Regulations 2012 it is now
essential that a CCG’s constitution includes the role descriptors for all of the

High quality care for all, now and for future generations

statutory members of its governing body, in addition to the ones in the model
constitution, as well as the description of any additional roles added by a CCG. The
model constitution also asks for descriptions of the roles of GP and other health care
professionals on the GB. At the moment the constitution does not include
descriptions of the roles of the lay members, the registered nurse, and the secondary
care doctor. I recommend a further application be made in November to address
this issue.
Conclusion
Should you require any assistance following this decision, please contact Colin
McIlwain on 0113 825 2608 (colin.mcilwain@nhs.net) or Elaine Wyllie.
Yours sincerely

Jon Develing
Regional Director of Operations and Delivery (North)

Cc – Elaine Wyllie, Director of Operations and Delivery (West Yorkshire Area Team)
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It is recommended that the Governing Body note:
i.

The availability of safeguarding supervision information from SWYPFT will be raised at the Executive
Quality Board, to agree when and how information will be shared;
ii. The Clinical Commissioning Group should continue to support the work of the Local Safeguarding Children
Board including ongoing commitment to the Multi‐Agency Safeguarding Hub;
iii. The Clinical Commissioning Group should request that Providers make their Prevent training
performance available to the CCG for inclusion in the next safeguarding children annual report; and
iv. The Primary Care Safeguarding Training Strategy will be amended to address the up to date guidance on
safeguarding children training.

Executive Summary:

The Clinical Commissioning Group, as the major commissioner of health services within Wakefield and
District, is responsible for safeguarding quality assurance through contractual arrangements with all
provider organisations. Under Section 11 of the Children Act 2004, it is expected that the Governing
Body will receive an annual report for safeguarding children assurance in relation to all providers.
This report provides a demographic picture of safeguarding children in Wakefield and district which
indicates the challenge that local health services have in maintaining a safe service to children and
young people. The report examines the performance of Mid Yorkshire Hospitals Trust (MYHT), South
West Yorkshire Partnership Foundation Trust (SWYPFT) and Spectrum Community Interest Company in
their statutory safeguarding children responsibilities. It also provides performance information
regarding the CCGs own safeguarding responsibilities.
The report makes recommendations for actions required to provide additional assurance to the CCG
regarding provider performance.
Link to overarching principles
from the strategic plan:

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



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

Not applicable

Not applicable

Dr Paul Glover, Named GP for Safeguarding Children
Dr Andrea Nussbaumer, Designated Doctor for Safeguarding Children
Not applicable

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

None identified

Finance/ resource implications:

None identified

SAFEGUARDING CHILDREN
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1.

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







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

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

Background
The 2012/13 annual report presented to the Integrated Governance Committee in
February 2014, and the Clinical Commissioning Group Governing Body in March 2014. This
report examined the performance of Mid Yorkshire Hospitals NHS Trust (MYHT), South
West Yorkshire Partnership Foundation Trust (SWYPFT) and Spectrum Community Interest
Company in safeguarding children. It concluded that:
The CCG Governing Body had assurance that services the CCG commissioned were
equipped to safeguard and promote the welfare of children during the year 2012/13
 The safeguarding children supervision performance of MYHT had continued to improve
through the year.
 The performance of MYHT in ensuring that level 3 staff receive mandatory training
had improved, although level 2 training was still below expected levels;
 SWYPFT had established the systems for monitoring training requested by the CCG,
but statistical information for the Wakefield Business Unit are not collated. This had
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been a recommendation from the Primary Care Trust in 2012, but had not been
addressed in 2012/13. Training for practitioners in SWYPFT who had significant contact
with children and young people was also however falling short of the target set by the
organisation.
 NHS Wakefield CCG had maintained the consistency of safeguarding children oversight
across health providers in Wakefield by incorporating the Designated Professionals
into the organisational structure.
This report will analyse progress in relation to these areas. This annual report for 2013/14
will examine the position in the following organisations:





Mid Yorkshire Hospitals NHS Trust (MYHT)
South West Yorkshire Partnership Foundation NHS Trust (SWYPFT)
Spectrum Community Interest Company (Spectrum CiC)
Primary Care

The CCG does not have commissioning responsibility for the services provided by
Spectrum CiC, Primary Care, Health Visiting or School Nursing. It has been agreed with
NHS England (West Yorkshire Area Team) that the roles of the Designated Professionals
continue to monitor the performance in relation to safeguarding children in the CCG local
area, thus this report will continue to report on the entirety of the NHS services within
Wakefield.
3.

Safeguarding Children Statistics
The following statistical information has been provided by Wakefield Metropolitan District
Council (WMDC). Chart 1 below builds the longitudinal picture of the number of children
subject to a child protection plan from April 2009 to March 2014.

Chart 1 Children subject to Protection Plans 2009‐2014

The number of children subject to child protection plans has continued to rise through
2013, as demonstrated in the table above, there are more children at risk of abuse and
neglect than at any point in the previous four years.
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The category of registration has continued to fluctuate (see chart 2 below). It is significant
that in the year 2011/12, Neglect and Emotional 79% of children subject to child
protection plans, a statistic that had remained largely static between 2009 and 2012.
Since 2012, the change in the category of registration has continued. At the end of March
2014, 87% of children subject to child protection plans are at risk under the categories of
emotional and neglect. These are the persistent categories of abuse. It is hard to analyse
why this should be the case, when as previously reported Wakefield has a significantly
higher number of children (per thousand) of children subject to Child in Need (CiN) plans.
In order to address these issues, Wakefield Metropolitan District Council (WMDC),
working with partner agencies, are planning to revise the Threshold Guidance for agencies
to follow when referring to Social Care. This work will be undertaken in consultation early
in the 2014/15 financial year. In addition, WMDC plan to undertake a thorough review of
all cases open to Social Care at Child in Need level to ensure that the most appropriate
cases are being managed by a qualified Social Worker.
Chart 2 ‐ Changes in Category of Child Protection Plan 2010‐2014
2014

2013

2012

2011
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4.

Training
During 2013/14, following analysis in last year's annual report that "there has been little
significant improvement in the compliance with mandatory safeguarding children training
in Health Trusts over the year 2012/13, although the recording of information is more
comprehensive and streamlined", the CCG has continued to request assurance from the
NHS providers within the District regarding their compliance with statutory/mandatory
training in safeguarding children. This has been evaluated below.
MYHT
MYHT has prioritised safeguarding training throughout the year, with a demonstrable
increase in staff meeting their mandatory safeguarding children training requirement ‐
this has increased from 59% to 80% at level 2, and from 84% to 91% at level 3. Table 1
below provides the statistical information for MYHT for levels 2 and 3. This is a significant
improvement from the Trust.
Level

% Staff compliant with mandatory safeguarding Training
2013/14
Level 2
80%
Level 3
91%
Table 1 MYHT Training statistics
SWYPFT
SWYPFT report statistical information in relation to all employees – Wakefield, Kirklees,
Barnsley and Calderdale, however they have presented the following statistic for staff
employed in Wakefield District (table 2). This has demonstrated that the percentage of
staff requiring level 2 training has increased from 73% to 84%.
SWYPFT are developing a mechanism for collating compliance with Level 3 training, early
in 2014/15. Historically this has only included staff working in Child and Adolescent
Mental Health Services, however for 2014/15, following the revision of the Intercollegiate
Document, this will include many more professions within mental health services.
Level

% Staff compliant with mandatory safeguarding Training
2013/14
Level 1
100%
Level 2
84%
Level 3
No statistics available in 2013/14
Table 2 ‐ Training compliance SWYPFT
Spectrum
Spectrum has continued to prioritise the provision of safeguarding training to all staff in
the organisation. Compliance is indicated in Table 3 below.
Level
Level 2
Level 3

% Staff compliant with mandatory safeguarding Training
2013/14
71%
100%
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Table 3 ‐ Spectrum training compliance
Spectrum have acquired additional services again this year, and this accounts for the low
compliance with level 2. This will be addressed by the organisation in the next reporting
period.
Primary Care
The CCG has entered into an agreement with NHS England West Yorkshire Area Team
regarding the provision of level 3 safeguarding children training to General Practice. In
order to ensure that training provided meets the needs of the GPs, this will be undertaken
at Locality Network level, with one session per network scheduled for the year 2014/15.
Localities have been invited to choose a topic from a menu of current safeguarding topics,
which will be delivered by the head of Safeguarding. In addition, the Head of Safeguarding
has continued to deliver level 2 to GP trainees at the end of their training this year, 25
trainees attended the level 2 session. From 2014, this will be extended to two cohorts of
first and second year GP trainees as well as the existing third year training. It is anticipated
that the newly qualified GPs will be have an improved understanding of the safeguarding
children responsibilities of their new roles.
The 2014 revision of the Intercollegiate Document (now linked to the statutory Guidance
Working Together to Safeguard Children 2013) was launched in mid March 2014. This will
be evaluated and incorporated into the Primary Care Training Strategy.
The CCG provided five half day training sessions at Level 3 for GP practice staff to provide
information in relation to information governance and the launch of the Multi Agency
Safeguarding Hub. This was attended by 177 staff from primary care and other health
providers within the Wakefield District.
Analysis
Overall there has been a significant improvement in the compliance with mandatory
safeguarding children training in Health Trusts over the year 2013/14. Both Health Trusts
have prioritised safeguarding training, and the CCG should be assured that mandatory
training in this area receives the emphasis required by the statutory guidance.
The CCG has been assured by SWYPFT that level 3 training will be reportable for the next
annual report for the Wakefield Services. This will be requested through the Executive
Quality Board quarterly.
This is the first time in 3 years that the safeguarding annual report has been able to report
a positive picture in relation to mandatory safeguarding children training.
5.

Supervision
Safeguarding supervision has continued to be closely monitored by the CCG during
2013/14. Both the Trusts within the district have made significant revisions to the
safeguarding supervision process since 2010. Both organisations, and Spectrum CiC have
made changes to organisational safeguarding policies. Performance under the new
policies will continue to be monitored through Quality Boards and regular reports.
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MYHT
Safeguarding supervision is no longer included in the Commissioning and Quality
Innovation (CQuIN) scheme, however statistics for the organisation reported for the year
2013/14 (table 4 below) indicate that the performance has been maintained through the
year.
Staff group
Community Practitioners
Community Midwives (group)
Community Midwives (individual)
Table 4 MYHT Supervision statistics as at 31.03.2014

Percentage
undertaken
85%
87%
85%

SWYPFT
Statistics for the level of supervision amongst staff as at 31st March 2014 was not available
for the production of this report, but will be reported in the quarter report to the
Governing Body.
Spectrum
Spectrum have continued to provide supervision in accordance with their new policy, and
have achieved 100% for all relevant staff. Spectrum report continued investment in
safeguarding children supervision with an additional supervisor receiving appropriate
training.
6.

Inspections for Safeguarding and Looked after Children
The NHS was not subject to any formal safeguarding inspections during 2013/14, although
a number of GP practices have had 'Outcome 7' included in their practice inspections.
There have been no compliance notices reported to the CCG for any primary or secondary
care organisations during the year for breaches of Outcome 7 for safeguarding children.
The CCG continues to support NHS organisations within the district in the preparations for
the CQC Children Looked After and Safeguarding (CLAS) Inspection which will take place
during 2014/15. This inspection will be advised to the CCG 48 hours prior to the inspectors
arriving in the CCG.,

7.

Serious Case Reviews
There were no new safeguarding children Serious Incidents or Serious Case Reviews
reported in 2013/14.
Significant commitment has been invested into ensuring that recommendations from the
serious case reviews instigated in 2012 have not only been completed, but have changed
practice. The CCG has continued to support the LSCB in ensuring that the NHS
organisations in Wakefield have ongoing commitment to the changes in practice and
processes that the reviews required.
The following are changes instigated by the NHS following the serious case reviews:
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8.

The roll out of SystmOne as the electronic record keeping system for the 0‐19
services provided by Mid Yorkshire Hospitals Trust, and the provision of 'Tough
Books' to staff in these services;
The comprehensive system of 'flagging' on SystmOne where safeguarding
concerns for a child exist, accompanied by training and awareness raising as part
of the MASH training described above;
The monitoring of the working relationship between Health Visitors and GPs.

Multi‐Agency Safeguarding Hub (MASH)
OFSTED inspections in Wakefield over the last 4 years have highlighted a number of issues
in relation to the investigation of possible child abuse and neglect. Predominantly these
have considered how effectively the Police and Social Care have worked together in these
cases. This situation, along with the impetus from the four serious case reviews, has led to
a significant partnership approach to establishing a robust system for the investigation of
safeguarding children cases.
Wakefield CCG has worked with multi‐agency partners to commission and establish a
Multi‐Agency Safeguarding Hub (MASH), which was established in January 2013. The CCG
has contributed both financially and practically, recruiting three members of staff to work
in the multi‐agency team. The MASH processes ensure that when a case is referred into
Children's Social Care (CSC), partner agencies provide comprehensive information
relevant to the referral which enables CSC to take informed decisions about the
safeguarding of children.
The operation of the MASH is seen as a significant positive development within the
district, and the health input is recognised as a major improvement in information seeking
from the Health Services. Early indications from the MASH are that the quality of
information from Primary Care is of a very high quality. It has been recognised that this is
an important development supported by the CCG.

9.

Prevent
The prevention of terrorism, and the recognition of signs of radicalisation in vulnerable
young people and adults has been incorporated into the remit of safeguarding by the
Department of Health. Health Trusts and organisations will have a contractual obligation
to work within the Prevent agenda from 2014. NHS Wakefield has prepared for this by
incorporating the requirements of Prevent into the "Safeguarding Children and Vulnerable
Adults Commissioning Policy", and by inviting the NHS England Prevent Co‐ordinator to
facilitate a Prevent training session for GPs in November 2013.

10.

Plans and Developments for 2014/15
The CCG will continue to support the work of the Local Safeguarding Children Board
(LSCB) with the Chief of Service Delivery and Quality being identified as the Vice‐Chair of
the LSCB, and the CCG Head of Safeguarding leading the quality and Audit work‐stream of
the LSCB.
The commitment to safeguarding children training and supervision will continue to be
monitored quarterly through the Executive Quality Boards, and through direct reporting
where Executive Quality Board do not take place.
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The CCG will continue to lead the NHS in preparing for the CQC Children Looked After and
Safeguarding Inspection which is expected to take place during 2014/15.
11.

Conclusion
The CCG Governing Body has significant assurance that services the CCG commissions
have demonstrated commitment to safeguard and promote the welfare of children during
the year 2013/14
 The safeguarding children supervision performance of MYHT has been maintained
through the year.
 The performance of MYHT in ensuring that levels 2 staff receive mandatory
safeguarding children training has improved, and level 3 training has been maintained;
 SWYPFT has established the systems for providing training data for the Wakefield
Business Unit. Training for practitioners in SWYPFT who have significant contact with
children and young people is now at an acceptable level.
 NHS Wakefield CCG has provided significant investment and commitment to the
development of the MASH.
 NHS Wakefield CCG has worked to ensure that the Prevent agenda is highlighted in all
contractual arrangements.

12.

Recommendations
1. The availability of safeguarding supervision information from SWYPFT will be raised
at the Executive Quality Board, to agree when and how information will be shared.
2. The Clinical Commissioning Group should continue to support the work of the Local
Safeguarding Children Board including ongoing commitment to the Multi‐Agency
Safeguarding Hub.
3. The Clinical Commissioning Group should request that Providers make their Prevent
training performance available to the CCG for inclusion in the next safeguarding
children annual report.
4. The Primary Care Safeguarding Training Strategy will be amended to address the up
to date guidance on safeguarding children training.

Mandy Sheffield
Head of Safeguarding
June 2014
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It is recommended that the Governing Body note the content of the report.
Executive Summary:
"Promoting the Health and Wellbeing of Looked after Children" (Department of Health, 2009) requires an
annual report to be submitted to the CCG. This report summarises the local and national picture in relation to
the health of looked after children (LAC). It includes:
 A summary of the statutory requirements to maximise the health of LAC;
 Statistical comparisons over a 5 year period locally and nationally;
 Some of the challenges that MYHT has faced over the last 12 months, with evidence of resolution.
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Introduction

Research findings indicate that, looked after children and young people experience
or are at risk of many of the same health problems as their peers but to a greater
degree. They often enter the care system with a poorer level of health than their
peers, which in part is due to the impact of poverty, poor parenting, chaotic
lifestyles and abuse or neglect. The longer term outcomes for looked after
children, therefore remain poorer than their peers. Additionally, care leavers are
known to experience further, poor health outcomes; DH: 2009.

This annual report, for the period 1st April 2013 to 31st March 2014, is an update on
the current health of ‘Looked After Children and Young People’ (LAC&YP) to the Mid
Yorkshire Hospitals NHS Trust (MYHT) Board. The purpose of the report is to review
the work undertaken by the Looked after Children Health Team, including the
challenges and gaps in service provision and plans in place to redress this. It will
make recommendations for improvements for future care delivery as recommended
by the Statutory Guidance on Promoting the Health and Well Being of Looked after
Children, Department of Health, 2009[1].
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Executive Summary
 The revised Statutory Guidance on Promoting the Health and Wellbeing of
Looked after Children (2009) requires a report on the delivery of services and
the progress achieved for the health and wellbeing of children in care who
have vulnerabilities over and above those of the general population. The
health of looked after children is monitored through initial and review health
assessments and the development of an individual health plan.
 The trend in the number of children being looked after by local authorities is
rising both nationally and locally. On 31st March 2014 there were 486
children in care in Wakefield. Of these, 344 children were continually looked
after for a year and 134 (22%) of them were placed out of Wakefield. During
the year ending 31st March 2014, 163 children ceased to be looked after and
of these, 58 children (35% of children who ceased to be looked after) were
approved for adoption and 55 children were matched with adopters. There
were 184 care leavers registered on 31st March 2014.
 On 31st March 2014, there were 158 children placed in Wakefield who were
looked after by another local authority. The health services for these
children were previously delivered under an historical arrangement in the
Yorkshire and Humber region in which the Wakefield LAC Health Team would
carry out their statutory health assessments. This arrangement extended to
children who were looked after by Wakefield Metropolitan District Council
(WMDC) but living in another area, i.e their health assessments would be
undertaken by the LAC health team in the area in which they were living.
There was previously a non‐mandatory tariff for the completion of quality
health assessments for children looked after by other local authorities,
however from 1st April 2014 the standard charging tariff for initial and review
health assessment has been adopted in line with national arrangements.
 In the year ending 31st March 2014, 26% of initial health assessments for
children looked after by WMDC and living in Wakefield were completed
within statutory time scales; this represents a decrease of 27% from the last
annual report. The reasons for the decrease may be partly due to ongoing
problems with receiving consents from the local authority in time for health
assessments to take place and partly due to a change in the way
appointments for initial health assessments were booked. The LAC Health
Team has worked closely with colleagues in the local authority to resolve the
problems with receiving consent for initial health assessments; this was
implemented in May 2014 with immediate improvements in the timeliness of
initial health assessments being seen. A review of the way appointments for
initial health assessments are made has also taken place with further
improvements being seen in June 2014; this will be monitored on a monthly
basis and reported to the Designated Nurse for LAC and service managers in
the local authority so that any problems may be addressed as they arise.
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 For the annual cohort of looked after children 86.6% of children had the
requisite number of health assessments undertaken, this represents a drop
of 1.82% since the last annual report. These figures are based on validated
data from the local authority which became available at the end of June
2014.
 In respect of review health assessments, the LAC Health Team secretary runs
a monthly report which identifies the children who are due to have a review
health assessment; this is done two months ahead of the date that the health
assessment is due. The documentation and consent is then scanned onto the
child’s record and a reminder sent via the ‘task’ function on SystmOne to the
relevant Specialist Health Advisor – LAC, School Nurse or Health Visitor to
ensure the assessment is completed on time.
 The Health Informatics service provides monthly reports on the numbers of
initial and review health assessments undertaken, the report also highlights
whether the assessments have been completed within timescales; these
reports are shared with the looked after children health team.
 Currently, there is no quantitative data on the looked after children in
Wakefield experiencing emotional difficulties or mental health problems.
Work is ongoing through the optimisation of SystmOne to facilitate the
recording of more data pertaining to the emotional health needs and lifestyle
choices of children and young people in care e.g smoking, substance misuse.
There is a dedicated Child and Adolescent Mental Health Service (CAMHS)
team for LAC who are co‐located with local authority and LAC Health Team
Colleagues; over the past year this team has increased in size meaning that
children requiring CAMHS intervention can be seen much more quickly than
previously when referrals were made to the generic CAMHS team. The team
also provides consultations to the local authority and the LAC Health Team in
respect of LAC to determine the most appropriate service or intervention for
individual children. As part of every health assessment, the child/young
person would be asked routinely about their emotional health and well being
so that appropriate support could be offered or onward referral made if
indicated. In addition to this, the social worker would use the ‘Strengths and
Difficulties Questionnaire’ to formally assess the child/young person’s
emotional health
 Capacity within the LAC Health Team has been an ongoing issue over the last
year with both maternity leave and long term sickness within the team.
These issues have been addressed through the identification of a full time
Interim Lead Nurse for looked after children to cover long term sickness and
the recruitment of an additional part time Specialist Nurse Advisor who will
work full time within the team on a temporary basis to cover for maternity
leave. Additional clinical capacity will be provided by the Interim Lead Nurse
to support service delivery and also to support the team to optimise
SystmOne in line with the 0‐19 service.
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 Obtaining consent to examination and health assessments has been a
significant and ongoing challenge and has proved to be a barrier to meeting
statutory timescales in undertaking health assessments. A single consent to
treatment and examination including health assessments was implemented
in January 2014; this should be completed by the social worker at the point
when a child is received into care. As of May 2014 and as a result of the
implementation of the single consent, there had been a significant increase in
the number of initial health assessments completed within timescales (55%)
with a further increase being seen in June 2014 (91%). There remains the
challenge of obtaining consent for review health assessments for children
who were looked after prior to the implementation of the single consent in
January 2014. It is proposed that the single consent form be used for these
children and will negate the need for repeated consent each time a review
health assessment is due.
 There are several themes that significantly affect the outcomes and
performance indicators for looked after children. These include children from
other placing authorities and children below 5 years of age. These are
discussed in the main body of this report.
 There is a need to set up processes to collect information on the quality of
health care provided for looked after children, including timeliness of
interventions contained within health care plans. There is also a need to
capture data on common health problems for looked after children in
Wakefield. It is expected that this will be facilitated by the move to
electronic records in line with other 0‐19 teams within MYHT; this will be
implemented over the next three months. In addition to this there is a
comprehensive plan to update and streamline systems and processes within
the LAC Health Team to improve the way in which the service is delivered;
this will be undertaken in stages over the next year.
 A Thematic Inspection by Ofsted was undertaken in July 2013, the feedback
from this process was positive overall and identified two specific areas of
good practice; these were the good partnership working with the local
authority and that the service specification provides for travel within a fifty
mile radius (and beyond if appropriate) to support the looked after health
team to carry out health assessments on children looked after by Wakefield
but placed in other local authority areas.
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Background – Health of Looked after Children
Looked After children and young people are particularly vulnerable to poorer health
outcomes than their peers. Information obtained from the Office for National
Statistics highlights that:
 Approximately two thirds of all looked after children have at least one physical
health complaint.
 Looked after children are more likely to experience problems including speech and
language problems, nocturnal enuresis, co‐ordination difficulties and eye or sight
problems than their peers.
 Around 60% of looked after children in England have been reported to have
emotional and mental health problems; this is four times as many as the population
in general.

The health needs of looked after children and young people are often linked to their
experiences, including the circumstances in which they became looked after and
their experiences of being in care.
 Looked after children and young people are more likely than their peers to have
experienced the death of a parent or sibling.
 Nearly a quarter of looked after young people aged 11 ‐17 report having experienced
some form of sexual abuse.
 Around 5% of looked after children are unaccompanied asylum seekers.

Looked after children may need particular help to look after their own health
because of their complex health needs and experiences:
 Looked after Children are around 10 times more likely than their peers to
have significant learning needs, which for many will have implications for
how they can best be supported to understand health promotion messages,
manage risk, and be engaged in decisions about their health.
 Looked after children and young people are around 3 times more likely to
drink regularly and more likely to smoke than their peers. They are around 4
times more likely to simultaneously be a smoker, regular drinker and drug
user.
 Risky behaviour such as unprotected sex also appears to be particularly
prevalent. Both looked after young women and young men are more likely
to become teenage parents than their peers.
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Delivering the health reforms for looked after children: How the new NHS will work from
April 2013.

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

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

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

Statutory Guidance on Promoting the Health and Well‐being of Looked After
Children (2009)
This document provides statutory guidance to all agencies involved in meeting the
health needs of Looked after Children and Young People. It defines the roles,
responsibilities and processes within and between organisations with the purpose of
promoting co‐operation between agencies and improving and promoting the health,
well‐being, safety and welfare of children that are taken into care. This document
details ‘best practice’ guidelines to all agencies working with children and young
people in care. This guidance is due to be reviewed by end of 2013; however at the
time of writing this report, has not been published. This document sets out the
requirements for looked after children to receive holistic health assessments as
follows:


Every Initial Health Assessment should result in an individual health plan being
formulated. There is a statutory requirement for the Initial Health Assessment to
take place within 28 days of the child/young person being received into care.



The Initial Health Assessment should be undertaken by a medical practitioner in
accordance with the Care Planning, Placement and Case Review (England)
Regulations 2010; in MYHT the Specialist Nurse Advisors – LAC undertake the
assessment jointly with the paediatrician.



Review health assessments should be completed every 6 months for children
under 5 years of age and annually for children over 5 years of age; these can be
carried out by an appropriately qualified nurse.



The health plan should be reviewed at the child’s Statutory Review as part of the
child’s overall care plan.



The health assessment is not an isolated event, but part of a continuous process,
with emphasis being put on ensuring actions and interventions in the health plan
are being taken forward.
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There are clearly identified responsibilities regarding the NHS’ contribution to
the health of looked after children; these can be divided into three main
categories:




Commissioning effective services
Delivery of services through provider organisations
Individual practitioners providing co‐ordinated care for each child
or young person and their carer

“It is the responsibility of the Local Authority to make sure that health assessments are
carried out for every Looked after Child. Health Trust’s have a duty to comply with requests
by Local Authorities for help in the exercise of their functions to make sure that this happens
in accordance with statutory requirements on Local Authorities.”
(Statutory Guidance on Promoting the Health and Wellbeing of Looked after Children (2009)

NICE guidance on Promoting the Quality of Life of Looked after Children and Young People –
PH28 (2010)

This document is a joint guidance from NICE and SCIE for all professionals who have
a role in promoting the quality of life (physical health, social, educational and
emotional well‐being) of children and young people in care. The focus of the
document is on professionals, carers and children working together to promote the
quality of life of the children and young people.

Care Standards Act (2000)
The main purpose of the Act is to reform the regulatory system for care services in
England and Wales. Care services range from residential care homes and nursing
homes, children's homes, domiciliary care agencies, fostering agencies and voluntary
adoption agencies through to private and voluntary healthcare services (including
private hospitals and clinics and private primary care premises). Local authorities are
required to meet the same standards as independent sector providers.

Children and Young Persons Act (2008)
The Act is intended to reform the statutory framework for the care system in
England and Wales, and to make provisions in relation to well–being of children and
young people, private fostering, child death notification to Local Safeguarding
Children Boards and appropriate national authorities.

Fostering Services (England) Regulations (2011)
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This regulation provides the legal framework for assessment of foster carers
including role of medical advice and along with the Minimum Care Standards
determines the services from fostering agencies and carers.

Statutory Guidance on Adoption (England) (2013)
This guidance replaces previous guidance regarding adoption and details a new
quicker, faster process for adoption to tackle unacceptable delays in adoption.

Demography of Looked After Children and Young People (LAC&YP) of
Wakefield District
There were 68,110 looked after children in England on 31 March 2014. This figure
has shown a steady rising over the past few years. This increase is evident in the
different measures used to capture the population of looked after children and
young people. The measures include:
 the total number of children and young people in care on the 31st of march of
the year
 the number of children and young people who were looked after at any point
during the year ending 31st march
 the number of new children and young people entering care in the year
ending 31st march or ‘new entrants’
 young people over the age of 16 who remain looked after
 the number of children and young people leaving care will also have an
impact on the service provision
 children continually looked after for a year ending 31st march also called the
‘annual cohort’

Fig: 1 Trends in numbers of looked after children in England from 2010‐2013; Office
for National Statistics
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Trends in number of LAC&YP in England
2008‐2013
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Figures have not yet been published for the year ending 31st March 2014

Fig: 2 Trends in number of looked after children in Wakefield from 2008‐2014
(information obtained from Wakefield Metropolitan District Council)

Trends in number of LAC & YP in Wakefield
2008‐2014
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Statistics for Wakefield in addition to those on page 4 identify that:
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 The largest group of looked after children are in the age group 10‐15 years
(36%), followed by age group 1‐4 years (24%)
 Infants (under the age of 1 year) who are looked after account for 10% of the
total
 There were 3 children on remand in secure placement
 There were 9 children (2%) in Wakefield Council care homes
 All looked after children who were placed for adoption were under 10 years
of age
 The number of children looked after by Wakefield who were placed outside
local authority area totalled 134 (22%)
 163 children ceased to be looked after of whom 55 were adopted (33%)

Fig: 3 Age Distribution of Looked after Children in Wakefield 2014 (Information
obtained from Wakefield Metropolitan District Council)
There were 344 children in young people in the annual cohort (comprised of children
who have been continuously looked after for 1 year or more) for the year ended 31st
March 2014:

Looked After Children Annual Cohort
2013/14 by age group
Number
125

83

80
56

1‐4 years

5‐9 years

10‐15 years

16 years and
over
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Commissioning Arrangements
Statutory guidance sets out responsibility for commissioning health care for looked
after children and young people up to the age of 18 (DCSF, DH, 2009). The
originating Health Trust remains responsible even when a child is placed outside the
local authority boundary.
With the change in commissioning following introduction of Health and Social Care
Bill, the Clinical Commissioning Group (CCG) is the body for commissioning health
services for looked after children and young people. Non‐mandatory tariffs have
been introduced for out of area health assessments. Both of changes these will have
an impact on future commissioning arrangements for looked after children health
services; the likely changes include MYHT Specialist Nurse Advisors – LAC travelling
within a 50 mile radius to undertake health assessments on children/young people
who are looked after by WMDC but who are placed in other areas. Some other
authorities have a similar arrangement, e.g Leeds undertake their own health
assessments for children/young people, while others commission MYHT to
undertake these on their behalf and are charged for them. These changes were
implemented on 1st April 2014

Outcomes and efficiency: Commissioning for looked after children health services
was published in October 2010 to support commissioners in securing services that
are efficient and effective. This document is structured around six statutory
commissioning standards for looked after children.
Over the past year the following have presented particular challenges to the LAC
Health Team:
 Capacity within the looked after children health team and the wider 0‐19
service
 Notification and timely receipt of documentation and consent for
assessments
 Attendance of social workers at initial health assessments
 Ability to identify common health needs of looked after children to inform
provision and procurement of services and taking into consideration of
looked after children in provision of services

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

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







1 Designated Doctor for Looked After Children (one session per week)
2 Community Paediatricians (half session per week/person)
1 Lead Nurse for Looked After Children (full time)
3 Whole time equivalent Specialist Nurse Advisors for Looked After Children
1 Secretary for the Looked After Children’s Health Team (full time)
1 Secretary Team Leader for adoption and looked after children (full time);
this post is in addition to the staffing complement detailed in the last annual
report

During the year covered by this report there has been pressure within the team due
to long term sickness and maternity leave. This has been addressed through the
secondment of a Team Leader from Health Visiting to the role of Interim Lead Nurse
– Looked After Children and appointment of an additional Specialist Nurse Advisor –
Looked After Children.
This allowed for continued service provision and
management support and oversight of the team.
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In addition to this and in order to streamline existing processes, a new secretary has
been appointed to the team whose role will be to co‐ordinate pre‐adoption medicals
and provide additional secretarial support to the looked after children health team
and provide cover in the absence of the secretary for the looked after children
health team.
The Trust has encountered difficulties in recruiting to the post of Designated Doctor
for Looked After Children, however medical cover in respect of initial health
assessment clinics has been provided by other doctors from the team community
paediatricians. This has negated any negative impact on the performance of the LAC
Health Team. Efforts to recruit to the post of Designated Doctor – LAC are ongoing.
The Head of Safeguarding based in commissioning also fulfils the role of designated
nurse and supports the looked after health team by acting as a link between
commissioners and provider services and Wakefield District Safeguarding Children
Board as well as the local authority.

Function of the Looked after Children Health team
The role of the Looked after Children’s (LAC) Health Team is to provide the link
between Family Services, health and other professionals so that ‘looked after’
children receive high quality health care provision. This will include health
assessments, interventions and child health promotion.
The LAC Health Team:
 Initiates and coordinates Initial and Review Health Assessments
 Operate an Initial Assessment Clinic with a Community Paediatrician and
Specialist Nurse
 Provide training and support for practitioners to complete health
assessments and implement recommendations for follow up interventions
 Determine the quality of all health assessments undertaken using a national
quality assurance tool
 Contribute to children’s looked after reviews
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 Offer health advice and support to children, young people, carers, residential
staff, social workers and the leaving care team
 Undertake individual or group health promotion to promote healthy, safer
lifestyles and minimise more risky behaviours
 Register young people for C card and provide condoms
 Contribute health expertise to panels such as Foster and Adoption Panels,
Complex Care and Corporate Parenting Panel
 Undertake pre adoption medicals
 Receive group Safeguarding Supervision facilitated by a MYHT Named Nurse
for Safeguarding Children in line with MYHT Safeguarding Supervision policy
The Specialist Nurse Advisors – LAC undertake review health assessments and
ongoing interventions where looked after children fulfil specific criteria including:







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

The Role of Universal Services
Universal services offer the Healthy Child Programme to all children and young
people including those who are looked after. School nurses and health visitors will
undertake review health assessments which may identify the need for interventions
and services beyond the universal provision of the Healthy Child Programme. In
these instances, the school nurse or health visitor will plan and deliver interventions
or refer to other appropriate services to meet identified health needs.
Prior to undertaking health assessments for looked after children, all staff must
attend the following training which is delivered by the Specialist Nurse Advisors –
Looked After Children:
 British Association for Adoption and Fostering (BAAF) Health Assessment Training

This training is an essential requirement for any qualified nurse who will have
responsibility for undertaking LAC health assessments; training is a ‘once only’ during
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employment with the Trust, however updates will be provided to any member of
staff who feels that they need it or in the event of any changes to statutory guidance
or legislation.
Research shows that access to highly skilled and knowledgeable health practitioners
improves health outcomes. All training therefore is aligned to the competences for
health staff working with looked after children (RCN, RCPCH, 2012).
Health practitioners in universal services and the LAC Health Team liaise and work
together to ensure the health needs of all looked after children are met and that
there is robust case management and oversight. This is facilitated through effective
communication both face to face and written and utilisation of a (shared) electronic
patient record.
The Role of Youth Offending Service
The Specialist Nurse – Youth Offending Service offers a dedicated health service to
children and young people who are involved with youth justice services. The
Specialist Nurse – Youth Offending Service works very closely with the looked after
children health team to ensure that this very vulnerable and disadvantaged group of
children and young people receive routine health surveillance and assessment,
immunisations and health promotion as well as more specific intervention to meet
identified health needs.

Local Partnerships and Forums to Support Health of LAC
Children in Care Council
The looked after children health team have a well‐established relationship with the
Participation Worker for the Children in Care Council. The Children in Care Council is
led and chaired by looked after children with the support of a participation worker
from the local authority. A member of the LAC Health Team will, on request, attend
meetings of the Children in Care Council to hear the views, comments and
suggestions for strengthening the role of the looked after children health team to
better meet the needs of this vulnerable client group. No invitation has been
received for the LAC Health Team to attend this forum during the period covered by
this report. Following previous consultation with looked after children through this
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forum a new ‘Leaving Care Health Summary’ was devised as the previous one was
not felt to be ‘user friendly’. The revised ‘Leaving Care Health Summary’ has been in
use for in excess of a year; over the coming year, the LAC Health Team will work with
the participation worker for the Children in Care Council to audit the document to
see if it meets the needs of children and young people or whether further changes
need to be made.
Corporate Parenting Boards
The corporate parenting role is defined within Statutory Guidance for Promoting
Health DCSF (2009):
…As the corporate parent of children in care, the State has a special responsibility for
their wellbeing. Like any good parent, it should put its own children first. That means
being a powerful advocate for them to receive the best of everything and helping
children to make a success of their lives’.
The Corporate Parenting Panel is charged with ensuring that WMDC fulfils its’
corporate parenting responsibilities for children/young people in care. The panel is
led by elected councillors of WMDC; meetings are held on a quarterly basis and are
attended by representatives from health, the local and education and Children in
Care Council participation worker.
Complex Care Panel
This panel determines quality, suitability and funding of specialist placements; this
meeting is led and chaired by commissioners with representation from the local
authority and education in attendance. Meetings are held on a monthly basis to
discuss any child/young person deemed to have complex care needs.
The Lead Nurse for Looked after Children is a member of the Complex Care Panel to
provide feedback and information regarding the specific health needs of
children/young people discussed at the panel.

Yorkshire and Humber BAAF meetings
The Designated Doctor and Lead Nurse – Looked After Children regularly attend this
regional networking meeting of looked after children health professionals. This is an
opportunity to share good practice and also to learn from the good practice of
colleagues in other areas. Information gained at the meetings will be fed back to the
LAC Health Team and managers in MYHT.

Health Assessments
Consent

19

Consent is a vital part of the health assessment process. For any health intervention
including health assessment, valid written consent is required. Depending on the
type of care order the child/young person is subject to, consent may be required
from a parent (with parental responsibility) or the social work team manager. The
consent form also holds essential information relating to the child that enables the
health professional to access health information, provide information on their social
background and family history and to understand the context of why the child is in
the care system. Historical arrangements for gaining consent have posed significant
challenges to the LAC Health Team in respect of meeting statutory timescales for
completion of Initial Health Assessments. This problem has largely been resolved
through the implementation of the ‘single consent’ form discussed earlier in the
report. Performance, however will need to be closely monitored so that problems
can be identified and resolved at the earliest opportunity.
An audit of the processes for obtaining consent and carrying out initial health
assessment of 169 children identifies that the delay is in receiving notification of
coming into care followed by subsequent delays in receiving consent in order to
appoint children for initial health assessment. This resulted in a high percentage of
initial health assessments being undertaken outside statutory timescales. Changes
to the process have now been made in an attempt to address this problem: children
are booked into a clinic for their initial health assessment immediately the LAC
Health Team are notified of their receipt into care and a ‘single consent’ process was
introduced in January 2014 which means that initial and review health assessments
only need one consent. Obtaining consent requires close working with colleagues in
the local authority and work is ongoing to embed the process into practice. There
are plans in place to monitor this on any monthly basis for any decline in
performance so that it may be addressed promptly. The performance figures will be
shared with the service manager for LAC in the local authority so that good
performance can be celebrated and any problems resolved before having a negative
impact on performance.
In the period of the report the health team has:
 Worked closely with colleagues in the local authority and supported by the
Designated Nurse – LAC to improve the process for gaining consent
 Introduced the ‘single consent’ form to be completed at the time of receiving the
child into care along with placement information – this covers all assessments during
the period of time in care
 Changed administrative process to ensure minimal delay in receiving paperwork
 Changed processes for booking appointments for initial health assessments
 Secured additional capacity from medical colleagues over and above the scheduled
weekly clinic (and in the absence of a designated doctor) to reduce the length of time
by which initial health assessments are out of timescales
 Set up a data base to collect information relating to the timeliness of initial health
assessments to facilitate easier reporting of performance to managers and
commissioners

20

The changes detailed above have contributed to a significant increase in the number of
initial health assessments being undertaken within the 28 day statutory timescale: from 0%
to 55% in the first month following the changes and 91% in the second. Performance will
need to be closely monitored to ensure these improvements are maintained.

Health Assessments – Initials and Reviews
Statutory guidance provides a framework by which to assess and meet the health
needs of looked after children. In line with this guidance the MYHT LAC Health Team
carries out an initial health assessment on all children/young people coming into
care. From this assessment a health plan is formulated to inform the child, parent,
carer, agency and independent reviewing officer of the health needs of the child and
the interventions required to meet these needs. It also identifies the person who
will be responsible for delivering the interventions meet the identified needs and the
timescales in which these will be achieved. In MYHT, the initial health assessment is
carried out jointly by a paediatrician and a Specialist Nurse Advisor – Looked After
Children; the clinics are currently held in children’s centres in Wakefield and
Hemsworth on a weekly basis. This has recently been reviewed and from September
2014, initial health clinics will be moved into health centres in Wakefield and South
Kirby. It is thought that whilst the children’s centres are a suitable venue and
environment for the under‐fives, they are less so for older children and young people
attending for initial health assessments. The new venues; Ossett Health Village and
Church View Health Centre in South Kirby are easy to access and provide ample free
car parking and child friendly facilities. In addition to this, the doctor and nurse will
have use of appropriately equipped clinic rooms and computers which will allow
access to the child/young person’s electronic record as well as facilitating timely
completion of records and documentation following the clinic.
Local Performance Measures are in place to ensure completion of initial health
assessment in 28 days of a child becoming looked after.
For the whole of the period a child or young person is in care, review health
assessments are carried out by either the Specialist Nurse Advisor – Looked After
Children, the school nurse, health visitor, a member of one of the other 0‐19 teams
or the Specialist Nurse – Youth Offending Service at the following intervals:
 Every 6 months if child is under 5 years of age.
 Every 12 months if the child is over 5 years of age.

National and Local Performance Measures are in place to ensure completion of
review health assessment every 12 months during period of care.
Wakefield Statistics on Initial Health Assessments
In Wakefield, initial health assessments are undertaken on a weekly basis in two of
the children’s centres in the district; there are 4 appointment slots per clinic. As
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outlined in a previous section, the clinics will move to new venues in September
2014.
 There were 52 clinics held in the year covered by this report; the clinics were
appropriately staffed
 Two clinics were cancelled due to the required documentation/consent not being
available
 There were 166 children seen in the clinics representing an 80% use of available
capacity
 One child did not attend for their initial health assessment (0.6%)

Data relating to initial health assessments show that, in the period ending 31st March
2014 there were:






166 notifications of children being received into care
One assessment is outstanding due to refusal on the part of the young person
130 initial health assessments were completed
44 IHA were completed on time (26%)
For the first quarter of the current year, 49% of initial health assessments were
completed within the 28 day statutory timescale

Analysis of the data collected by the looked after children health team during the
year identifies that the main barrier to the completion of initial health assessments
within statutory timescales is the timely receipt of appropriately completed
documentation and/or consent. There have also been issues around availability of
clinic appointments once documentation has been received, however additional
clinics have been scheduled to resolve this and minimise delays following receipt of
documentation. It is anticipated that from mid June 2014, this will no longer be a
problem and provided documentation and consent is received, initial health
assessments will be undertaken within 28 days of the child being received into care.
Since the last report, additional administrative resource has been identified
providing for year round administrative support.
There is variation in performance depending on the placement of child or placing
authority. Initial assessments are more likely to be timely if the children are from
Wakefield than from another originating authority. This is another indicator of
delays caused by notification.

Wakefield Statistics on Review Health Assessments
Analysis of data for review health assessments identifies that we need to increase
the timely completion of review health assessments. The main barrier to achieving
this has been a lack of capacity within both universal services and the looked after
children health team; this problem has been addressed through recruitment of an
additional Specialist Nurse Advisor – Looked After Children and the increase in
Health Visitors as a result of the Health Visitor Implementation Plan. Receipt of
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consent for review health assessments also impacts on their completion; this should
be negated through the use of the single consent for all children received into care
from January 2014. For children in care prior to this date, consent will still be
needed for review health assessments; the single consent form can also be used for
these children and work is ongoing with local authority colleagues to embed this into
practice. For children living in Wakefield but looked after by another authority
timely and effective communication is needed to ensure that review health
assessments are undertaken within timescales.
Quality Assurance of Health Assessments
In Wakefield all health assessments are quality assured by the Specialist Nurse
Advisors – Looked After Children; the purpose of this being to:
 Ensure that looked after children receive a robust and accurate assessment
of their health needs, with planned interventions to meet these needs
 Provide feedback to individual practitioners to improve the quality of health
assessments
 Identify training and development needs
 Data collection for Commissioning Services
Review of completed Quality Assurance forms highlights that the main issues
impacting on the quality of health assessments are access to background
information at health assessments, and lack of a clearly typed health plan. The issue
of having a typed health plan and recommendations for the child/young person has
been addressed through scanning the BAAF documentation onto their electronic
record allowing it to be completed as a word document.
Wakefield Statistics on Annual Cohort Returns
All local authorities have to report on the numbers of looked after children health
assessments completed within a financial year in accordance with Department of
Health requirements. These figures include all children who were in care for a year
or more from the 1st April to 31st March; this group is known as the annual cohort. In
addition to reporting on the number of health assessments completed the local
authority provides data on
immunisation uptake and dental registration. Data for the year ended 31st March
2014 will not be available until June 2014.
Analysis of the data shows that the health team have made year on year
improvement in improving dental health of looked after children and health
assessments. There has also been improvement in uptake of immunisations,
although there is a need to focus on this area. An action plan for the LAC Health
Team has been drawn up to update and streamline administrative systems and
processes to support the move to electronic record keeping and becoming paper
light. The plan will also seek to update clinical practise to take account of
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developments service wide and electronic record keeping, individual caseloads for
each of the Specialist Nurse Advisors – LAC will also be reinstated to ensure equity of
workload between full and part time team members as well as facilitating case and
caseload management and oversight.
Mental Health of Looked after Children
It is recognised that looked after children are more vulnerable to mental health and
emotional difficulties. The tool used for screening for mental health problems is the
‘Strength and Difficulty Questionnaire’; the responsibility for completing this
questionnaire lies with the social worker. Analysis of completed questionnaires is
undertaken by the CAMHS Well Being Team. The average SDQ for looked after
children in Wakefield is 14.1 and 39% of children were thought to have SDQ scores
of concern, while 10% had SDQ scores that were borderline and 52% of children had
SDQ scores that were normal.
It is recognised that;
 Proactive questions need to be asked about mental health during health
assessment
 Comprehensive information is crucial in identifying and tackling health
problems
 Strengthening training on mental health issues for practitioners
 There needs to be better returns on SDQ
 SDQ and outcomes of action should be made available at initial health
assessments
The Specialist Nurse Advisors – LAC, School Nurses and Health Visitors are ideally
placed to ask the child/young person questions relating to their emotional health
and well being when undertaking health assessments or during contacts for other
reasons. Since responsibility for completion and analysis of the SDQ lies outside the
LAC Health Team, ensuring that they are available at the time of the health
assessment presents a greater challenge. However, with good inter agency working
and collaboration it should be possible to improve this. During the coming year, this
will form part of the action plan devised to improve the service and care provided to
looked after children and young people in Wakefield.
High risk behaviour among Wakefield Looked after Children
In the last year ending March 31st 2014, 3.1% of children were identified as having a
substance misuse problem (10/295) and half of these children received intervention
for their problem.
We do not have data on children who smoke.
We do not have data on teenage pregnancy in this population.
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We do not have data on obesity rates in looked after children.
Whilst questions relating to these health issues are routinely asked and recorded
during health assessments, they are not currently recorded in a way that allows for
quantitative reporting. As part of the ongoing work within the 0‐19 service to
optimise SystmOne, there are plans to facilitate recording of pertinent health
problems and behaviours in the Universal Needs Assessment (UNA) which provides
the framework for completion of a comprehensive health assessment; this will be
done via existing Read Codes and ‘check boxes’ and will make reporting much easier
and more accurate. It is anticipated that this facility will become available before the
end of the second quarter of the new financial year so that information will be
available for Quarters 3 and 4. A joint piece of work between the LAC Health Team
and the Safeguarding Children team to identify Looked After Children at risk of Child
Sexual Exploitation so that they can be offered targeted intervention will be
undertaken over the next three months with the aim of improving the health and
positive outcomes.

Leaving Care
The children leaving the care of local authority have a health assessment at 16 years
of age and at 18 years of age if they had remained in care during that period. This
includes a summary of health information from birth to present day including birth
history and family history. A ‘Leaving Care Health Summary’ has been devised to
capture this information in consultation with children in care council; this has been
in use for over a year and the LAC Health Team are now in discussion with local
authority colleagues regarding the best way to audit whether the new document is
more user friendly and meets the needs of the children and young people receiving
it.
On 31st March 2014 178 young people were registered as leaving care, the age
distribution of care leavers is as follows:
16 years
17 years
18 years
19 years
20 years
21+ years

27
36
33
31
41
10

N.B The Leaving Care Service work with Looked After Children and Care Leavers,
therefore of those that are age 16 & 17 the majority will still have been looked after.
Those young people aged 21+ include both care leavers who remain care of the
Leaving Care team due to their participation in Higher Education and those who have
recently turned 21 where the case work is being completed ready for closure.

Fostering
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Of the children looked after in Wakefield 81% are in foster care as opposed to other
placements, e.g residential homes or specialist placements. Of prime importance to
the care of these children is stability in placement, with minimal disruption/moves.
To contribute to this process the Specialist Nurse Advisors provide input into
Fostering Panels; this is the forum in which foster carers are approved or rejected.
They are permanent, independent members of the panel, who scrutinise the
prospective foster carers and make recommendations about their approval to the
panel decision maker. Additionally, the
Designated Doctor – LAC scrutinize the information relating to the health of
prospective foster carers provided by their General Practitioners and make
recommendations about adult health to foster panels.
The statistics for 201/14 include:
 Two foster panels are held each month
 Each of the foster panels is attended by one of the Specialist Nurse Advisors ‐
LAC
 Number of new foster carers approved: 32
 Total number of registered foster carers during the period: 177
 Number of foster carers deregistered: 25
The reasons for de‐registration of foster carers are varied and include: resignation of
carers, carers no longer meeting approval criteria. In addition to this, some carers
who are ‘friends and family’ carers obtain Residence Orders or Special Guardianship
Orders for the child/young person so are de‐registered as carers.

Adoption
The area of adoption has seen many changes in recent years; the local authority is
supported in the adoption process from health perspective by the Designated Doctor
‐ LAC. The paediatricians who provide support in respect of the adoption process are
not part of the looked after children health team in Wakefield for this role. This
section has been included in the annual report as adoption is integral to looked after
children. The Specialist Nurse Advisors – LAC would retain oversight of the case until
the adoption of the child/young person is formalised whereupon responsibility
would pass to the Health Visitor or School Nurse.
 Adoption is a route for permanency for many children who are looked after
 Children who are on a placement order are still considered to be looked after
 They have similar needs to other looked after children and support should be
continued following adoption.
The Designated Doctor ‐ LAC supports the adoption process for the local authority.
They assess the health of children identified for adoption; this is undertaken through
dedicated pre‐adoption clinics. They also assess the health and review the medical
reports of prospective adopters and provide expert medical advice to adoption panel
at all stages in the process i.e. approval of children and adults and matching of
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children to adopters. The medical advisors are also permanent voting members of
the adoption panel; they have two sessions per week to undertake this work.
It is felt that, for the benefit of the child, work relating to adoption should be
undertaken by an integrated team that also undertakes work relating to looked after
children. To facilitate this, the administrative provision within the team has been
increased by one whole time equivalent secretary who will support the work relating
to the adoption process, scheduling of initial health assessments and provide
leadership and management to the looked after children secretary.
Following this review, medical advisors have to submit health reports to the agency
decision maker on all children considered for adoption. The medical advisors
continue to attend adoption panel for purpose of approval of adults and at the
matching stage
Fig: 10 Data on adoption for Wakefield Metropolitan District Council
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Number of pre‐adoption medical assessments: 84
Total number of pre‐adoption medical clinics: 99
Cancellation of clinic: 25/99 or 25%
DNA rate in pre‐adoption medical clinic: 8/99 or 8%
Number of adoption panel attended: 17 (the Designated Doctor – LAC either
attends the meetings or provides reports to the panel)
Number of Agency Decision Making (ADM) meetings during the report
period: 18
Number of children discussed at the panel and ADM for adoption: 65
Number of children approved at Adoption Panel: 58
Number of matches approved: 55
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Teaching and Training
The looked after children health team have an ongoing training programme in place
which includes:
 Healthy Care Training – aimed at foster carers, residential staff, leaving care
workers.
 BAAF Assessment – aimed at Health Visitors, School Nurses and others
undertaking health assessments
During the period covered by this report the Specialist Nurse Advisors – LAC
facilitated five BAAF Health Assessment training sessions to a total of 37 staff
members. The number of sessions provided has increased to meet additional
demand from the Health Visitor Implementation plan. Once the Health Visitor
Implementation plan has been completed, training will be offered on a bi‐annual
basis unless additional demand is identified.
One session of Healthy Care Training has been jointly facilitated with the local
authority during the report period; it has not been possible to ascertain the number
of attendees at this training. Feedback from foster carers training indicated good
value of teaching and high scores on satisfaction with the training (4.5/5) with
requests to increase time for training.
The looked after children health team has also delivered additional training packages
when specific needs have been identified. These include:
 Autism & ADHD Workshop – aimed at social workers, residential staff, foster
carers.
 Bespoke Training Packages – aimed at all staff irrespective of discipline upon
request.
 Looked After Children – Mid Yorkshire paediatric teaching session
During the period covered by this report, two paediatric teaching sessions have been
facilitated; the number of attendees is not available.

Audit

28

There has been no formal audit undertaken during the period covered by this report,
however audit was undertaken prior to this period:
During the forthcoming year, the LAC Health Team will undertake an audit of the
quality of health assessments undertaken; plans for this are still to be formalised.

Strategy for Looked After Children
There is a need to maintain the impetus around the quality of the health
assessments this will be achieved by continued quality assurance of assessments
along with feedback to practitioners and ongoing support and training. We are
auditing the quality of information available at initial health assessments. We have
put in place process to ensure actions on health plan are followed through.
Throughout the last year, the team has continued to focus on maintaining and
improving partnership and multi‐agency working. This includes but is not limited to
working with our colleagues in the acute setting and in universal services as well as
working with partners in social care in the form of regular dialogue along with formal
meetings. A Child and Adolescent Mental Service well‐being team is now collocated
in the same building as the looked after children health team and local authority
colleagues. These relationships need to be developed and strengthened to ensure
the needs of looked after children are met; this will in turn facilitate best outcomes
for a vulnerable group of children and young people.
Following the increase in the administrative provision to the team and the increase
in Specialist Nurse Advisor – Looked After Children hours to cover maternity leave,
work needs to be undertaken to develop streamlined processes to support children
from coming into care until permanency is achieved through adoption for those
children who do not return to their birth family.
Work to introduce electronic clinical record keeping in line with universal service
colleagues is underway and is expected to be implemented in the first quarter of the
next year. This will improve the information available regarding children to the
clinicians involved in their care. It will also reduce/minimise any risk to the child or
the organisation from the current separate clinical records utilised within different
services through appropriate record sharing between SystmOne modules within
MYHT. At the time of writing this report, the LAC Health Team having starting using
SystmOne for clinical record keeping in line with Universal Services; the team will
also have representation on the SystmOne optimisation group to ensure consistency
across the 0‐19 service and prevent duplication of work. It would also be of benefit
to the LAC Health Team if they were issued with ‘Toughbooks’ which allow access to
SystmOne; this would facilitate more effective ways of working and better use of the
Specialist Nurse Advisor’s time, particularly when undertaking health assessments
out of area by negating the need to travel back to base to complete their clinical
records.
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Over the forthcoming year, the LAC Health Team needs to seek to clarify the detail of
the service specification which is now contained within the 0‐19 Service
Specification. Some practises appear to be due to historical arrangements, the
origins of which it has not been possible to ascertain, e.g undertaking health
assessments for children placed within a 50 mile radius of Wakefield.

Recommendations
Board Members are asked to
 acknowledge and endorse the contents of the report
 support the looked after health team to ensure capacity all year round
 explore the feasibility of undertaking a health needs assessment of the
looked after population in Wakefield
 support the full implementation of mobile working through the acquisition of
‘Toughbooks’ for the LAC Health Team
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Wakefield Clinical Commissioning Group
Safeguarding Adults (SA) Annual report 2013/14
1

NHS Commissioning background
Wakefield Clinical Commissioning Group (CCG) became fully operational from April 2013.
This report details the safeguarding adults activity undertaken by the CCG and the NHS
providers within the Wakefield district.

2

National context
The draft Care Bill continued its progress through parliament and received royal assent in
May 2014. Draft guidance is expected in early 14/15 including section 42 ‐47 safeguarding
adults. The Care Bill puts Safeguarding Adults on a statutory footing with the CCG being a
statutory member of the Wakefield District Safeguarding Adults Board (WDSAB) from April
2015. Safeguarding remains a priority within the Department of Health ( DH) along with the
application of the Mental Capacity Act ( MCA) 2005, with the government commissioning a
House of Lords Review of the MCA in May 2013, and making it recommendations in
February 20141 the government are expected to issue a response in June 2014.

3

Local context
The CCG continued to work with partners including West Yorkshire Area Team, regional
safeguarding leads, and local NHS provider leads including Mid Yorkshire Hospitals Trust
(MYHT), South West Yorkshire Partnership Foundation Trust (SWYPFT), SPECTRUM CiC, and
GP networks.

3.1

Wakefield District Safeguarding Adult Board (WDSAB) Constitution
WDSAB reviewed and agreed its constitution in 13/14 reflecting the changes in the
commissioning and provider landscape.
Wakefield has had a partnership safeguarding adult board functioning for a number of years,
chaired by the Local Authority Director of Children and Adults. However a decision was
made to have an independent chair in line with the children’s board, and in preparation for
the Care Act. This will strengthen the board’s accountability and responsibility to carry out
its primary functions to:





Coordinate activity
Monitor outcomes and effectiveness
Use data and intelligence to identify risk and act on it
Hold partners to account for the actions they take to protect adults

WDSAB successfully recruited Bill Hudson as the independent board chair in May 2013, Bill
has considerable experience in adult social care, and as an advisor to the Care Quality
Commission (CQC).
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WDSAB works to a 2 year business plan 2013‐15 which includes the following 3 strategic
objectives:
1. The Board members will champion adult safeguarding within their own organisations,
ensure that commissioning processes have strong safeguarding themes and seek to build
capacity in preparation for becoming a Statutory Board;
2. There is an outcomes based approach from all Board partners to adult safeguarding;
3. There is a performance management overview, a skilled and knowledgeable workforce
with a learning culture to ensure practice delivery is effective.
The board regularly reviews the action plan and held a time out in December 2013 to agree
its strategic plan along with a joint session held in March 2014 with the Wakefield District
Children’s Safeguarding Board (WDSCB) .
The following key joint work streams were identified by the WDSAB and WDCSB joint
session:
 Domestic violence and domestic homicide
 Transition to adult services
 MCA
 Sexual exploitation
3.2

Wakefield CCG
As NHS Wakefield District Primary Care Trust prepared for transition to a Clinical
Commissioning Group (CCG) and to comply with the Safeguarding Vulnerable People in the
Reformed NHS – Accountability and Assurance Framework March 2013 – NHS
Commissioning Board2. The post of a Designated Nurse for Safeguarding Adults was agreed
by the Shadow CCG for implementation on the transfer of legal powers on April 1st 2013.
This enabled work to be progressed across the local health and social care economy and
wider. The post is accountable to the Head of Safeguarding and Chief of Service Delivery and
Quality.
Wakefield CCG agreed that the representative on the WDSAB was Sharon Fox CCG
Governing Body member and Independent Nurse. Sharon is the CCG lead for safeguarding
adults for the CCG governing body and is supported by a job description. The Designated
Nurse for Safeguarding Adults also represents the CCG on the WDSAB and chairs the
Reportable concerns group (sub group of the WDSAB).

3.3

SA policy and procedures
The West Yorkshire Multi ‐agency Safeguarding Adults Policy and Procedures (WYSAPP)
were published and implemented across the Wakefield District. During 14/15 these will be
reviewed in line with the Care Act and subsequent guidance. These were disseminated to all
GP’s via the Practice Support Unit (PSU) newsletter along with a link to the WDSAB internet
page.
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3.4

WDSAB referral statistics
During 2013‐14 the following performance information was reported by the LA
No of alerts
( % increase
from 1213)

% of alerts
leading to a
strategy
meeting /
discussion

2131 (39%)

20.5%

% leading to
a referral

9.4% (187)

% of all referrals
leading to a case
conclusion =
'partly
substantiated' or
'fully
substantiated'
63.1%

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

50% (93)

The year on year increase in alerts is reported nationally and is possibly attributed to a
number of factors including better data recording, national awareness and the outcome of
improved training.
Reportable concerns group
The group is a subcommittee of the WDSAB and is chaired by the Wakefield CCG Designated
Nurse Membership consists of LA, CCG, MYHT, Care Quality Commission (CQC), Infection
Prevention and Control team (IP&C), Community Team for Learning Disability ( CTLD) and is
well represented.
The group meets on a 6 weekly basis where low level concerns (below the threshold for
buse) are shared and discussed. Outcomes include bringing forward IP&C audits, CQC
inspections, contract monitoring visits/queries, escalation to a large scale investigation (LSI)
referral.
During 13/14 the Notification of concerns (NOC) form was reviewed, amended and re‐
launched. The NOC is for staff to raise concerns re any provider which are below the
threshold of abuse and are non‐patient identifiable. The NOC is available on the Local
Authority internet safeguarding page and this was circulated to all General practices via the
PSU newsletter.
All NOC’s are screened by Local Care Direct social workers and logged against the provider.
The LA care management IT system ‐care director expanded to include the function to
record against service providers enabling monitoring of NOC’s and Large Scale
Investigations to be recorded.
3.5

Large Scale Investigation (LSI)
A total of 39 LSI were referred to the LA during 13/14, predominantly care homes. Were the
care home or domiciliary care provider is commissioned by the CCG joint work was
undertaken and assurance with the LA care managers, care and support commissioning
team, CQC and other professionals as required.
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During 13/14 the LA reviewed the LSI templates and introduced a version which included a
requirement to inform GP practices where a practice may be visiting regularly. This may be
an audit the Quality and Performance subgroup of the WDSAB may want to consider in
14/15.
3.6

Serious care review (SCR) and/or Domestic Homicide review (DHR)
WDSAB considered one request for a SCR. The SCR panel concluded it did not meet the
criteria for a SCR but due to national and local concerns about self‐neglect it has
commissioned an independent review (expected to be finalised in 2014).
There were no referrals for a DHR.
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Mid Yorkshire Hospital Trust ( MYHT)
MYHT provide community including intermediate care, acute (hospital‐based treatment) and
specialist health services to people living in the Wakefield and North Kirklees areas, and
community health services for residents of Wakefield and District.
MYHT have a quarterly Trust safeguarding group (for both adults and children) which reports
to the board through the Quality Clinical Governance Group. Membership includes the CCG
Head of Safeguarding and the Designated Nurse for SA.

4.1

Leadership
The organisational lead for the Trust is the Chief Nurse, supported by a Head of Safeguarding
and Named Nurse for safeguarding adults. The children and adult safeguarding team
including the Learning disability nurses work as an integrated team sharing skills and
knowledge. The named nurse attends the sub groups of the WDSAB .
The Trust has continued to raise awareness of the needs of individuals who have a learning
disability particularly with regard to challenging behaviour and making reasonable
adjustments.
The Trust had 155 learning disability champions across the organisation in 13/14 and held
network sessions to develop their roles.
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4.2

Training Statistics
Training

Safeguarding
Adult Level 2
Classroom
sessions
SG Adult Level 2 –
e‐learning option
Integrated
Safeguarding
Level 1 training
(induction,
workbook and
refresh)
Mental Capacity
Act (MCA) and
Deprivation of
Liberty
Safeguards
(DoLS) training
(classroom and
e‐learning).

Annual
target
(%)

Target Group

Numbers
trained
13/14

Compliance

1123
All hospital staff with
substantial access to
vulnerable adults – every 3
years

All Trust staff – every 3 years.

Not mandatory but relevant to
role

81%
80%
546

1456

100%

55

N/A

100%

N/A

MYHT matrons also attended the WDSAB multi‐ agency partnership investigation training
facilitated by the police.
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South West Yorkshire Partnership Foundation Trust (SWYPFT)
SWYPFT are a specialist NHS Foundation Trust that provides community, mental health and
learning disability services to the people of Barnsley, Calderdale, Kirklees and Wakefield
managed as Business Development Units (BDU). The Trust also provides some medium
secure (forensic) services to the whole of Yorkshire and the Humber.
SWYPFT have had safeguarding adults as part of the governance arrangements for a number
of years. The safeguarding Trust Action Group (TAG) meets on a monthly basis and includes
representatives from the business development units (BDU), local safeguarding adult’s
boards and CCGs.

5.1

Leadership
The organisational lead for Safeguarding Adults is Executive Director of Nursing, Clinical
Governance and Safety. A specialist advisor for Safeguarding Adults has been in post for a
number of years and has been active in the sub groups of the WDSAB and organisationally.
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During 1314 a review was undertaken of the capacity within the safeguarding team, with a
further full time role seconded into the team. This will be reviewed in 14/15 with a view to
becoming a permanent post. The specialist advisor attends the subgroups of the WDSAB.
5.2

Training statistics – trust wide
The Trust continues to deliver safeguarding adults training via a rolling programme. This
includes an induction at level 1, delivered face to face. A level 2 training package for staff
with direct contact with service users, which is also face to face training with a 3 yearly
refresher which can be undertaken either face to face, e‐learning or through completion of a
workbook. Previous years have focused on a target of having 80% of staff trained at either
level in the Wakefield locality. This year the figures are also aimed at 80% but now staff will
only show up in the percentage figures if they have completed the right level of training for
their post. Therefore this has resulted in a slight decline for Wakefield as some staff required
the level 2 training refresher. Therefore the concluding percentage figure of staff up to date
with their safeguarding adults training for this year was 71% Trust wide, 74% for Wakefield
and 73% for Forensic services in Wakefield.

5.3

Safeguarding Adults developments
A joint group was developed to oversee the action plan which was identified following the
Root Cause Analysis of a section 117 after care case undertaken in 2012. This included
establishing a database for all individuals subject to Section 117 of the Mental Health Act
(MHA) 1983 and reviewing the discharge of the patients on the Horizon Centre subject to
Section 117.
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Spectrum Community Health ( CIC)
Although the CCG does not commission services from spectrum the designated nurses
through the NHS Safeguarding accountability framework retain a responsibility to provide
support and advice. Therefore they are included in this report as they work with some of the
most vulnerable, hard to reach Wakefield residents.
Spectrum Community health provide a number of services across the district including
healthcare to the HM Prison secure environments, community substance misuse services
and CASH (Contraception and Sexual Health service) A number of the services are providing
care and support to adults at risk of abuse and neglect, particularly those that are
disengaged with main stream services due to alcohol and substance misuse and /or
homelessness.
Spectrum have continued to have a joint adult and children safeguarding forum which meet
on a monthly basis. Both NHSWD Head of Safeguarding and Designated Nurse for
Safeguarding Adults attend to enable a commissioner’s perspective and provide
professional advice.
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Spectrum's board receive monthly reports from the executive lead which provides assurance
and information.
6.1

Leadership
The organisational executive lead for Safeguarding Adults is the Director of Operations and
Chief Nurse who was an active a member of the WDSAB during 13/14. The Safeguarding
Adults clinical lead has continued to raise the profile of safeguarding adults within the
operational teams. This has resulted in safeguarding alerts and referrals being made
ensuring a multi‐agency approach to protecting some of the most at risk individuals. These
individuals are often disengaged from statutory services through their use of alcohol and
drugs. The named professional attends the training sub group for the Wakefield
Safeguarding board and disseminates training information at the regular safeguarding
forums at Spectrum Community Health CIC.

6.2

Training statistics
Safeguarding adults
Level 1 – awareness
Level 2 –e‐ learning
/workbook

6.3

Mental Capacity Act 2005
Awareness
100%
E learning
85%‐ clinical staff

100%
89%

SA developments
Spectrum held a successful Safeguarding Champion Event delivered on 2 May 2013 which
involved some presentations from guest speakers around Autism, Mental Capacity Act and
the role of safeguarding within the Clinical Commissioning Groups. Spectrum identified
Safeguarding Champions from each service within the organisation and they worked in
groups to discuss their roles and came away with an action to create a complaint leaflet for
clients with learning disabilities.
The complaints leaflet is now being designed by the communication and marketing team for
se by the organisation alongside other ‘Have your say leaflets’ and will be launched in 14/15
Spectrum quality team completed an audit of Social Care Direct safeguarding adults alerts,
the results were that all alerts were appropriate and had progressed to a referral the audit
was shared at the safeguarding forum.
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Primary care
Raising the profile of safeguarding adults has been a priority for 13/14 recognising the key
role practitioners have in prevention and protection.
During 13/14 the following took place for GP practices


A very successful Mental Capacity Act workshop was delivered in November 2013
undertaken by the nationally renowned Mental Capacity Act and Mental Health Act
7








lawyer Peter Edwards. PREVENT training was also delivered by the West Yorkshire
commissioning board regional lead Chris Stoddard
WDSAB leaflets and posters were sent to all practices
The practice support unit ( PSU) newsletter has been an important communication
mechanism for disseminating information to practices including the West Yorkshire
Safeguarding Adults Policy and Procedures (WYSAPP) , Notification of Concern (NOC),
invitations to local conferences
Joint working took place to integrate GP’s with the policy and procedures by ensuring
that safeguarding coordinators inform GP practices when an adult is subject to a
protection plan, this includes details of the protection plan, with further communication
when the protection plan is caseload . This will be coded onto practice systems by the
GP practice. This will enable practitioners to work collaboratively and increase
awareness when a vulnerable adult requires protection.
Following a request from network 5, face to face training was delivered to 63 GP’s and
nurses with positive feedback. The content will be reviewed in 13/14 and is currently
offered to other networks.
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Wakefield CCG

8.1

Leadership
The organisational lead was the Chief of Service Delivery and Quality supported by the Head
of Safeguarding (Children and Adults) including lead responsibility for the MCA/DoLS and
Designated Nurse for Safeguarding Adults. Sharon Fox is the governing body lead for
safeguarding adults and meets regularly with the Designated Nurse.

8.2

Governance
Regular reports were submitted to the Integrated Governance Committee including care
homes that were subject to suspensions by the LA for safeguarding where the CCG had also
commissioned care. Highlight reports are also submitted to the WDSAB detailing any
developments undertaken by the CCG.
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Mental Capacity Act 2005 ( MCA) /Deprivation of Liberty Safeguards ( DoLS) 2009
Ensuring staff are complaint with the MCA remains a challenge for provider organisations,
along with ensuring case law is translated into service provision.
The review by the House of Lords select committee and expected government response will
raise the profile of the MCA and have an impact both nationally and locally.
The role of commissioners and regulators to ensure services are compliant is also highlighted
in the report Recommendation 36 ‐we recommend as a matter of urgency that the
government take steps to establish regular and dedicated monitoring of the implementation
of the Act m and that this should include all the sectors across which the Act applies. This
8

includes the CQC monitoring compliance with in the inspection regime. Guidance is expected
in 14/15
9.1

Hospital Deprivation of Liberty Safeguards (DoLS)
MYHT applied for 2 deprivation of liberty in 13/14 of which 2 were granted.
SWYPHT no applications were made.
Note
Following the high court ruling at the end of March 2014 P v Cheshire West and Chester
Council and P and Q v Surrey County Council 3 the thresholds for a DoLS have changed which
may have a significant impact on the number and range of applications.

10

Contracts
The Safeguarding Adults standards were reviewed in 13/14 by the regional Safeguarding
Adults network forum and agreed.
Although they are embedded in the contract, the monitoring of independent providers
remains a challenge and would form part of any contract monitoring processes developed by
the CCG in 14/15.

11

Challenges
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3

The Care Act and subsequent guidance will have an impact of provision and assurance.
The increase Large Scale Investigation (LSI) requires a need to work with the Local
Authority and undertake proactive work to prevent escalation.
Capacity within safeguarding adults across all organisations as the breadth of
safeguarding expands.
Understanding and adherence to the Mental Capacity Act remains a challenge for all
organisations this will become more of a priority as scrutiny of decision making
processes/actions and the change in criteria for DoLS impact on services.
Contract monitoring particularly ensuring compliance with the safeguarding standards
remains a significant challenge due to the number of contracts, particularly care home/
domiciliary care.

CCG 2013/14 objectives and outcomes
The objectives agreed by the governing body from the annual report 12/13 were

http://supremecourt.uk/decided‐cases/docs/UKSC_2012_0068_Judgment.pdf
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Objective
Develop role specification for a lead CCG board member and
identify a lead person to be the representative for the CCG
at the WDSAB

Outcome
Completed

Effective communication and engagement with GP practices
through the Practice Support Unit (PSU)

Completed

Disseminate the SA Multi agency policy and procedures to
GP practices

Completed

Work with the LA and CSU to ensure protection plans are
shared and recorded on GP clinical systems

Completed

Continue to participate in BIA rota for DoLS

Completed

Participate in NHS and local NHS provider forums ensuring
active participation in any developments

Completed

Continue to work in partnership and lead on key objectives
with the WDSAB business plan, particularly the reportable
concerns sub group
Work in partnership with the LA, CQC, Police, NHS and
independent providers as required

On going

On going

Ensure commissioners are aware of safeguarding concerns
and actively engage with the SA process

On going

Review the safeguarding adults standards to be included in
the contracts for 14/15
Commission MCA and Prevent training to GP‘s – booked for
November 2013

Completed
Completed

2014/15 objectives
 Review the internet and intranet safeguarding pages making them easily accessible to
professionals and the public
 Participate in any SCR ensuring any health actions are disseminated , and monitored
 Ensure that quality and contract monitoring is undertaken for independent providers,
i.e. care home and domiciliary care where the CCG commissions care
 Continue to share information with GP practices via the Network development Unit
 Review the safeguarding adults training package
 Recommend an audit of compliance with the requirement to inform an GP practice of a
LSI to the
 Q&P subgroup for 14/15
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Actions
1
2

To note the contents of this report
To support the objectives.
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Title of meeting:

CCG Governing Body

Date of Meeting:

9th September 2014

Paper Title:

Implications of Special Educational Needs Reforms

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
Assurance
paper is for):
Report Author and Job Title: Morna Cooke, Senior Commissioning Manager
Responsible Clinical Lead:
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Information

Dr Ann Carroll, Clinical lead, Children

Responsible Governing
Jo Pollard, Chief of Service Delivery and Quality
Board Executive Lead:
Recommendation (s):
It is recommended that the Governing Body:
 Notes and acknowledges the changes to commissioning responsibilities for the CCG; and
 Agrees that it is assured that the CCG has fulfilled its responsibilities required from 1st September
2014.
Executive Summary:
The attached paper details the implications of the Children and Families Bill 2014 and the Special
Educational Needs (SEN) reforms contained therein.

This includes:
‐

A briefing on the Children & Families Bill 2014, part 3, as it relates to Health services and
responsibilities arising for CCG
Outlining the responsibilities arising for CCGs

‐

Appendix 1 ‐ A memorandum of agreement between the Local Authority and the CCG,
Drawn up by the Local Authority and, setting out local arrangements and responsibilities for
implementing the requirements of the Children & Families Act

‐

Appendix 2 ‐ Wakefield CCG Children’s Personal Health Budget policy
Setting out the criteria & process for accessing a personal health budget

Specific changes to the responsibilities of the CCG are highlighted below:
 The Bill places a new legal duty on CCGs to secure health services that are specified in Education,
Health and Care (EHC) Plans;
 The EHC process applies to 0‐25 year olds giving new rights and protections to 16‐25 year olds in
further education and training, comparable to those in school;
 The CCG must be able to offer personal budgets to families with an EHC who have requested one
and would benefit from it;
 The CCG must commission / provide a designated medical officer; and
 There must be a clear process for independent dispute resolution and mediation.
Potential risks identified:
 It has not been possible to identify unit costs for services in order to calculate a personal budget;
 Services appropriate for personal health budgets are all currently within block contracts, so
provision of personal budgets would mean double funding. Work is underway with contracting and




finance teams to address these two issues;
The legal duty to provide services specified in EHC Plans may introduce a cost pressure. Work is on‐
going with MYHT to ensure that plans are achievable within resources, whilst meeting need; and
Mediation / dispute resolution would need to be paid for on a cost per case basis and would incur
additional costs.

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)

Equality Impact Assessment for personal health budget policy identified
one issue to ensure that interpreting services were available. This will be
assured through the CSU contract.

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

There is parent representation throughout the transformation
programme for SEN.
Parents have been consulted on the Personal Health Budget policy via the
local branch of the national charity for disabled children, Kids. They
requested more detail on how the process will work for families which
will be a separate piece of work.

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

Plans are being taken forward locally through the Transformation Board
which has Senior level representation from Local Authority, Mid Yorkshire
and South West Yorkshire Partnership NHS Foundation Trust.
Discussions on Personal Budgets are going forwards jointly with Adult
Continuing Care team, finance and contracting and CSU

Previously presented at
committee / governing body:

Clinical Cabinet 3/7/14
Integrated Governance Committee 17/7/14

Reference document(s) /
enclosures:

Clinical Cabinet Briefing: Children & Families Bill
Memorandum of understanding in connection with the purposes of
implementing the requirements of the Children & Families Act

Risk Assessment:

Wakefield Children’s Personal Health Budget Policy
Risk is under review but the process is at too early a stage to accurately
determine level of risk yet. Initial potential risks have been identified
above in the Executive summary.

It is possible that the introduction of personal health budgets may
destabilise some services or require services to be decommissioned.
Finance/ resource implications:



Resources are required from Children’s Commissioning Team
to implement processes around EHC Plans and personal



budgets using existing CCG staff
Case management of PHBs via the CSU will incur additional
administration costs on a cost per patient basis as agreed
through the contract with the CSU, costs to come out of
continuing care budget.

NHS Wakefield Clinical Commissioning Group
Governing Body 9 September 2014
Implications of Special Educational Needs Reforms
Introduction
This paper provides a summary of the key elements of part 3 of the Children and Families Bill
2014 as it relates to Health services, and in particular the responsibilities arising for CCGs. A
Memorandum of Understanding has been agreed between the Local Authority and the CCG in
Wakefield to support the local arrangements that have been put in place. This is attached in
Appendix 1.
The two key processes under the new Special Educational Needs (SEN) and disability proposals
are:



The Local Offer, which sets out which services will be made available to any child or
young person with a learning disability or difficulty; and
Education, Health and Care plans which will set out what and how provision is to be
made for children with additional needs which can’t be met through these services.

The bill covers children and young people from 0 – 25 years of age.
Local Offer
The Local Offer sets out all of the services which are commissioned to support children with
learning difficulties or disabilities. This must be produced jointly between all partners and in
consultation with families. The Local Offer should not just be a directory of services currently
available but should set out how local commissioners intend to meet the need of local children
with SEN and Disability.
The Local Offer must include information about health care provision for children with SEN.

Assessment of Education, Health and Care Needs
An Education Health Needs and Care Needs (EHNC) is an assessment of the educational, health
and social care needs of a child or young person.
A local authority must conduct an assessment of education, health and care needs and prepare
an Education, Health and Care (EHC) plan when it considers that it may be necessary for special
educational provision to be made for the child or young person through an EHC plan. This is
likely to be where the special educational provision required to meet the child or young person’s
needs cannot reasonably be provided from within the resources normally available to
mainstream early years providers, schools and post 16 institutions.
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Requests for EHC assessments are made to the Local Authority by the parent, young person or
Educational establishment.
The EHC plan will include the educational, health and social provision reasonably required by
the learning difficulties and disabilities which result in him or her having special educational
needs.
An EHC plan may also specify other health care and social care provision reasonably required by
the child or young person. An EHC plan must take no longer than 20 weeks to produce from the
child / young person being brought to the attention of the Local Authority.
If the plan specifies health care provision, the responsible commissioning body must arrange the
specified health care provision for the child or young person.
Health Education and Social Care Joint Commissioning Arrangements
Health, Education and Social Care partners must agree through joint commissioning
arrangements:







What provision is needed by the local population to meet special education needs;
What education, health and care provision is to be secured;
By whom education, health and care provision is to be secured;
What advice and information is to be provided, by whom and how (Local Offer);
How complaints are to be dealt with; and
Procedures for resolving disputes between partners as quickly as possible.

Partners may consider aligning, integrating and pooling budgets where appropriate.
Joint commissioning arrangements about securing education, health and care provision must in
particular include arrangements for—
 Securing Education, Health and Care (EHC) needs assessments;
 Securing the education, health and care provision specified in EHC plans;
 Agreeing personal budgets under section 49 of Children and Families Act 2014.
Joint commissioning arrangements may also include other provision.
The majority of the above is already in place or could be carried out via production of the Joint
Strategic Needs Assessment and current Joint Strategic Commissioning arrangements.
Responsibilities of the CCG
Where a clinical commissioning group, NHS trust or NHS foundation trust believes that a child
under school age has (or probably has) special educational needs they must:



Inform the child’s parent of their opinion
Give the child’s parent an opportunity to discuss their opinion with an officer of the
group or trust.
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The group or trust must then bring their opinion to the attention of the appropriate local
authority in England.
If the group or trust thinks a particular voluntary organisation is likely to be able to give
the parent advice or assistance in connection with any special educational needs the
child may have, they must inform the parent of that.

Designated Medical Officer
A Designated Medical Officer (DMO) has been identified whose role is to support the CCG in
meeting its statutory responsibilities for SEN. This individual should provide the point of contact
for Local Authorities and schools seeking health advice on children who may have SEN and
provides a contact for CCGs or health providers so that appropriate notification can be given to
the local authority of children under compulsory school age who they think may have SEN or
disabilities.
The DMO can support schools with their duties under the ‘Supporting Pupils with Medical
Conditions’ guidance. The DMO would not routinely be involved in assessments or planning for
individuals, except in the course of their usual clinical practice, but would be responsible for
ensuring that assessment, planning and health support is carried out.
Some CCGs may delegate key decisions to the DMO (for example, agreeing the health services in
an EHC plan).
The DMO should have an appropriate level of clinical expertise to enable them to exercise these
functions effectively and should be designated as the DMO in their job description.
This role is very similar to the Designated Doctor for SEN role currently commissioned by the
CCG from MYHT. A contract variation has been issued to MYHT to clarify that the CCG expects 2
sessions per week to be dedicated to this role.
Personal budgets
Any parent or young person receiving an EHC plan can request a personal budget from the Local
Authority to secure their own provision as specified in the plan or to participate in securing
provision. This may contain elements of health funding and Local Authorities will need to work
with their health commissioner where the parent requests a personal budget that includes
health provision as the responsibility for personal health budgets sits with the CCG. Direct
payments for health require the agreement of a care plan between the CCG and the recipient
and this must include a procedure for managing risk and the name of a care co‐ordinator
responsible for managing the health care in the plan.
Since April 2014, CCGs have had to legally able to offer personal budgets to children meeting the
requirements of Children’s Continuing Care and have had to provide these by September 2014.
The CCG has commissioned the local Commissioning Support Unit to deliver personal health
Budgets.
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A Wakefield Children and Young People’s Personal Health Budget Policy was agreed by the
Integrated Governance Committee on 7th July 2014 and is attached in Appendix 2.

Recommendation
It is recommended that the Governing Body:
 Notes and acknowledges the changes to commissioning responsibilities for the CCG; and
 Agrees that it is assured that the CCG has fulfilled its responsibilities required from 1st
September 2014.
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Appendix 1

(1) The Council of the City of Wakefield
(2)Wakefield NHS Clinical Commissioning Group

Memorandum of Understanding in connection with the purposes of implementing
the requirements of the Children & Families Act 2014 and relevant statutory
guidance in respect of the SEND agenda

1

THIS MEMORANDUM OF UNDERSTANDING dated

IS MADE BETWEEN:

(1) The Council of the City of Wakefield of County Hall Wakefield “the
Council”); and
(2) Wakefield NHS Clinical Commissioning Group (“CCG”) of

Background & Purpose
In April 2014 the Children’s and Families Act 2014 received Royal Assent. The Act
outlines a significant reform agenda to improve services for children and young people
with SEND.
The duties placed upon Local Authorities and NHS bodies are outlined in the Act, the
SEND Code of Practice issued in June 2014 and The Special Educational Needs and
Disability Regulations 2014.
These duties cover the following key areas:








The Local Authority & NHS bodies must collaborate in the development,
publication & delivery of a Local Offer.
Local Authorities and NHS bodies must develop & deliver an integrated
assessment.
Local Authorities and NHS bodies must have joint arrangements in place to
agree outcomes in respect of the integrated Education, Health & Care
assessment, and the provision as outlined in the Education, Health & Care Plans
(EHC Plans)
Local Authorities and Clinical Commissioning Groups (CCGs) must have joint
commissioning arrangements in place to enable the delivery of Education, health
and Care plan (EHC Plans)
Local Authorities & NHS bodies need to develop an integrated approach to the
delivery of services to support the needs of children and young people (aged 025 years) with SEND/EHC Plans.
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Local Authorities and CCGs must clearly identify what will be offered as a
personal budget

Parameters of the agreement
This agreement is solely for the purposes of ensuring that both the Council and the
CCG are clear as to how they will work together to ensure all the statutory duties
relating to supporting children and young people with SEND (aged 0-25 years) as
outlined in the SEND Code of Practice and the Children’s and Families Act 2014
legislation are met.
It is intended that this agreement puts in place the initial arrangements required to meet
these duties from September 2014. It is intended that this agreement is kept under
review and amended as necessary to ensure the implementation of the SEND reforms,
taking into account the transitional timescales as outlined in statutory transitional order
published by the Government and outlined in the Guidance for Local Authorities &
Health Authorities on the Implementation of the SEND Reforms (April 2014).

Specific Areas Covered by the Agreement
Local Offer
The Local Authority is required to produce and publish a Local Offer which sets out
clearly all the provision that is available locally to support the education, health and
social care needs of children & young people 0-25 years.
Although the Local Authority has a statutory duty to produce and publish the Local Offer
following consultation with the CCG and other NHS bodies the CCG and other health
bodies are statutorily required to cooperate fully with this and ensure that the Local
Authority has all relevant information on health services and provision for children and
young people (0-25 years) with SEND.

Arrangements to Enable Timely Decisions for C&YP with SEND
Although the Local Authority is the “lead organisation” for the SEND processes, NHS
bodies must by virtue of Section 31 of the Act and regulation 8 comply with the statutory
processes linked to EHC assessments and plans (sections 1.23 & 9.52 SEND Code of
Practice). These processes will require a number of specific decisions that will need to
be made in partnership by the Local Authority and NHS bodies. These are:
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-

-

Decisions as to whether or not to proceed with a statutory EHC assessment
Following a decision to proceed with an EHC assessment, a decision as to
whether or not to issue a statutory EHC Plan
Following a statutory annual review, decisions regarding any amendments to
existing EHC Plans (or Statements of SEN until April 2018)
Resource decisions regarding the allocation of services and/or resources to meet
the educational, health and/or care needs as outlined in the EHC Plan (or
Statement of SEN until April 2018), including reviewing such decisions as and
when needed.
Financial decisions regarding the allocation of funding and/or determining the
allocation of a personal budget to meet the educational, health and/or care needs
as outlined in the EHC Plan (or Statement of SEN until April 2018), including
reviewing such decisions as and when needed

The above processes and decisions will be undertaken by the EHC Panel (formerly the
SEN Panel) which is a multi-agency decision-making Panel with the delegated
responsibility for decisions regarding SEND. The majority of C&YP with EHC Plans will
have decisions made via the EHC Panel. Decisions linked to the EHC assessment and
the production and maintenance of EHC Plans are bound by strict statutory timescales
which must be adhered to.
The obligations of the respective parties in respect of the above are set out below:The Local Authority will:
-

-

-

Facilitate and administrate the EHC Panel, including information relating to the
date/time & venue of EHC Panel meetings.
Ensure that all appropriate reports are made available to EHC Panel members in
advance of the meeting.
Chair the EHC Panel – this will be shared between the Service Manager,
Educational Psychology & Assessment and the Service Manager, Inclusive
Learning.
Ensure the above Service Managers have the delegated authority to make
decisions on behalf of the Local Authority in respect of education provision
(including personal budget allocations) and social care personal/individual budget
allocations.
Ensure that Service Managers from within its Adults Social Care team and where
appropriate, Children’s Social Care team attend the EHC Panel and have the
delegated authority to make decisions on behalf of the Council in respect of
social care respite and support provision and/or personal budget allocations.
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-

In partnership with the CCG, set up clear arrangements to resolve disputes with
parents/carers or young people on matters relating to health and/or social care
provision to be made and detailed in EHC Plans.

The CCG will:
-

-

-

-

Ensure they identify and secure the services of an appropriate Designated
Medical Officer (DMO).
Keep the Local Authority informed and updated on the DMO, where any staffing
changes occur.
Ensure the DMO has sufficient and adequate time allocated to undertake and
carry out all duties and responsibilities associated with the role.
Ensure that they identify a suitable representative to attend the EHC Panel as
the representative of the CCG Governing Body. Where the identified individual
is unable to attend the EHC Panel meeting for reasons of absence, the CCG will,
as far as is reasonably practicable, provide an appropriate person to provide full
cover of duties in this capacity on the behalf of the CCG.
Ensure that their representative on the EHC Panel has the delegated authority to
make decisions on behalf of the CCG in respect of the allocation of health
provision/services, including the allocation of personal/individual budgets.
Support the Local Authority to set up dispute resolution systems for
parents/carers or young people who wish to challenge aspects relating to health
assessments and provision to be outlined in their EHC Plan.
Engage fully with dispute resolution systems on matters relating to health
assessments and provision as part of the EHC Assessment and EHC Plan.

The Complex Care Panel
There are a small number of C&YP with highly complex needs who will not be able to
have their needs adequately met by provision and services that are available within the
Wakefield District. In such instances, the EHC Panel will have satisfied itself that all
options have been fully explored and that suitable provision cannot be made within the
Wakefield District from within existing resources and service arrangements to meet the
needs of C&YP with highly complex needs.
It is recognised that in these cases, alternative individual specialist provision and/or
bespoke packages of specialist care may be required. For many of these cases,
residential provision with specialist therapeutic and educational provision included, will
be required.
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Due to the nature of the needs of this small number of C&YP, the Council and the CCG
will need to enter into joint commissioning and funding agreements on an individualised
basis. As these placements/packages may often be high cost, such decisions will
normally fall outside of the jurisdiction of the EHC Panel. The EHC Panel will refer
cases for consideration and approval to the Complex Care Panel.
Once a placement is approved at the Complex Care Panel, an Individual Placement
Agreement (IPA) will be put in place which will outline the contractual expectations and
arrangements between the Council and the CCG as joint commissioners, and the
agreed provider. The IPAs will be signed by the duly authorised senior officers who will
be members of the Complex Care Panel, on behalf of the Council and the CCG.
A paper outlining the specific role, function, remit and the membership of the Complex
Care Panel is attached with this agreement as Appendix A.
Both the Council and the CCG acknowledge that the full requirements of the Complex
Care Panel are to be read as forming part of this memorandum of Understanding.

Personal Budgets
By the 1st October 2014, the Local Authority and NHS Wakefield CCG must be in a
position to offer and provide a personal budget to any parent/carer or young person
(where appropriate) with an EHC Plan, who has a level of need which would entitle
them to a personal budget.
In accordance with relevant legislation and statutory guidance, a personal budget will be
made available, upon request & where eligible, for education, health and/or care
provision, in accordance with the outcome of the EHC Plan.
There is an expectation that a number of aspects across education, health and care
provision will be offered as a personal budget upon request. The Local Authority and
NHS Wakefield CCG must set out clearly what they will be able to offer as a personal
budget to meet education, health and care needs as set out in an EHC Plan.
The EHC Plan will be required to state clearly what services and provision will and will
not be provided as a personal budget, alongside what the costs of each
provision/service are to meet education, health and/or care needs.
The obligations of the respective parties in respect of the above are set out below:-

The Council will:
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Ensure the DMO (or other individual as identified by the CCG) is involved in the
decision-making with regards to the provision of services and/or a personal
budget allocation.
Identify the health element to be included in the EHC Plan in accordance with the
medical reports and assessment, alongside any other advice from the DMO and
agree this with the CCG or NHS England where relevant.
Ensure that all EHC Plans are reviewed at least annually, and where required,
that appropriate amendments are made to reflect any changes to education,
health and/or care needs as required.
Ensure all elements of the EHC Plan clearly sets out what will and will not be
available as a personal budget to support identified needs.
Administer the production of all EHC Plans, in accordance with its statutory
duties as set out in the new SEND Code of Practice.

The CCG will:











Ensure the production and availability of all clinical reports and assessments in
accordance with the statutory timescales for the production of EHC Plans and
EHC Assessments.
Ensure relevant clinicians provide timely advice and guidance to the Council on
the health related aspects to be incorporated into the EHC Plans, including,
where necessary, any health related amendments following any subsequent
reviews of the EHC Plan.
Work closely with the Council to ensure that the Council has clarity as to what will
and will not be available as a personal budget to meet health needs.
Work in partnership with the Council to resolve, in a timely fashion, unique and/or
specific requests which fall outside of the “norm” in respect of health provision
and personal budgets.
Where a personal budget to meet health needs is offered, provide advice to the
Council as to the appropriateness of the proposals for the use of the personal
budget as submitted by the parent/carer or young person, to meet health needs.
In partnership with the Council, support the review of health provision and the
impact of the use of personal budgets to ensure that the needs of individuals
continue to be met appropriately and in accordance with their EHC Plan.
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Integrated Service delivery & partnership arrangements on contractual specifications
with providers reflecting SEND agenda
The SEND reforms have a strong focus on the need for the Local Authority and NHS
bodies to work in close partnership on all matters relating to SEND provision,
assessment and service delivery.
The SEND Code of Practice places an increasing expectation and emphasis on the
need for services to be delivered in an integrated way and that Local Authorities and
NHS bodies should take steps to promote and secure integrated service delivery.
These steps will include but not be limited to:





Ensuring any resulting changes to practice, procedure or potential workforce
realignment is undertaken in a well-structured and planned way
Reviewing the commissioning arrangements including specifications for services
which may be affected or included as part of the agenda towards the delivery of
integrated services
Initially identifying commissioning budgets and exploring the potential for aligning
and/or pooling appropriate budgets as necessary, as promoted in section 9.111
of the SEND Code of Practice.

In recognition of the national direction of travel for this area of work, the CCG and the
Council will ensure that there are open dialogues and appropriate partnership forums to
discuss and progress these developments.

Duration of the Joint Agreement and Review Periods
This agreement will become effective from 1st September 2014 and will continue for a
minimum period of 12 months and thereafter until both parties agree that it should ,
subject to the statutory obligations upon both parties, come to an end. The agreement
will be reviewed annually or more frequently if requested by either party.

Signatories
Signed on behalf of the Council of the City of Wakefield

Corporate Director, Children & Young People’s Service
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----------------------------------------------------------------John Wilson
Date: ________________________

Corporate Director, Adults, Health & Communities

-----------------------------------------------------------------Andrew Balchin
Date: __________________________

Signed on behalf of Wakefield NHS CCG
Chief Officer

----------------------------------------------------------------Jo Webster
Date: ________________________

9

Appendix 2

Wakefield Children and Young People’s
Personal Health Budget Policy

Version:

V0.3

Committee Approved by:

Governing Body

Date Approved

tbc

Author:

Morna Cooke

Responsible Directorate:

Commissioning & Quality

Date issued:

tbc

Review date:

Sept 2015

1

Version Control Sheet

Version 0.3

Version

Date

Author

Status

Comment

1/7/14

Morna Cooke

Draft

Local Authority SEN lead requested
various references to EHC plans &
ensuring that the two processes dove tail

Number
0.1

0.2

7/7/14

Morna Cooke

Draft

Changes made to comply with WCCG
Policy for the Development and
Management of Procedural Documents

0.3

26/8/14

Morna Cooke

Draft

Appendix added following consideration
by Informal Clinical Cabinet

2

Contents
Pg

1. Introduction

4

2. Purpose

4

3. Scope

4

4. Definition

4

5. Accountability

4

6. Equality impact assessment

5

7. Implementation

5

8. Duties & Principles

5

9. Eligibility

6

10. Capacity

6

11. Resource Allocation

7

12. Support Planning

7

13. Using a Personal Health Budget

8

14. Managing risk

8

15. Choosing service providers

9

16. Employing personal assistants

9

17. Managing the money

10

18. Approval and appeal process

11

19. Monitoring and review

11

20. Transition

12

3

1.

Introduction
NHS England states that:
‘Everyone who could benefit should have the option of a personal health budget from 2015. As
a first step those receiving NHS Continuing Healthcare will have the right to ask for one from
April 2014 and a right to have from October 2014.’
The NHS Mandate states that, NHS England’s objective is to ensure [children with SEN] have
access to the services identified in their agreed care plan, and that parents of children who
could benefit have the option of a personal budget based on a single assessment across health,
social care and education.
On 1st August 2013, the Direct Payment in Healthcare regulations came into force across
England. This means that the NHS can now lawfully offer direct payments for healthcare. Direct
payments can be provided for anyone for whom health services must be arranged where it is
appropriate for that person’s condition and represents value for money.
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Aims and Objectives
The purpose of this policy is to establish the process for offering personal health budgets to
children and young people and their families, to ensure that budgets are provided, where
requested, equitably and within the duties and principles outlined below.
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Scope
This policy applies to children and young people from 0‐18 years for whom Wakefield is the
responsible commissioner, and who have been assessed as having healthcare needs. Where
young people have an Education, Health and Care Plan, the budget agreed to meet the needs
identified in this plan can continue up to the age of 26th birthday.
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Definitions
For the purposes of this policy a child or young person is between 0‐18 years of age.
The National Framework for Children’s and Young People’s Continuing Care defines continuing
care as:
‘A package of care required when a child or young person has needs arising from disability,
accident or illness that cannot be met by existing universal or specialist services alone.
Continuing care does not cover children and young people with care needs that may be met
appropriately through existing universal or specialist health services.’

5.

Accountability
The CCG Children’s Commissioning lead has responsibility for ensuring that each Personal
Health budget for children & young people agreed by the CCG complies with the policy on a
case by case basis.
This policy will be approved by Wakefield CCG Integrated Governance Committee.
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6.

Equality Impact Assessment
An equality impact assessment has been completed and is attached as appendix 1.

7.

Implementation and dissemination
This policy will, following ratification by Integrated Governance Committee be disseminated to
staff via the CCG’s intranet and directly to relevant staff via email. The policy will be an
appendix to the service level agreement with the CSU (Commissioning Support Unit) who will
be managing the personal health budget process on behalf of the CCG.
The policy will be made available to members of the public via the CCGs internet site.
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Duties & Principles
NHS Wakefield CCG is responsible for ensuring that Personal Health Budgets (PHBs) are
available to those families where they are appropriate and are requested by the family.
NHS Wakefield CCG is responsible for ensuring that the funding provided through a personal
health budget is used appropriately to meet the care needs identified in the care plan or
Education, Health and Care (EHC) plan and represents value for money.
The CCG should ensure that PHBs meet the 6 key principles set out by the Department of
Health in order to give people control, keep them safe and protect NHS resources1

1



Upholding NHS values. The personalised approach must support the principles of the NHS as a
comprehensive service, free at the point of use, as set out in the NHS Constitution, and should
remain consistent with existing NHS policy. There should be clear accountability for the choices
made. No one will ever be denied essential treatment as a result of having a personal health
budget. Having a personal health budget does not entitle someone to more or more expensive
– services or to preferential access to NHS services. There should be good and appropriate use
of NHS resources.



Quality – safety, effectiveness and experience should be central. The wellbeing of the
individual is paramount. Access to a personal health budget will be dependent on professionals
and the individual agreeing a support plan that is safe and will meet agreed health and
wellbeing outcomes. There should be transparent arrangements for continued clinical
oversight, proportionate to the needs of the individual and the risks associated with the care
package.



Tackling inequalities and protecting equality. Personal health budgets and the overall
movement to personalise services could be a powerful tool to address inequalities in the
health service. However, local organisations need to take care that their implementation does
not exacerbate inequalities or endanger equality. The decision to set up a budget for an
individual must be based on their needs, irrespective of race, age, gender, disability, sexual
orientation or beliefs.

Personal Health budgets: First Steps, 2009
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9.



Personal health budgets are purely voluntary. No one will ever be forced to take more control
than they want.



Making decisions as close to the individual as possible. Appropriate support should be
available to help all those who might benefit from a more personal approach, particularly
those least well served by existing services or access and who might benefit from managing a
budget.



Partnership. Personalisation of healthcare embodies co production. It means individuals
working in partnership with their family, carers and professionals to plan, develop and procure
the services and support that are appropriate for them.’ It also means CCGs, local authorities
and healthcare providers working together to use personal budgets so that health, education
and social care work together as effectively as possible

Eligibility
A PHB embodies a new approach to care which acknowledges the patient as the expert on how
their condition affects them and enables them to have choice and control over their care
package. A PHB should be available to anyone eligible who may benefit from this additional
flexibility and control.
In Wakefield, from April 2014 children and their families with an assessed continuing care need
have a right to ask for a PHB, with a right to have one from October 2014. From September,
children & young people with an Education, Health and Care plan will also be eligible. Patients
with long term conditions will be considered for PHBs as processes are developed.
Children and young people whose health needs can be met by universal services, i.e. GP, health
visitor, school nurse, will not require a personal health budget.
It is unlikely that children at end of life will be appropriate for a PHB. Careful consideration
should also be given to offering a personal health budget for children who are medically
unstable. Whilst a PHB can be arranged for this group of children, detailed risk and
contingency planning must be carried out.

10.

Capacity
Young people under the age of 16 cannot manage a PHB for themselves.
The Mental Capacity Act applies to those over the age of 16. The Children Act 2004 is the
legislative framework for decision making for those under the age of 16.
The Mental Capacity Act 2005 empowers people to make decisions for themselves wherever
possible and to protect people who lack capacity. Whether people have or lack capacity, the
person in question must remain at the heart of the decision making, including involving a
person who lacks capacity as much as possible. Where decisions need to be made for a person
who lacks capacity these decisions must be made in their best interest. The Act also allows
people to make decisions whilst they still have capacity for a time in the future where they may
lose capacity. All organisations and individuals who look after or care for someone who lacks
6

capacity to make decisions are required to comply with the act. For more details see the
Mental Capacity Act Code of Practice
Where the young person is under 16 or does not have capacity to make a decision,
professionals can work with a 'suitable person'. A suitable person is either a court appointed
deputy or someone whom the local authority has agreed is a suitable person – normally a
family member or close friend.
A suitable person receives a direct payment on behalf of a child / service user who lacks
capacity. The suitable person takes on the full legal responsibilities of having the direct
payment and of being an employer. They can identify a third party to manage the direct
payment money e.g.: a family member, friend or direct payment support service. However,
the full legal responsibilities of the direct payment including being an employer remain with
the ‘suitable person’. The suitable person will be required to sign the direct payment
agreement.
11.

Resource Allocation
The patient should be provided with an indicative budget following assessment but before they
start the support planning process. The budget should be calculated in an equitable way and be
flexible to meet an individual's needs.

Guidance:
a) The final budget will be signed off once the support plan has been written and agreed. In the
majority of cases, the final budget should fall within 10% either below or above the indicative
budget set. Any budgets outside these parameters will require separate sign off by the CCG.
b) The final budget must include an amount of contingency funding for unforeseen changes
relative to a patient’s assessed needs and risk.
c) The PHB may decrease or increase at review depending on how the needs of the individual
have changed.

12.

Support planning
A good support plan is at the heart of a PHB; it involves active listening, focusing on the
outcomes the patient wants to achieve.
Guidance:
a) The support plan must include:
i. what’s important to, and for, the patient and their family
ii. the health and wellbeing outcomes to be achieved
iii. how the patient will be kept safe, how risks will be managed
iv. the services that the PHB will be used to purchase including a contingency for any
unforeseen change in circumstances
v. a breakdown of the total budget and how it will be paid (direct payment, third party
account, notional budget)
7

vi. the name of the care co‐ordinator responsible for managing the care or support plan and
specific review dates
b) Jointly funded patients should have one joint health and care plan wherever possible (EHCP
where appropriate).
c) Patients in receipt of PHBs should have one named contact regarding their package of care.

13.

Using a PHB
There is no definitive list of activities to illustrate what a PHB can be spent on. The service,
activity or item proposed should be clearly linked to the outcomes identified in the support
plan and show how it will meet the individual’s health and wellbeing needs.
Guidance:
a) A PHB cannot be spent on:
i.
Alcohol or tobacco
ii.
Gambling
iii.
Debt repayment
iv.
Anything illegal
v.
Something which may damage an individual’s health
vi.
Treatments (like medicines) that the NHS would not normally fund because
they are not shown to be cost‐effective.
b) A PHB cannot be used to pay for services from a GP or at the hospital, including
emergency services. These are still free at the point of delivery.
The PHB must be sufficient to meet the health needs agreed in the support plan / EHCP
without requiring any financial contribution from the individual

14.

Managing risk
Through PHBs we should support patients & their families to make fully informed choices
about the risks they may be taking, modelling a risk enabling rather than risk averse approach.
Guidance:
a) In PHBs there is potential risk to:
i.
the child / young person’s health and wellbeing: clinical risk
ii.
the child / young person’s safety (or those around them): safeguarding risk
iii.
those that are caring for the child / young person’s: employment risk
iv.
the child / young person’s budget: financial risk
v.
the child / young person’s personal information: information governance risk
vi.
Wakefield CCG: reputational risk
b) Where risk incidents occur, (e.g: safeguarding, financial abuse etc) normal procedure
should be followed for PHB patients.
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c) The support plan must acknowledge any potential risks and explain the decisions made
to mitigate these risks.
d) Risk will be mitigated by the CCG through regular case management and reviews of
PHB patients.

15.

Choosing services providers
The flexibility of a PHB means the young person/ family can purchase services from any
provider. It is the responsibility of the CCG to ensure that the young person/ family is provided
with good information during support planning and understands the risks involved with
different choices.
Guidance:
a) Providers of services must:
i.
be registered with the Care Quality Commission (CQC) if they are carrying out any
regulated activity (2013 Regulations 11.2.a.i)
ii.
be appropriately trained in any healthcare tasks they are employed to undertake
iii.
have appropriate indemnity cover which is proportionate to the risks involved in
providing the service
iv.
comply with any obligation that they have to be registered as a member of a
profession regulated by a body mentioned in section 25(3) of the 2002 Act (the
Professional Standards Authority for Health and Social Care)
v.
make patients aware if they do not do DBS checks on staff

b) The CCG will provide information around ‘approved’ providers and registered lists etc.
16.

Employing Personal Assistants
A PHB can be used to employ personal assistants (PAs) to meet identified health needs; this
often allows for the greatest flexibility, choice and control over a care package and also comes
with greater responsibilities.
Guidance:
a) Where a PA is employed through a PHB, the young person / family (or third party organisation)
becomes the employer and must comply with all the legal obligations of an employer.
b) Families are strongly advised to:
i.
carry out a DBS check on their employees
ii.
request two references for any potential employee
c) It should be noted that employers cannot force adults to work more than 48 hours a week on
average (normally averaged over 17 weeks) according to the EU Working Time Directive. There
are some exceptions to this which can be found at www.gov.uk.
d) The support plan should cover all costs around PAs including National Insurance, training,
insurance, emergency cover, payroll, redundancy costs, pension etc. Not all of these costs are
9

compulsory but it is recommended that they are clarified and written into a contract with the
PAs.
e) Families must have sufficient Employer’s Liability Insurance.
f) Families cannot employ someone who lives in the same house as them other than under
exceptional circumstances.
g) The tasks PAs are permitted to carry out must be carefully considered and risk assessed within
the support planning process; there must be appropriate training and assessment of
competence. How this will be done should also be detailed in the support plan. The employer is
responsible for ensuring PAs are trained appropriately to carry out the tasks required
h) When a registered practitioner (e.g.: district nurse, physiotherapist etc.) trains a PA in a clinical
task, the practitioner remains accountable for the decision to delegate this task to the PA but
not for the standard of work that the PA carries out after training. The PA is accountable for
both taking on this task and the standard to which it is carried out.2
i)

17.

It is important that the PAs are supported in their role and are provided with line management,
continuing professional development opportunities etc. Unison provides a Personal Assistants
Support Network which could also be utilised.

Managing the money
Young people and families should always have the choice to receive their PHB as a direct
payment and be offered the support necessary to manage this. There are some situations
where a direct payment would be inappropriate.
Guidance:
a) A direct payment can be paid directly to the individual / family but it must be held in a separate
bank account for sole use of the PHB.
b) A direct payment can also be paid through a pre‐payment card.
c) A risk assessment will be carried out to determine whether it is appropriate for the patient or
their representative to hold a direct payment
d) A direct payment cannot be paid to individuals subject to certain criminal justice orders for
alcohol or drug misuse
e) The PHB can also be held by the third party agency. They are the legal employer and manage
the budget on the individual’s behalf as specified in the support plan.
f) The PHB can also be held by the CCG as a 'notional' budget; the CCG then purchase services on
behalf of the patient in line with their support plan. The CCG can only purchase services from
contracted, approved providers.

2

Personal Health Budgets Guide; Personal Assistants – delegation, training and accountability; DoH
November 2012
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18.

Approval and appeal process
The approval process for PHBs should be as 'light touch' as possible, focussing on whether
outcomes and needs will be met rather than what is being purchased. The process should be
transparent and auditable.
Guidance:
a) Support plans should be recommended by CSU assessor & approved by patient’s lead clinician
before being submitted to CCG for approval.
b) Support plans will be approved by a panel which as a minimum, will include a representative
from commissioning and from finance. The panel will meet on an ad hoc basis as the need
arises.
c) Spending must be agreed against very clear outcomes
d) Families who have been offered a personal budget via an EHCP and who disagree about any
aspect of their assessment and SEN provision have access to a dispute resolution service at any
point in the process.
e) Where families disagree with personal health budget allocated to them (where this has not
been resolved through dispute resolution, where applicable), the process is as follow:
a. CCG reviews all paperwork with CSU to ensure the process has been completed
correctly
b. CCG will offer to meet with the family / young person to explain the process and
rationale for the decision
Where this fails to reach agreement
c. CCG will use independent mediation

19.

Monitoring and review
The PHB should be flexible to meet changing needs and this should be reflected in the support
plan. However where any changes require further input the young person / family should know
who their point of contact is.
Guidance:
a) The PHB will be monitored at 6 monthly intervals by the care coordinator. Reviews can take
place more frequently if needs change. This review will consider eligibility where needs have
changed as well as the competency of the current support plan.
b) At any point a patient can choose to revert to traditional services instead of using a PHB or a
mixed approach.
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c) The CCG will provide the young person / family with a period of notice if we decide to reduce
the amount of the direct payment or if social care are responsible for taking on an increased
level of funding where financial contributions may apply.

17. Transition
It is expected that the views of children will always be taken into account during care planning
and that as they reach 16 years of age, where they have capacity, young people may choose to
manage their health budget themselves.
Guidance:
a) Children with continuing care needs will be assessed under the adult framework at 17 ½ years
to ensure that any changes to their eligibility or budget can be put in place by their 18th
birthday.
b) Children without a continuing care need receiving PHB to support an Education, Health and
Care Plan are eligible for their budget up to their 26th birthday, if they remain in education or
training. Once young people leave education / training, they will transfer to mainstream
provided services, if required.

18.
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Appendix 1

List of services which can be offered by the CCG under a Personal Health budget:
1. Physiotherapy
2. Occupational Therapy
3. Speech therapy
4. Community nursing
5. Psychological therapies
6. Continence supplies
7. Some Community equipment – to be considered on a case by case basis
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Information

It is recommended that the Governing Body:
i.

ii.

note the summary of the actions taken since the last Governing Body report and assurance that the CCG is
operating in line with national guidance in order to secure non recurrent funding for winter schemes and
funding for planned care; and
note further actions that will be taken over the next month to ensure robust system resilience plans are
place for the Mid Yorkshire footprint.

Executive Summary:




Provides a summary of the actions taken since the last Governing Body report
Provides assurance to the Governing Body that the CCG is operating in line with national guidance in
order to secure non recurrent funding for winter schemes and funding for planned care
Provides information about further actions that will be taken over the next month to ensure system
resilience

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)

‘not applicable’

Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:

Engagement through the Urgent Care Working Group and Contract
Management Group
The following people have been consulted during the production of this
paper :
Finance, Andrew Pepper, (Chief Financial Officer)
Commissioning, Jo Pollard, (Chief of Service Delivery and Quality )

Previously presented at
committee / governing body:

Contracting, Matt England,(Head of Contracting & Commercial Strategy)
Clinical leads, Adam Sheppard, (Deputy Clinical Lead)
Public Health, Julie Owen, (Older People’s Programme Manager)
NHS England, Keith Wilson (Assurance & Delivery Manager (West Yorkshire)
Primary Care Networks, Greg Connor / Kerry Munday( primary Care Network
Development)
Governing Body and Clinical Cabinet July 2014, and the Mid Yorkshire Urgent
Care Working Group July and August 2014

Reference document(s) /
enclosures:

Web links found at
https://www.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/320224/Operational_resilience_and_capacity_planning_for_2014‐
15.pdf

Risk Assessment:

System Resilience was added as a new risk on the CCG Risk Register in July
2014. The assurance detailed in the paper forms part of the mitigation plans
currently being written in advance of the winter period.

Finance/ resource implications:

Detailed in the paper
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NHS Wakefield Clinical Commissioning Group
Governing Body Meeting
9 September 2014
System Resilience Update
1.0

Purpose of this paper

1.1
The purpose of this paper is to provide the Governing Body with an update on the assurance process that
will enable the release of non‐recurrent funding for operational resilience and referral to treatment in 2014/15.
2.0

Chronology of activity to develop the System Resilience Plan

2.1
The section below provides an overview of activity that has taken place since the last Governing Body
meeting held on 8th July 2014 where approval for the delegated authority was agreed.
2.2
Following the Urgent Care Working Group meeting on 17thJuly 2014 all the bids submitted to the Group
were reviewed against the national criteria detailed in the guidance found
at:https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/320224/Operational_resilie
nce_and_capacity_planning_for_2014‐15.pdf by the Urgent Care Leads for Wakefield and North Kirklees and
their recommendations reviewed by their respective Executive Leads.
2.3
On 29th July, the Urgent Care Lead and commissioning managers involved in Urgent Care Commissioning
met with the Chief Officer , Chief Financial Officer and other senior members of the CCG to seek financial
approval of local schemes ‐ see Appendix 1 Notes of meeting of approval for Operational Resilience
2.4
On 30th July the SRG assurance was submitted to NHS England for planned and unplanned care. The
narrative below provides a summary of the information submitted.
a) Narrative on local system configuration, key strengths and key challenges for unplanned care
The operational resilience plans is based on Wakefield CCG Urgent and Emergency Care Strategy that is ‘Meeting
the Challenge’ system wide strategy for transforming services across the Mid Yorkshire footprint over the next
five years.
The Urgent Care Working Group strategy is based on seven key high level interventions to transform urgent and
emergency care over the next five years.
Following Winter 2013/14 a detailed review of winter was undertaken and signed off by the Urgent Care Working
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Group in May 2014. Key findings from this review were:
 The need to focus on seven day working to include the role of senior decision makers to maintain patient
flow
 System pressures were exacerbated throughout the winter period because of the inability to recruit
staff
 Only by working together as a health and social care system constantly reviewing pressures on patient
flow was the 95% standard achieved
Since the review was undertaken, through the Urgent Care Working Group there was a local agreement to work
on surge plans throughout the year. In April 2014 Mid Yorkshire Hospitals Trust was allocated £750k from non‐
recurrent monies from the two CCGs (Wakefield £500k, North Kirklees £250) for resilience plans to include
Easter, the May bank holidays and Tour de France.
b) Minimum planning requirements
Criteria
Enabling better and more
accurate capacity
modelling and scenario
planning across the system

Local Evidence
Use of ‘Lessons Learnt’ from Winter 2013/14 to include trends from
previous winters in the Mid Yorkshire Winter Plan that details periods
of surge all year round
Capacity modelling undertaken for ‘Meeting the Challenge’ and the
subsequent strategic plan for Urgent and Emergency Care and the key
relationship with planned care

2

Working with NHS 111
providers to identify the
service that is best able to
meet patients’ urgent care
needs

The West Yorkshire CCGs work through Greater Huddersfield CCG as
the lead Commissioning and attend regular meetings with the
Contracts Manager
Across West Yorkshire there has continued to be pressure on 111 due
to demand for dental services. To mitigate this demand Mid Yorkshire
Urgent Care Working Group support West Yorkshire 111 Services to
provide additional dental nurses as known system pressure across
West Yorkshire Cost

3

Additional capacity for
primary care

4

Improve services to
provide more responsive
and patient‐centred
delivery seven days a week

5

System Resilience Groups
should serve to link Better

The Urgent Care Working Group agreed that additional capacity in
primary care is a priority for the health and social care economy
The effectiveness of increasing capacity at short notice was found to
be ineffective so this year GP practices have been asked to submit
bids that demonstrate how patients will be advised about the change
to local services which will also be underpinned by a robust local
communication plan
Seven day working is one of the seven key interventions of the Urgent
and Emergency Care Strategy
An initial workshop to define seven day working was held on 15th July
to develop a system –wide work plan
A local communication plan lead by Jayne Beecham, Communications
Lead working with patient representation on the Urgent Care
Working Group will underpin this criteria and reported to the Urgent
Care Working Group/SRG
Monitored by the Urgent Care Working Group/SRG
In Wakefield there is a cross working between the Urgent and
Emergency Care work programme and the Care Closer to Home with

1

4

Care Fund (BCF) principles
in with the wider planning
agenda
6

Seven day working
arrangements
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Expand, adapt and
improve established
pathways for highest
intensity users within
emergency departments.
Organisations will want to
review the pathways for
the group(s) most relevant
to them (e.g. frail/elderly
pathways, minors
pathways, and mental
health crisis presentations)
and there must be
evidence of sign‐up to
local Mental Health Crisis
Care Concordat
arrangements.
Have consultant‐led rapid
assessment and treatment
systems (or similar
models) within emergency
departments and acute
medical units during hours
of peak demand
All parts of the system
should work towards
ensuring patients’
medicines are optimised
prior to discharge
Processes to minimise
delayed discharge and
good practice on discharge
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9

10

11

12

Plans should aim to deliver
a considerable reduction
in permanent admissions
of older people to
residential and nursing
care homes
Cross system patient risk
stratification systems are
in place, and being used
effectively

an Integration Executive in place to manage the Better Care funding
priorities
As a result of Lessons from last winter the Better Care Fund has
Invested in the ‘Take Home and Tuck Up’ pilot from Age UK
One of the key criteria for both last winter and this year’s winter bids
has been that they expand on seven day working arrangements. New
schemes for this year include Pharmacy (PURM Service) Repeat
medications out of hours
Extended GP practices opening hours is also a system –wide change
At a strategic level the CCG is signed up to the local Mental Health
Crisis Care Concordat arrangements.
Through lessons learnt from last winter the pilot Crisis Intervention
Team has now been commissioned as’ business as usual’.
This year a new service has been designed to support elderly patients
with dementia return home and have a supported discharge in order
to minimise the length of stay in hospital returning to their own
home.
Other streaming work include the expansion of the ambulatory care
services on both the Pinderfields and Dewsbury hospital sites
And a review of walk in services/ 111 and ambulatory as part of
transformation change through the strategy

As part of implementing the urgent care strategy a work stream is
currently reviewing the role of an integrated emergency department.
A series of joint meeting between clinical leads is currently review
services against the Royal College of Emergency Medicine guidelines
as well as planning visits to other emergency departments to ‘learn
lessons’ that can be implemented locally.
Wakefield CCG has a Medicines Optimisation Team who work with
local GP networks

This criteria is closed aligned to the Care Closer to Home which is
underpinned by a detailed implementation plan as part of the
overarching Meeting the Challenge Programme
This criteria is closed aligned to the Care Closer to Home which is
underpinned by a detailed implementation plan as part of the
overarching Meeting the Challenge Programme

Primary Care Framework details the risk stratification process to be
used by GP practise which is based on local data developed by the
local public health teams

5
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The use of real time
system‐wide data

Currently there are a number of systems that report system wide data
to include the Urgent Care Dashboard, Daily A&E ,Daily calls through
winter and a draft community dashboard
It is proposed through winter that until a an electronic solution is
finalised that a project manager works on behalf of the Urgent Care
Working Group to ensure a system wide data set can be maintained
through winter

c) Local Plans for Innovation
The summary of bids detailed in section e) provides a description of each of the funding proposals that will
enable new ways of working to be tested across all partners this winter in line with the strategic direction of
treating patients closer to home where possible.
d) Local stakeholder engagement

The plan needed to identify that it has considered the following:

1

Criteria
Independent Sector non‐acute bed
capacity (intermediate care, nursing
homes, etc.)

3

Other Independent Sector capacity (e.g.
healthcare at home etc.)
Voluntary Sector capacity and expertise

4

Flu vaccination of healthcare workers

5

7‐day a week commencement of new care
packages (including over holiday periods)

6

Improvement in access to psychiatric
liaison service teams in A&E

7

Collaboration with and development of
Children's services

8

Engagement with patient representative
groups

2

Evidence
The strategic plan for’ Care Closer to Home’
details the Wakefield approach to working
across providers. This work is operationalised
through the local Provider Alliance that
reports into the Integration Executive
Bids from the voluntary sector are included
and are seen as an area where further work
will be undertaken over the next few months
to integrated cross organisational working
The Wakefield Public Health are leading the
seasonal flu vaccination strategy in partnership
with partners of the Urgent Care Working Group
Seven day working is being embedded across
the system to include access to seven day
social care support and community equipment
A psychiatric crisis liaison service teams is in
place in the Mid Yorkshire Hospitals Emergency
Departments
No specific issues raised for operational
resilience over the winter period that require
additional resources over and above what is
already being commissioned
Patient involvement through representation on
the Urgent Care Working Group

North Kirklees and Wakefield CCGs submitted separated System Resilience Group returns for unplanned care to
NHS England but have since been advised by NHS England that they are expected to complete one document for
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the Mid Yorkshire economy. The template submitted to NHS England for planned care which was identical for
each CCG.

e) Summary of Winter Schemes allocated through the Operational Resilience and Capacity Planning
The schemes listed below have been approved using the national criteria for system resilience.

1
2

Summary of Scheme

Cost

All GP practices to extend their opening times both through the week and at
weekend
Pharmacy Urgent Repeat Medication (PURM) Service Currently 2% of Local Care
Direct activity is consultations to supply repeat medication out of hours and this
increases to 4% on Bank Holiday weeks. This demand would be shifted to
community pharmacy by the introduction of this service. (Joint CCG scheme)

£600,000
£30,000

3

Seven day social worker in the acute hospital services

4

Increase supply of community equipment to aid seven day working

£147,634

5

To support the discharge of elderly patients suffering from a cognitive impairment
back to their homes
Extend the Wakefield Good Neighbours to support the above bid from mental
health services to support older people – Royal Voluntary Service
Additional dental nurses into the 111 clinical hub to support manage the known
system demand for dental advice out of hours (joint)

£178,000

Extending the Alcohol Hospital Liaison in PGH to pilot the efficacy of a pathway
focussing on the relationship between alcohol, social isolation and falls in older
people
An additional PTS crew to maintain patient flow for 4 months, including bank
holidays (Joint CCG scheme)
Additional GP Cover at Pinderfields 12.00 ‐22.00
Saturday and Sunday

£139,179

6
7
8

9
10

£40,336

£12,000
£11,000

£86,000
£52,500

11

Additional GP cover at Pontefract 13.00‐19.00
Saturday and Sunday

£31,500

12

Additional Middle Grade Cover at Pinderfields
Saturdays and Sundays and Mondays 22.00 – 08.00

£100,000

13

Additional medical Staff to support the management of' outliers'

£163,000

14

Medical Clerking for patient flow at Pinderfields

£40,000

15
16

Senior Sister weekend cover for surgery
Additional acute theatre lists at Pinderfields

£6,000
£44,000

17

Additional community capacity – therapists and community nurses in A&E

£75,000

18

Winter contingency fund

£242,000
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19
20
21

22

23

24
25
26

Communications Plan(Joint CCG scheme)
Project management
North Kirklees Schemes
Curo Health: provide additional access for NK patients from 8am‐12pm each sat/sun
at 5 locations across the area. Service will include triage and face to face. New
project
Community Bed capacity/Locala. To allow the spot purchase of community beds
based on demand. Based on previous seasonal demand. Successful delivery last year

AGE UK/Transport. To provide a seamless discharge home and on‐going support
accessed through a Single Point of Access. Collaborative voluntary sector bid which
is being delivered in local surrounding areas.
Reablement/Local Authority (part of the integrated team with LOCALA) To facilitate
7 day working and compliment the current provision. Successful delivery last year
Mears Project/handy man. To provide small adaptations for patients receiving
certain benefits. Successful delivery last year.
Surgery Pods. Providing capacity in primary care to allow individuals to undertake a
number of basic health checks. Currently in place but requires a software update
and further roll out.
Sub‐total
Mid Yorkshire non‐recurrent funding (Wakefield £500k, North Kirklees £250)
Total

NHS Wakefield Clinical Commissioning Group
NHS North Kirklees Clinical Commissioning Group
Total

£35,000
£9,817
£319,022

£248,587

£87,000

£131,028
£50,000
£55,000

£2,933,603
£750,000
£3,683,603

£2,485,966
£1,197,637
£3,683,603

2.5 Feedback on the assurance provided to NHS England (Check Point 1) on 30th July 2014 and subsequent
actions
The initial submission detailed above was rated as MEDIUM risk.
Further assurance was submitted on Wednesday 20th August 2014 that detailed action being undertaken to
mitigate risks identified through the assurance process. This assurance included:
1. Updated SRG return for unplanned care 20‐08‐14
2. SRG planned – no changes since last submission
3. Assurance template updated following conference call with the Area Team on Thursday 14th August 2014
that provided explanatory narrative on actions to be undertaken
4. Clinical Model Audit Plan requested by the NHS England (North)
5. Chronology of CCG evidence to support SRG plan
6. Summary of SRG Schemes ( detailed in section e) of this paper

At the time of writing this paper feedback from the Area Team on the additional assurance detailed in Check
Point 2 is anticipated week commencing 25th August 2014.
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2.6

Final Assurance

The final deadline for all plans to be submitted to NHS England is 23rd September 2014 following which it is
anticipated that operational resilience monies will be released.
2.7

Actions to be taken before the final System Resilience Group submission

The System Resilience Plan is not one document but a suite of documents which are:
The Mid Yorkshire Winter Plan, Surge and Escalation Plan, Risk and Mitigation Plan, Seasonal Flu Plan,
Communication Plan and Recovery Plan for Planned Care.
In order to update the above plans all partners through the Urgent Care Working Group have been asked to:


Review and update their section of the winter plan, risk and mitigation plan, surge and escalation and
seasonal flu plan



Attend a Mid Yorkshire System Resilience workshop that is to be held on Wednesday 10th September
2014

The objectives of this workshop are:
1. To provide all partners of the Urgent Care Working Group/Systems Resilience Group with an overview of
the new system resilience systems and monitoring processes
2. To enable each partner to provide an overview of their winter planning arrangements and the
operational resilience schemes that will be in place this winter
3. To enable all partners to review their operational risks and review them again once they have heard risks
from partners
4. To support the development of this year’s Winter Communications and Engagement Plan

The outcome from the workshop will enable a final update and alignment SRG plans.
A table top exercise to test this set of plans will take place early October – date to be agreed at the time of
writing this paper.
4.0

Planned Care

4.1
As detailed in the last Governing Body Update health economies were asked to submit plans that
delivered:




Significant improvements in the volume of patients waiting in excess of 16 weeks
Deliver performance recovery by September 2014
Ensure ongoing sustainable performance

The initial plan is being followed by:






Commissioning external assurance of waiting list processes and volumes
Utilising independent sector capacity to treat over 12 week patients who are yet to have either a To
Come In (TCI) date or first appointment.
Increasing internal capacity focused on key specialties
Reducing the diagnostic waiting times from 6 weeks to improve pathway efficiency
Increasing administration capacity dedicated to tracking patients and effectively managing patient
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pathways.
The Provider are being reviewed by the CCG and the Area Team on a weekly basis

5.0

Recommendation

5.1




The Governing Body is asked to:
Note The summary of the actions taken since the last Governing Body report and assurance that the
CCG is operating in line with national guidance in order to secure non recurrent funding for winter
schemes and funding for planned care
Note further actions that will be taken over the next month to ensure robust system resilience plans are
in place for the Mid Yorkshire footprint

Paper prepared by: Sally Bell, Urgent Care Lead, August 26th 2014

Appendix 1

NHS Wakefield Clinical Commissioning Group
Executive Team
Operational Resilience Planning
Notes of the Meeting held on 29 July 2014
Present:

Jo Webster
Andrew Pepper
Jo Pollard
Dr Greg Connor
Dr Adam Sheppard
Sally Bell
Matt England
Simon Rowe
Jenny Feeley

Chief Officer
Chief Finance Officer
Chief of Service Delivery and Quality
Executive Clinical Advisor
Deputy Clinical Leader
Urgent Care Lead
Head of Contracting and Commercial Strategy
Senior Transformation Manager
Service Development and Transformation
Manager

Operational Resilience Planning – Update to inform final sign off of the CCG financial allocation for
2014/15
It was noted that under the Operating Scheme of Delegation Chief Officer and Chief Finance Officer
have authority to approve expenditure of £1m and over.
Dr Adam Sheppard declared an interest in respect of Primary Care.
Sally Bell presented this paper to provide details to the Executive Team regarding the assurance
process undertaken in response to the operational resilience and capacity planning for 2014/15.
Sally confirmed that all members of the Mid Yorkshire Urgent Care Working Group were advised
about this new guidance called “Urgent and planned care: Operational resilience and capacity
planning for 2014/15” at the Urgent Care Working Group meeting held on 19 June 2014.
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In order for the CCG to receive their allocation of the non‐recurrent money for Wakefield which is
£2,485.966.00, NHS England through the West Yorkshire Area Team are required to seek assurance
regarding local plans against National Assessment criteria. Sally advised that in advance of the
above national allocation Wakefield CCG had already contracted £500k of non‐recurrent funding to
MYHT to support surge planning.
Sally advised that all partners of the Urgent Care Group attended a meeting on 17 July with the
exception of Mid Yorkshire Hospitals Trust. MYHT however did provide a number of business cases.
Sally confirmed that she had reviewed all the information sent from MYHT.
It was noted that detailed discussions with all the Networks had not yet taken place but all were
engaged with the process.
Jo Webster made it clear that the funding of these proposed plans should be completely separate
from other funded projects, i.e. Network Development Framework and any additional allocation
must be auditable and over and above existing resources.
Both Wakefield and North Kirklees Urgent Care Leads as directed by the Urgent Care Working Group
have jointly reviewed all the proposals received and, following a joint commissioner discussion
meeting on 24 July with recommended proposals for approval by Wakefield CCG.
Sally detailed the bid summary for each of the following service areas:
Primary Care
Proposed extended opening hours. Dr Greg Connor commented that we need to ensure this is for
additional provision to ensure value for money. Dr Adam Sheppard confirmed that this was specific
money for primary care. Jo Webster agreed to the £600k funding but it was agreed that Dr Greg
Connor and Dr Adam Sheppard to consider the detail of this proposal to ensure value for money and
that appropriate key performance indicators are agreed.
Jo Webster and Andrew Pepper agreed in principle to the proposed £600k budget subject to
assurance to be provided from Dr Greg Connor and Karen Parkin using the same process followed by
and approved by the Executive Approvals Group regarding value for money and key performance
indicators.
Dental ‐ approved
Pharmacy ‐ approved
Community Services ‐ approved
Mental Health ‐ approved
Voluntary Sector – approved
111 – approved
Patient Transport Services – approved
Acute Hospital Services ‐ approved
Communications – approved
The other proposals for Dental, Pharmacy, Community Services, Voluntary Sector were approved
and it was noted that communication regarding winter plans needs to be consistent across the
whole district.
Additional schemes were to be developed for Voluntary and Community provision in due course.
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Referral to Treatment – Matt England advised that a separate work plan has been developed with
the focus on RTT against local trajectories so that the backlog of patients waiting is reduced before
the winter period. It was acknowledged that the activity plans are already on UNIFY.
Jo Webster advised that the above plans need to be reconciled to ensure they connect with each
other and link with the four pathways of mental health, respiratory, COPD and frail elderly.
Jo Webster confirmed that she would be following up with Chris Dowse, Chief Officer at North
Kirklees CCG regarding the funding arrangements provided to MYHT.
Jo Pollard expressed her thanks to Sally Bell, Jenny Feeley and Simon Rowe for the production of
these plans.

It was RESOLVED that:
i
ii
iii
iv

the Executive Team approve the Operational Resilience Plans;
Sally Bell to complete the spreadsheet including key performance
indicators and submit to NHS England;
support the additional funding to the Voluntary and Community Sector
subject to the appropriate procurement route being undertaken; and
Operational Resilience Plan to be presented to the Governing Body on 9
September 2014.
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Title of meeting:

Governing Body

Date of Meeting:

9 September 2014

Paper Title:

Integrated Performance and Quality Report (Board
Summary)

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Andrew Singleton, Quality Co‐ordinator
Luke Streeting, Performance and Planning Manager
Responsible Clinical Lead:
Dr David Brown, Quality lead
Responsible Governing
Board Executive Lead:
Recommendation (s):

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

It is recommended that the Governing Body:‐
i.
note the current performance against the CCG strategic objectives and Quality Premium; and
ii.
approve the actions being taken to address areas of underperformance.
Executive Summary:
The Integrated Performance & Quality report is a key tool to provide assurance to the CCG that strategic
objectives are being delivered and to direct attention to significant risk, issues, exceptions and areas for
improvement. The report is a summary of the July and August Integrated Performance & Quality reports which
have been presented to the two previous Integrated Governance Committee meetings. It reflects indicators
that are currently underperforming against target for the first quarter of 2014/15, with summary exception
reports to highlight the key issues and actions being taken to improve performance, as well as flags key quality
issues including recently published CQC reports.
The report also includes information about the recent CQC hospital inspection at MYHT and the GP practice
inspections at 11 of our member practices.
Key Success Stories
 Cancer waits – all cancer standards were achieved for the Q1 reporting period
 A&E 4 hour wait – continue to meet the required standards
 MYHT Safety Thermometer performance continues to improve
 YAS achieved good results in CQC Ambulance survey of Hear and Treat callers
Key areas for improvement
 Ambulance response times for Cat A (Red 1 and 2) 8 minutes for YAS continues to fail to meet the required
targets
 IAPT performance is within the required trajectory, but is currently below the year end outturn performance
 The MYHT RTT Recovery Plan is not delivering to the agreed trajectory
 Health Care Associated Infections – 2 post 48 hour MRSA bacteraemia cases reported in June
Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning

Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

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



Not applicable

The report includes a summary of the latest Patient Experience report What
are people telling us? with a focus on Maternity Services.
Assurance on areas of underperformance or risks to safety and quality are
discussed with providers through respective contractual and quality
governance arranagements.

Previously presented at
committee / governing body:

Integrated Governance Committee – 17 July and 21 August 2014

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

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

Finance/ resource implications:

Integrated Performance and Quality Report
September 2014
Governing Body Summary

1

Executive Summary
Report Content
Recommendations
It is recommended the Governing Body:
1. Note the current performance against the CCG strategic objectives and Quality Premium
2. Approve the actions being taken to address area’s performance
All data relates to June 2014 unless otherwise stated
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Key Success Stories

Area’s for Improvement

 A&E Waits continue to meet the required
standard in the reporting period.
 The CCG level RTT Incomplete standard has met
the required standard for the period, but not the
year to date.
 All Cancer standards have been achieved for the
Q1 reporting period.
 There have been no reported MRSA for the CCG
for three months.
 MYHT staff absence reduced to 4.01%
 MYHT Safety Thermometer performance
continues to improve
 Snapethorpe Hall compliant with CQC standards
 YAS achieved good results in CQC Ambulance
Survey of Hear and Treat callers

 Current provisional data indicates the Trust has
failed to meet the required standard in August.
 The RTT resilience programme at MYHT has as yet
to produce the required improvement in position.
The provision July data indicates the CCG has failed
to meet all three pathway targets.
 YAS performance has failed to meet the required
operational standard across Cat A Red 1 and 2 for
the period reported, and this continues through
July and August
 The MYHT RTT Recovery Plan is not delivering to
the agreed trajectory.
 The in‐ month performance for Cancer 62 days
Urgent GP Referral and NHS Screening referral has
failed to meet operation standards for the period.
 1 post 48 hour MRSA cases reported in June at
MYHT
 MYHT weekend mortality increased
 MYHT asked to complete a thematic review of slips
trips and falls following an increase in the number
of SIs reported
 IAPT performance is within the required trajectory
but currently below the year end outturn
performance.

Key Risks






Current intelligence identifies risk to the MYHT A&E 4 hr wait target
The MYHT RTT system resilience action plan is not achieving the agreed trajectory.
There has been no agreement to the proposed YAS remedial action plan.
YAS performance against the Cat A Red 1 and 2 operational standards remains below the
required standard.
The 2014/15 quality premium continues to be at risk due to the performance of RTT
Incomplete pathway at MYHT and Ambulance response times at YAS

Performance Section
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Key Performance

4

Key Performance
Strategic Monitoring
Period

There are 28 indicators utilised to report performance against the NHS Constitution and Constitution Support Measures as identified in CCG Outcomes Framework and Everyone Counts
June 2014 (unless otherwise stated)

Access to the Highest Quality Urgent and Emergency Care
Wakefield CCG

Trend Information
From previous
Month

Provider
Actual

YTD

FOT

Trend from
previous Month

Reporting Period

Target

2013/14 CCG
Performance

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

June

95%

96.8%

Not reported at CCG Level

Not reported at CCG Level

96.6%

96.7%

96.7%

↓

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

June

0

0

Not reported at CCG Level

Not reported at CCG Level

0

0

0

↔

Acute Trust ‐ Turnaround Time

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

June

100%

74.5%

Not reported at CCG Level

Not reported at CCG Level

85.2%

84.8%

84.8%

↓

Ambulance ‐ Turnaround Time

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

June

100%

73.4%

Not reported at CCG Level

Not reported at CCG Level

88.6%

87.3%

87.3%

↑

Cat A (Red 1) 8 min response time

June

75%

80.5%

74.3%

72.4%

72.4%

↑

68.0%

69.1%

69.1%

↓

Cat A (Red 2) 8 min response time

June

75%

76.4%

67.0%

69.9%

69.9%

↓

67.4%

69.5%

69.5%

↓

Cat A (Red 1 and 2) 19 min response time

June

75%

98.6%

96.1%

97.0%

97.0%

↓

95.5%

95.9%

95.9%

↓

Indicator

A&E 4 hour waiting time standard
Trolley Waits in A&E

Actual

YTD

FOT

Previous months score card

Exception
Report

Clinical Lead

Commissioning Lead

Dr Ada m Sheppard

Li nda Dri ver

Dr Ada m Sheppard

Li nda Dri ver

Dr Ada m Sheppard

Li nda Dri ver

√

Dr Adam Sheppard

Jenny Feeley

√

Dr Adam Sheppard

Jenny Feeley

√

Dr Adam Sheppard

Jenny Feeley

√

Dr Adam Sheppard

Jenny Feeley

D.A.

Clinical Lead

Commissioning Lead

•

Dr Andrew Furber

Ian Carr

D.A.

Clinical Lead

Commissioning Lead

•

Dr Clive Harries

Michele Ezro

•

Dr Clive Harries

Michele Ezro

D.A.

MYHT

•
•
•

YAS

Ambulance response times

••••••
••••••
••••••

•
•
•
•

Maternity, Children and Young People Transformation
Wakefield CCG
Indicator

Smoking in pregnancy

% of mothers smoking at the time of delivery

Reporting Period

Q4

Target

23%

2013/14 CCG
Performance

21.9%

Actual

20.0%

YTD

20.0%

Provider

Trend Information
FOT

20.0%

Actual

From previous
Month

Previous months score card

↑

••••••

YTD

FOT

Trend from
previous
Quarter

Exception
Report

MYHT
No data

Mental Health Service Transformation
Wakefield CCG
Indicator
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Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Care Programme Approach (CPA)

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

Q1

N/A

97.4%

98.7%

98.7%

98.7%

n/a

Improving Access to Psychological
Therapies

People entering psychological therapies

Q4

3.75 in Q4

10.6%

2.6%

2.6%

3.8%

n/a

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous
Quarter

SWYPFT

••••••
•••

96.7%

96.7%

96.7%

Not at Provider Level

n/a

Exception
Report

Key Performance
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

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

June

93%

96.2%

97.4%

95.3%

95.3%

↑

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

June

93%

97.2%

95.2%

97.4%

97.4%

↓

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

June

96%

98.0%

100.0%

98.7%

98.7%

↑

Max 31 day wait for subsequent treatment
where treatment is surgery

June

94%

97.8%

94.5%

98.7%

98.7%

↑

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

June

98%

100.0%

100.0%

100.0%

100.0%

↔

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

June

94%

97.9%

100.0%

98.8%

98.8%

↑

June

90%

69.6%

100.0%

91.7%

91.7%

↑

June

90%

93.7%

84.6%

91.7%

91.7%

↓

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

June

85%

81.4%

77.5%

86.1%

86.1%

↓

Minimise breaches

June

0

0

0

0

0

↔

MRSA

June

0

6

0

0

0

↑

Clostirdium Difficile

June

7/92

101

8

21

28

↑

All patients who have operations cancelled
on/ after admission, should be offered a date
for re‐admission within 28 Days

Q1

0

0

0

0

0

↔

RTT Admitted pathways

June

90.0%

91.0%

87.5%

90.0%

90.0%

↓

18 Week RTT Waiting Time Standard

RTT ‐ Incomplete pathways

June

92.0%

95.4%

92.4%

91.3%

91.3%

↑

RTT Non‐admitted pathways

June

95.0%

92.6%

90.4%

92.1%

92.1%

↓

Number of 52 week Referral to
treatment pathways

number of patients on incomplete pathways
over 52 weeks

June

0

16

0

2

8

↑

Diagnostic test waiting times

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

June

99%

99.3%

98.9%

99.0%

99.0%

↓

Cancer Waits ‐ 2 Weeks

Cancer Waits ‐ 31 Days

Cancer Waits ‐ 62 Days

Mixed sex accomodation breaches

Max 62 day wait for first definitive treatment
following a consultant decision to upgrade
priority of patient
Max 62 day wait from referral linked to thr
NHS Screening Program to start 1st treatment
for all cancers

Heathcare Associated Infections

Cancelled Operations
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••••••
••••••
••••••
••••••
••••••
••••••
No Operating standard 2014/15

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

97.0%

95.2%

95.2%

↑

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

96.3%

97.5%

97.5%

↓

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

99.5%

99.3%

99.3%

↔

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

94.4%

98.2%

98.2%

↓

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

100.0%

100.0%

100.0%

↔

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

87.5%

90.9%

90.9%

↓

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

86.7%

92.5%

92.5%

↓

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

√

79.4%

88.3%

88.3%

↓

•

Dr Abdul Mus ta fa

Mi chell e As hbri dge

√

0

0

0

↔

•

Dr Pa tri ck Wynn

Linda Driver

1

1

4

↔

•

Dr Andrew Furber

Ja ne O'Donneell

2

7

28

↓

•

Dr Andrew Furber

Ja ne O'Donneell

0

0

0

↔

•

Dr Pa tri ck Wynn

Linda Driver

82.5%

86.2%

86.2%

↓

Dr Pa tri ck Wynn

Linda Driver

√

91.1%

90.2%

90.2%

↑

Dr Pa tri ck Wynn

Linda Driver

√

89.3%

91.0%

91.0%

↓

Dr Pa tri ck Wynn

Linda Driver

√

0

3

12

↓

Dr Pa tri ck Wynn

Linda Driver

99.1%

99.3%

99.3%

↓

•
•
•
•
•

Dr Pa tri ck Wynn

Linda Driver

√

Quality Premium
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Exception Report 1

8

Exception Report 2

9

Exception Report 3
NHS Constitution Indicator

Ambulance Response times ‐ Cat A Red 1 and Red 2 ‐ 8 minute response times
Trend Information

Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

FOT

From previous
Month

Cat A (Red 1) 8 min response time

June

75%

80.5%

74.3%

72.4%

72.4%

↑

Cat A (Red 2) 8 min response time

June

75%

76.4%

67.0%

69.9%

69.9%

↓

Ambulance response times

Provider
Actual

Previous months score card

YTD

Trend from
previous Month

FOT

D.A.

Clinical Lead

Commissioning Lead

YAS

••••••
••••••

68.0%

69.1%

69.1%

↓

•

Dr Adam Sheppard

Jenny Feeley

67.4%

69.5%

69.5%

↓

•

Dr Adam Sheppard

Jenny Feeley

Description of underperformance identified: In June 2014, the CCG achieved a performance of 74.3% and 67.0% against the 75% target for Cat A
Red 1 and Red 2 (8 minute) reponse times (respectively), and YAS achieved 68.0% and 67.4% against the same targets.
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Wakefield CCG ‐ Ambulance Response Times Cat A ‐ Red 1 and 2 ‐ 8 mins
Red 1
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
78.0%
76.0%
74.0%
72.0%
70.0%
68.0%
66.0%
64.0%
62.0%

Red 2
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
426
Dr Adam Sheppard
Jenny Feeley

CCG Assurance

YAS Contract Management Group

Jun‐14

Apr‐14

May‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Jul‐13

0.0%

Aug‐13

10.0%
Jun‐13

Current improvement ac tions
YAS has already implemented a range of
improvement measures:
- Inc rease in clinic al staff in Clinic al Hub
and at NHS 111 to inc rease triage
c apac ity and reduc e avoidable
ambulanc e dispatc h
- Use of independent sec tor c rews
(weekdays and weekends) and PTS
c rews (weekends) to inc rease c apac ity
- Use of Emergenc y Care Assistants in
double c rew roles to respond to nonemergenc y work where appropriate
- Extension of meal break window from 2
to 3 hours
- Additional modelling by external
organisation to optimise rotas and
resourc e deployment
- Recruitment to 70 vac anc ies expec ted
to be c omplete by the end of September
YAS c ontinue to work to minimise and
understand harms during this period of
poor performance and c ommissioners
are assured that good proc esses are in
plac e.
At a Risk and Assuranc e meeting on
01/09/14 the NHA England LAT offered
support to the lead c ommissioners in
ensuring there is a c o- ordination in
managing the response to YAS
performanc e between the CCG's and
TDA

Apr‐13

Actions to taken

The Trust have been unable to deliver a
satisfac tory operational performanc e
standard, the impac t of the new rota
c hanges and inc reased demand levels
are being explored. The Remedial Ac tion
Plan and trajec tories presented by YAS
to c ommissioners on 31 July did not
deliver the required year end
performanc e standards and as suc h
were not agreed by c ommissioners.
A further meeting between the Coordinating Commissioner and the YAS
Directors took place on 14 August to
improve the Remedial Action Plan and
develop a version that c an be agreed
before 31 August.
In the event that no Remedial Ac tion Plan
is agreed the Co- ordinating
Commissioner may rec ommend
withholding of up to 2% of the monthly
c ontrac t value for eac h further month the
Remedial Ac tion Plan is not agreed, to be
repaid onc e the plan is agreed.

May‐13

Reason for Underperformance

Exception Report 4
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

YTD

Actual

Trend from
previous
Month

FOT

D.A.

Clinical Lead

Commissioning Lead

•

Dr Pa trick Wynn

Li nda Driver

MYHT
18 Week RTT Waiting Time Standard

RTT Admitted pathways

June

90.0%

91.0%

87.5%

90.0%

90.0%

↓

••••••

82.5%

86.2%

↓

86.2%

Description of underperformance identified: In June 2014, 87.5% of the admitted pathways for the CCG and 82.5% of pathways for the Trust
were within 18 weeks against the ≥90.0% target.
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95.0%
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%
87.0%
86.0%

Action Plan in Place
Risk Register ID
Clinical Lead
CCG Assurance

MYHT Executive Contract Board

Jun‐14

Apr‐14

Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

May‐14

Feb‐14

Mar‐14

Jan‐14

Dec‐13

Nov‐13

Oct‐13

Sep‐13

Jul‐13

85.0%
Aug‐13

RTT System Resilience plans have been
develo ped and appro ved, and are no w in the
delivery phase. A dditio nal funding pro vided by
NHS E and will fo cus o n ensuring
sustainability, building resilience to
perfo rmance thro ugho ut 2014/15 and
significantly reducing the vo lume o f patients
currently waiting o ver 16 weeks. This wo rk has
been suppo rted thro ugh an RTT Summit
between the Co mmissio ners and the Trust,
weekly tracking and assurance o f pro gress
against reco very trajecto ries.
M YHT have been requested to co nduct a
Quality Impact A ssessment co ncerning the
current perfo rmance levels

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Admitted

Jun‐13

Actions to taken
There is an actio n plan in place to reco ver the
18 week RTT po sitio n acro ss all pathways by
the end o f September 2014.
The plan includes:
• Outpatient o peratio nal impro vement actio n
plan
• Outpatient redesign and centralisatio n
• Validatio n o f the waiting lists to reduce the
number o f data erro rs
• Fo cussed micro management o f waiting
lists
• Specialty level reco very plans
• Training and awareness pro gramme
• Go vernance pro cess fo r perfo rmance
management
The CCG is utilising all co ntractual levers to
pro mo te the impro vement in perfo rmance.

Apr‐13

For the CCG ac ross all providers, there
were a total of 2505 patients that
c ompleted the admitted pathway of
whic h 314 waited over 18 weeks. There
are 7 spec ialties in total that have failed:
• ENT – 74.4%
• General Surgery – 87.4%
• Gynaec ology – 78.7%
• Neurosurgery – 85.7%
• Plastic surgery – 84.8%
• Thorac ic Medic ine – 83.3%
• Trauma and orthopaedic s – 75.5%

May‐13

Reason for Underperformance

Exception Report 5
NHS Constitution Indicator

18 Week RTT Waiting times ‐ Incomplete pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous
Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Pa trick Wynn

Li nda Driver

MYHT
18 Week RTT Waiting Time Standard

RTT ‐ Incomplete pathways

June

92.0%

95.4%

92.4%

91.3%

91.3%

••••••

↑

91.1%

90.2%

↑

90.2%

Description of underperformance identified: At the end of June 2014, 92.4% of incomplete pathways for the CCG and 91.1% of pathways for the
Trust were within the 18 weeks against the ≥92.0% target.
Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Incomplete Pathways
93.5%
93.0%
92.5%
92.0%
91.5%
91.0%
90.5%
90.0%
89.5%

Action Plan in Place
Risk Register ID
Clinical Lead
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Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Jun‐14

May‐14

Apr‐14

Feb‐14

Mar‐14

Jan‐14

Dec‐13

Nov‐13

Oct‐13

Sep‐13

Aug‐13

Jul‐13

89.0%
88.5%

Jun‐13

There were 4092 patients waiting over
14+ weeks at the end of June, these
patients c ould be potential 18+ week
breac hes next month. There are 10
patients who are 48+ on an inc omplete
pathway who c ould be 52 week beac hes
next month.

Actions to taken
See actio ns in A dmitted P athway

May‐13

For the CCG ac ross all providers there
are a total of 26,130 patients waiting, of
whic h 1991 have been waiting over 18
weeks, of these 1843 are waiting at
MYHT. There are a total of 6 spec ialties
that have not achieved the operational
standard:
• ENT – 91.2%
• Gastroenterology – 94.1%
• General Surgery – 87.2%
• Gynaec ology – 91.6%
• Plastic Surgery – 88.2%
• Other – 90.9%

Apr‐13

Reason for Underperformance

Exception Report 6
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Non Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
YTD

Actual

Previous months score card

Trend from
previous
Month

FOT

D.A.

Clinical Lead

Commissioning Lead

•

Dr Patri ck Wynn

Li nda Dri ver

MYHT
18 Week RTT Waiting Time Standard

RTT Non‐admitted pathways

June

95.0%

92.6%

90.4%

92.1%

92.1%

••••••

↓

89.3%

91.0%

↓

91.0%

Description of underperformance identified: In June 2014, 90.4% of the non admitted pathways for the CCG and 89.3% of pathways for the
Trust were within 18 weeks against the ≥95.0% target.
Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Non Admitted
97.0%
96.0%
95.0%
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%

Action Plan in Place
Risk Register ID
Clinical Lead
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Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Jun‐14

May‐14

Apr‐14

Mar‐14

Feb‐14

Jan‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Aug‐13

Jul‐13

Jun‐13

87.0%
May‐13

Actions to taken
See actio ns in A dmitted P athway

Apr‐13

Reason for Underperformance
For the CCG across all providers, there
are a total of 6619 patients waiting of
which 636 have been waiting over 18
weeks. There are 14 specialties in total
that have failed to meet the operational
standard:
• Dermatology – 86.5%
• ENT – 90.0%
• Gastroenterology – 60.4%
• General surgery – 92.5%
• Geriatric Medicine – 94.1%
• Gynaecology – 94.5%
• Neurology – 90.9%
• Opthalmology – 95.0%
• Plastic surgery – 83.3%
• Rheumatology – 89.0%
• Thoracic Medicine – 92.4%
• Trauma and orthopaedics – 90.0%
• Urology – 92.6%
• Other – 90.7%

Exception Report 6
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Exception Report 7
NHS Constitution Indicator

Diagnostic Waiting Times ‐ no more than 6 weeks
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous
Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Pa tri ck Wynn

Linda Dri ver

MYHT
Diagnostic test waiting times

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

June

99%

99.3%

98.9%

99.0%

99.0%

↓

••••••

99.1%

99.3%

↓

99.3%

Description of underperformance identified: The CCG has reported a performance of 98.9% against a target of 99.0% for the period, however,
the YTD position remains within tolerance
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Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

No
n/a
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Jun‐14

May‐14

Apr‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Aug‐13

Jul‐13

100.0%
99.5%
99.0%
98.5%
98.0%
97.5%
97.0%
96.5%
96.0%
95.5%
95.0%

Jun‐13

For non MYHT providers, a route cause
anaylsis has been requested from each
lead CCG regarding the breaches for
Wakefield patients, and if appropriate
a recovery trajectory and a quality
impact assessment. MYHT have
provided an audiology action plan that
gives actions, ownership and
timescales for a return to NHS
constitution agreed levels of
performance.
Within the current month the increase
in Non Obstetric Ultrasound breaches is
currently under review.

Wakefield CCG ‐ Diagnostic Waiting times ‐ no more than 6 Weeks

May‐13

Actions to taken
Further investigation into the breaches
has identified the following key Trusts
performance for Wakefield Patients:
MYHT – 3874 waiting – 30 over six weeks
LTHT – 325 waiting – 11 over six weeks

Apr‐13

Reason for Underperformance
The CCG has a total of 4,536 patients
waiting for diagnostics tests across all
providers, this is a decrease of 237 (5%)
from May 2014. The number of patients
has decreased by an average of 22 per
month since April (14%).
There are a total of 50 patients waiting
over 6 weeks at the end of June.

Exception Report 8

16

Exception Report 9
NHS Constitution Indicator

Cancer ‐ 62 days from urgent GP referral to first definitive treatment
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

Actual

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

•

Dr Abdul Mus tafa

Mi chell e As hbridge

MYHT
Cancer Waits ‐ 62 Days

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

June

85%

81.4%

77.5%

86.1%

86.1%

↓

••••••

79.4%

88.3%

↓

88.3%

Description of underperformance identified: In the period the CCG has reported a performance of 77.5% and the Trust 79.4% against a target of
85.0% for the period, however, the YTD position remains within tolerance
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Wakefield CCG ‐ Cancer 62 Days from urgent GP Referral
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

No
n/a
Dr Abdul Mustafa
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Jun‐14

May‐14

Apr‐14

Feb‐14

Mar‐14

Jan‐14

Dec‐13

Nov‐13

Oct‐13

Sep‐13

Aug‐13

Jul‐13

60.0%
Jun‐13

Actions to taken
Of the 18 breaches all originated from
MYHT. A local action plan is already in
place within the cancer management
team, which has been revised and
updated in light of the current
performance.
The following actions have been
implemented:
• implementation of an internal target
to achieve 7 day first seen from referral
in order to achieve tertiary referral by
38 days.
• Trust cancer lead having regular
meetings with LTHT Cancer manager
and lead clinician to ensure
collaborative working and site‐specific
pathway management is stream.
• CCG Cancer Lead commissioner
conducted pathway performance
review linked to Cancer Locality
Meeting performance improvement
work stream.
It should be noted this indicator is
assessed on a quarterly basis, the Q1
performance has achieved the required
operational standard.

May‐13

In the period there were a total of 18
patients that failed to meet the
operational standard from the 80 that
were treated. Of these breaches 9
patients were on split pathways
between MYHT and LTHT.

Apr‐13

Reason for Underperformance

Quality Section
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MYHT Quality Dashboard
The following Quality Dashboard has been constructed to allow the Integrated Governance Committee to note the performance of the Mid Yorkshire Hospitals NHS Trust
against key quality indicators. The indicators selected are those most likely to impact on the Trust’s regulatory, contractual or reputational status. The latest data available
at the time of writing will be used, and may be subject to change due to validation between deadline for papers and Integrated Governance Committee meeting.
Mid Yorkshire HT
Reporting Period

Target

Actual

YTD

Trend Information
Forecast
2014/15

Direction of
travel
Month

Previous months score card
(previous month on the left)

Safe
MRSA

June

0

1

1

C. Di ffi ci l e

June

3

2

7

VTE ‐ Ri sk Asses sment

May

95%

95.50%

96.40%

Harm Free Care (new VTE, fal l s, pressure ul cers and catheters & uri nary tract i nfecti ons)

June

95%

93.24%

92.35%

Maternal deaths

June

0

0

0

Never Events

Jul y

0

0

0

SIs Number Open

Jul y

n/a

SIs New for month

Jul y

n/a

Jul y 13‐ Sep 13

<100

89.8

Apri l 13 ‐ Feb
2014

<100

95

Mar

<100

Emergency readmi ssi on wi thi n 30 days fol l owi ng an emergency spel l at the Trust

Apr

Emergency readmi si son wi thi n 30 days fol l owi ng an el ecti ve spel l at the Trust

Apr

FFT: A&E score

101
30

•
•
•
•
•
•

↓
↔
↓
↑
↔
↔

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

‐
67

201

↑

125.99

92.45

<12.6%

11.70%

11.70%

<3.5%

3.70%

3.70%

•
•
•
•
•

June

54.00

65

‐

↓

FFT: Inpati ent score

June

72.00

74

‐

•
•

↔

Compl ai nts ‐ rate per 100 bed days

June

‐

0.45%

0.41%

‐

↓

Effective
SHMI ‐ Latest Data
HSMR rebased
HSMR ‐ weekend

↑
↓
↑
↑

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

Caring

••••••••
••••••••

Well‐led
May

4.00%

4.01%

4.30%

•

↑

FFT staff: % of staff who woul d recommend (l i kel y or very l i kel y) the Trust to fri ends and fami l y i f they needed
care or treatment

Q1

‐

53.00%

53.00%

‐

‐

FFT staff: of staff who woul d recommend (l i kel y or very l i kel y) thei r uni t / ward / department to fri ends and
fami l y i f they needed care or treatment

Q1

‐

76.00%

76.00%

‐

‐

June

0

0

0

‐

↔

Staff si ckness rate

•••••••••••

External Assurance
CQC Condi ti ons or Warni ng Noti ce
All data published nationa lly but not externa lly validated unless indicated. *local data publication
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•••••••••••

YAS Quality Dashboard

20

Quality Exception Report
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Mental Health Quality Dashboard
The mental health dashboard now includes data for the 2 mental health trusts which undertake the most activity for Wakefield CCG residents, SWYPFT and Leeds and York
Parternship NHS Foundation Trust.
SWYPFT
Reporting Period

Target

YTD

Actual

Direction of
travel
Month

Previous
months score
card

Leeds & York Partnership
Direction of
Actual
YTD
travel
Month

Safe
MRSA

Apr

0

0

0

↔

C. Difficile (Wakefield bdu)

Apr

0

0

0

↔

Safety Thermometer: % patients suffer fall with harm

Apr

‐

1.02%

1.02%

↓

••••••
••••••
••••••
••••••

0

0

↔

0

0

↑

‐

‐

Apr

0

0

0

↔

0

0

SIs Number Open (Wakefield bdu)

June

n/a

13

n/a

‐

‐

‐

SIs New for month (Wakefield bdu)

June

n/a

2

7

‐

‐

‐

‐

‐

‐

‐

95.6%

95.6%

↓

95.6%

95.6%

↑

2.4%

2.4%

↑

100%

100%

↔

‐

‐

‐

‐

‐

‐

‐

‐

‐

‐

Never Events

↔

Effective
% service users on CPA in employment

Apr

10%

7.6%

7.6%

↑

% service users on CPA in settled accommodation

Apr

60%

70.3%

70.3%

↑

% service users on CPA followed up within 7 days of discharge

Apr

95%

97.2%

97.2%

↑

% service users on CPA having formal review within 12 months

Apr

95%

95.9%

95.9%

↑

Delayed transfers of care

Apr

≤7.5%

3.3%

3.3%

↓

% of admissions who have had access to crisis resolution team

Apr

95%

100.0%

100.0%

↔

•••
•••
••••••
••••••
••••••
••••••

Responsive (all data relates to Wakefield bdu not SWYPFT as a whole)
Routine referrals (excl. Memory service) receiving a face to face contact within 14 days of referral

Q4

Routine referrals commencing treatment within 6 weeks of face to face contact

Q4

New referrals for psychological therapies assessed within 14 days

Q4

New referrals for psychological therapies starting treatment within 16 weeks following
assessment
Caring

Q4

80%
90% Q1
95% Q2‐4
93% Q1‐2
95% Q3‐4
93% Q1‐2
95% Q3‐4

FFT ‐ inpatient (% likely or extremely likely to recommend service)

Mar

FFT ‐ community (% likely or extremely likely to recommend service)

Mar

75%

Complaints including staff attitude as an issue

Feb

<25%

87.3%

‐

↑

95.5%

‐

↑

96.2%

‐

↓

97.8%

‐

↑

83.0%

75%

‐

93.0%

‐

12%

12%

↑

••••
••••
••••
••••
‐

‐
••••

‐

‐

‐

‐

Well‐led
Mar

4.00%

2.9%

4.4%

↑

Apr

90.00%

92.3%*

‐

‐

Monitor Governance Rating

Apr

Green

G

n/a

↔

CQC Conditions or Warning Notice

Apr

0

Staff sickness rate

(Wakefield bdu)

Appriasal rate

•••••
‐

External Assurance

* Feb 2014

compliance compliance
breach
breach

‐

••••••
••••••

4.6%*

4.6%

↑

66.9%

66.9%

↑

Quality Exception Report
MYHT Safety Thermometer
Background: The Patient Safety Thermometer defines harm free care as the proportion of patients surveyed not experiencing harm from falls, VTE, pressure ulcers or
catheter related urinary tract infections. Participating organisations submit data for every patient in their care on a single day each month. Patients who are admitted with
an existing pressure ulcer or catheter and a urinary tract infection are classed as suffering harm.
Key messages
- 93.24% of patients received harm free care from MYHT in June 2014, this is an improvement from 88.63% in June 2013 and represents the Trust’s best monthly
score in 15 months.
MYHT Harm Free %
Harm free care
Target
- In June 2014 36.7% of harms were classed as new harms, this equated to 44 cases.
100
- 93.97% of patients in a community setting received harm free care, compared to 92.60% in an
acute setting.
90
- In community settings, 97.8% of patients are not suffering any new harms, compared to
%
97.25% in an acute setting.
80

Jun‐14

Apr‐14

May‐14

Mar‐14

Jan‐14

Feb‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Jul‐13

Aug‐13

Jun‐13

70

May‐13

Areas for improvement:
Pressure ulcers
- Harm from pressure ulcers was reported in 5.46% of patients in June 2014.
- 63.33% of all patients who suffered harm had an existing pressure ulcer.

Pinderfields: Gate 42 – Elderly Care
- 19.23% of all new harms reported in an acute setting in June 2014 occurred on Gate 42.
- 11.38% of patients on Gate 42 have suffered a new harm in the past 3 months.
- When a Patient Safety Walkabout took place on 29 January 2014 there were 3 registered nurses to care for 41 patients. No other concerns were identified with
regards to patient safety and clinical effectiveness.
Dewsbury: Ward 15 – Male surgery
- Ward 4 has reported 4 new VTEs in the past 3 months, 18.18% of all VTEs reported in an acute setting.
Pinderfields: Gate 20 ‐ Respiratory
- Gate 20 reported 3 new pulmonary embolisms is June 2014. This ward now accounts for 22.73% of all VTEs reported from April 2014 – June 2014 in an acute
setting.
Community:
- Of the 18 patients in a community setting who suffered a new harm in June 2014, 15 patients developed a new pressure ulcer. No individual community team
reported more than 2 new pressure ulcers.
- From April 2014 to June 2014 new pressure ulcers account for 82.60% of all new harms reported in a community setting.
Action:
- The 2014/15 CQUIN scheme incentivises MYHT to reduce the prevalence of pressure ulcers by 20%.
- Safety Thermometer performance will be discussed at MYHT Executive Quality Board on 21 August 2014.
Responsible Clinical Lead: Dr Patrick Wynn Commissioning Lead: Laura Elliott
CCG Assurance: MYHT Executive Quality Board
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Quality Exception Report
Quality Issue – Exception Report

MYHT Hospital Standardise Mortality Ratio (HSMR) ‐ Weekend

Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

HSMR – weekend (emergency admission)

Mar 14

<100

125.99

92.45

•••••

↓

•

Description of underperformance identified: The Trust’s relative risk score for in‐hospital deaths following an emergency admission on a weekend was 125.99 against
the <100 target in March 2014 (March 2014 the latest data available in Dr Foster.) This was a relative risk from 95.66 achieved the previous month. There were 57
observed deaths against an expected number of 45.24. As the lower confidence level for the Trust’s performance in March 2014 remained below 100 (95.42), the Trust
has not been identified as an alert on Dr Foster for this overall indicator, but it is important to note alerts have been raised at diagnosis group level.

Reason for Underperformance

Actions to be taken

Further analysis of the data for March 2014
highlights Trauma & Orthopaedics and
Elderly Medicine to be the 2 main
specialities contributing to this under
performance.
 Trauma & Orthopaedics – 5 observed
deaths reported against 1 expected.
 Elderly Medicine – 11 observed deaths
reported against 8 expected.
Within these 2 specialties, the following 2
areas are identified as the 2 main alerting
diagnosis groups:
 Pneumonia
 Fractured Neck of Femur

MYHT Mortality Steering Group
chaired by the Medical Director
overseeing the action plan to
reduce HSMR. The action plan
includes a review of all
avoidable deaths in these
specialties.

HSMR ‐ Weekend (Emergency Admissions)
140
120
100
80
60

Target (<100)

20

MYHT Medical Director taking
policy to support the review of
all avoidable deaths to the July
meeting of the Trust Board.
Vital PAC roll out started in
April 2014 at Dewsbury. All
Dewsbury adult inpatient areas
now using electronic
observations. Roll out to
Pinderfields started in July 2014
and will conclude in December
2014. This is designed to
support the management and
escalation of acutely ill patients.

0

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
Action
Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead
CG Assurance
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Relative risk

40

Yes
Dr Patrick Wynn
Laura Elliott
Jo Pollard
MYHT Executive Quality Board

Quality Exception Report
Quality Issue – Exception Report

MYHT Emergency readmission rates within 30 days of an elective spell at the Trust

Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

Emergency readmissions within 30 days –
elective spell

Apr 14

<3.5%

3.7%

3.7%

•••••

↑

•

Description of underperformance identified: Of 4,549 patients (PbR exclusions applied) discharged from the Trust following an elective spell in April 2014, 3.7% (168)
were re‐admitted as an emergency within 30 days of discharge. This is against a target of <3.5% which is set based on improvement from the previous year. Performance
is based on the latest data available and may be subject to change.

Concerns about discharge planning has been
a consistent theme at the Quality
Intelligence Group, with the quality of
documentation provided to other
healthcare providers a common problem.

Once complete this analysis will
be used to identify where
improvements need to be made
within the healthcare system to
avoid the re‐admissions,
primary, community or acute
care and inform any specialty
level action plans.

Emergency readmission within 30 days of elective spell
4.5
4
3.5
3
2.5
2
1.5
1
0.5
0

Readmission rate (%)

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

25

Apr‐14

Mar‐14

Feb‐14

Jan‐14

Dec‐13

Nov‐13

Oct‐13

Sep‐13

Aug‐13

Jul‐13

Jun‐13

Target (<3.5%)

May‐13

Within surgery there are pathways for
patients to attend multiple times for
planned admissions. These patients often
return to the surgical assessment facility. It
is thought this is resulting in data quality
issues. A specialty level case note audit is
planned to explore this further.

Actions to be taken
Detailed review and analysis of
readmission data is being
undertaken by the Trust led by
a Public Health registrar.
Actions following the review
are:
- Undertake speciality
led case note audit
- Undertake a full review
of current discharge
planning.

Apr‐13

Reason for Underperformance
MYHT data suggests 3.7% of patients were
re‐admitted as an emergency following a
planned procedure within 30 days of
discharge.

Yes
Dr Patrick Wynn
Matt England
Andrew Pepper
MYHT Executive Contract Board

Quality Exception Report
Quality Issue – Exception Report

YAS Stemi: % of patients receiving primary angioplasty within 150 minutes.

Indicator

Period

National
average

Actual

YTD

Previous performance

Trend –
previous month

National ranking
(1 high ‐ 11 low)

% of patients receiving primary angioplasty
within 150 minutes.

Feb 14

87.9%

77.0%

86.0%

•••••••••

↑

10

Description of underperformance identified: The percentage of patients with definite ST‐elevation myocardial infarction who received primary angioplasty within 150
minutes of call connecting call to the ambulance service in the YAS area is consistently lower than the national average. This is a national ambulance quality indicator.
The data pertains to the entire YAS area, there is no breakdown provided at CBU level.

Reason for Underperformance
In February 2014 there were 28 breaches,
only 5 of which were due to YAS delay. Four
of the YAS delays were due to long on‐scene
times indicating long waits for a conveying
resource.

Actions to be taken
This will be discussed at the
next YACCG Contract
Management Board on 27
August 2014.

% of patients receiving primary angioplasty within 150 minutes
100
90
80
70

YAS

60

England

50

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

Dr Adam Sheppard
Jenny Feeley
Jo Pollard
YACCG Contract Management Board

Quality Exception Report
Quality Issue – Exception Report

YAS A&E: Complaints response times

Indicator (Calderdale, Kirklees and Wakefield
cluster )
Concerns, complaints, comments: Response
within 24 working days

Period

Target

Actual

YTD

Previous performance

Trend –
previous month

May 14

90%

75.0%

86.0%

•••••••••

↑

Description of underperformance identified: Complaints are not responded to within timescale, although performance in the Calderdale, Kirklees and Wakefield (CKW)
consortia is consistently higher than other consortia within YAS.

Reason for Underperformance
When the number of complaints increases,
this generally coincides with a deterioration
in the percentage of complaints responded
to within 24 working days.

Actions to be taken
This will be discussed at the
next YACCG Contract
Management Board on 27
August 2014.

A&E: Calderdale, Kirklees & Wakefield Complaints responded to
within 24 working days

100

40
35

80

30
25

60

Number of
complaints

20
15

40

10

20

5

Clinical Lead
Commissioning Lead
CCG Assurance
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Apr‐14

May‐14

Feb‐14

Mar‐14

Jan‐14

Dec‐13

Oct‐13

Nov‐13

Sep‐13

Jul‐13

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

Aug‐13

Jun‐13

Apr‐13

May‐13

0

0

Dr Adam Sheppard
Jenny Feeley
Jo Pollard
YACCG Contract Management Board

% responded
to within 24
working days

Quality Exception Report
Quality Issue – Exception Report

YAS: Staff sickness and PDR completion rates

Indicator

Period

Target

Actual

YTD

Staff sickness rate

June 14

<5%

6.18%

6.09%

PDRs for all of workforce within the last
12 months (all staff)

June 14

75%

Previous performance

•••••••••
•••••••••

70.28%

Trend –
previous month

National ranking
(1 high ‐ 11 low)

↓

8 (March 14 data)

↓

‐

Description of underperformance identified: Sickness absence levels across the Trust showed a minimal decrease from the May figure of 6.20% to 6.18% in June and
remains significantly above the 5% target. Sickness increased in the Clinical Directorate to 7.07% in June 2014 from 5.74% in May 2014. YAS is also consistently failing to
meet their own 75% PDR target.

Reason for Underperformance
Key reasons for sickness absence remain as
previously with the top two being
Musculoskeletal and anxiety/depression
related illnesses.
YAS state that they are still hampered by the
national negotiations on deduction of
unsocial hours payments for staff who are
on sick leave.
Whilst showing some improvement NHS 111
& Urgent Care remains a significant outlier.
Absence in PTS fell from 7.48% last month to
5.55% in June.

Actions to be taken
Absence rates and completion
of PDR’s were discussed at the
YACCG Contract Management
Board on 31 July 2014. YAS
presented to the group on their
Workforce Strategy which
included reference to absence
management.
Actions to reduce absences due
to musculoskeletal problems
includes – procurement of new
carry chairs; introduction of
new backpack style response
bag; and bariatric equipment
vehicles purchased.
Actions to improve PDR
compliance include –
development of role specific
objectives; revised PDR process
and form; and objectives for
line managers about completing
PDRs with staff.

YAS staff absence
10
8
6

%

4
2
0

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

Clinical Lead
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YAS absence

Yes
Dr Adam Sheppard
Jenny Feeley
Jo Pollard
YACCG Contract Management Board

Target

Quality Intelligence: June 2014
Quality Intelligence Group
The Group represents every team within the CCG, plus colleagues from Public Health, Healthwatch and the Commissioning Support Unit working in relevant functions, such
as complaints, PALS, engagement and communications. At each meeting a template captures and triangulates ‘soft’ intelligence from sources such as Patient Opinion,
feedback from member practices, PALS enquiries, media reports, staff observations (including patient safety walkabouts) and staff/family experiences. From this key
themes are identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and judgement on the level of concern.
47 items of intelligence gathered
Key theme
Gastroenterology
 Waiting for an appointment,
Endoscopy at community
providers, waiting for results
Discharge
 Time, Possessions, Equipment.

Gate 33 ‐ Pinderfields
 Patient moved at night, Food,
No beds, patient care and basic
care.

29

Source of
evidence

Strength of
evidence

Hard evidence
link

Service
provider

Staff feedback



Referral to
treatment

MYHT
The Grange

High

Media, PALs /
Complaints,
Staff feedback



MYHT

High

Engagement,
PALs /
Complaints



MYHT

Medium

Safety
Thermometer

Level of
concern

Actions
1.Service review taking place
2.Service specification being developed
3.Discussed at CMG: ongoing management of gastro action plan
4.Raise with community provider
1.Understand delays – reason
2.Individual concerns addressed
3.National Healthwatch project on discharge – share report at
future meeting
4.Discuss with discharge co‐ordinator / lead at MYHT
1. Undertake a Patient Safety Walkabout
2. Enter and view visit completed by Healthwatch

Quality Intelligence: July 2014
33 items of intelligence gathered
Key theme
Gastro
 Delay on follow – up
 LTHT waiting 50 weeks
 Urgent 2 week wait (cancer
gastro)

Strength of
evidence

Hard evidence
link



Referral to
treatment data,
diagnostic
waiting times

Engagement
Incidents



Acute Trust
Nurse Staffing
Data

MYHT

High

2.
3.
4.
1.

PALS / Complaints



Referral to
treatment data

MYHT

Med

2.
3.
4.
1.

Incidents



SI data

MYHT

Med

Source of evidence
Engagement
PALS / Complaints
Network Development /
GP feedback
Other

Service
provider

Level of
concern

Actions
1.
2.

MYHT
LTHT

High

3.
1.

Nursing Levels
 Ward 5 – bed closures
 CQC listening event

Head & Neck
 2 week wait
 Capacity (1 consultant leaving)

Deteriorating patients
- SI’s

2.

Gate 12
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Engagement, Network
Development / GP
feedback

1.


MYHT

Low

MYHT – ongoing recruitment to consultant post
CCG undertaking service review including patient engagement
survey and discussion group
Obtain confirmation of actions taken by contracting team
25 Spanish nurses currently undergoing orientation, further
overseas recruitment planned
Trust publish staffing levels data at ward level from June 2014
National bench marking available – shows MYHT are an outlier
New NICE guidance on staffing levels published
Shared arrangement with Leeds agreed for cover and
contingency
Interviewed for new permanent staff and long‐term locums
Appropriate patients divert to ENT/Plastics
Discussed at EQB – June and July 2014
CQUIN indicator – Vital PAC, monitoring & escalation (Roll out
started in April 2014 at Dewsbury. All Dewsbury adult inpatient
areas now using electronic observations. Roll out to
Pinderfields started in July 2014 and will conclude in December
2014. )
Monitor SI’s via current process (Action: Adam to review all to
look at trends)
Undertake future PSW to Gate 12

In the spot light
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Published Nurse and Midwife Staffing Levels
Background: The Government’s Hard Truths report published in November 2013 contained a requirement for NHS Trusts to publish planned versus actual nursing and
midwife staffing data. MYHT and SWYPFT are now publishing data on the number of planned nursing staff and actual staff working on the wards.
MYHT
The Trust is publishing a monthly staffing report which is presented at the MYHT Trust Board and shared at MYHT Executive Quality Board. The report contains:
- High level staffing data for every ward in the Trust
- An exception report for every ward which has more than 22% of their contracted hours unavailable due to annual leave, sickness, maternity leave, training etc.
Ward are expected to manage with up to 22% of their staff unavailable as factors such as annual leave and sickness are taken in to account when determining
staffing levels.
- Planned v actual registered and unregistered nurse staffing levels for every shift on every ward.
- A tally of the number of medication, staffing and falls incidents which occur at ward level.
- Future reports will detail the number of staffing red flags which occur. These are explained on the following page.
Analysis of May’s staffing level data highlights the following:
Actual registered nurse/midwife staffing levels met planned levels for over 95% of all shifts
Site
Ward
Dewsbury
Neonatal Unit, W2 (Elderly)
Pinderfields
G18 (ante/postnatal), G28 (plastics)
Pontefract
Elective Orthopaedic Suite, Medicine Unit
Actual registered nurse/midwife staffing levels 2 or more less than planned levels for over 5% of all shifts
Site
Ward
Dewsbury
AAU, ICU, Short Stay, Critical Care, W5 (elderly), W14 (female surgery)
Pinderfields
ACU (respiratory), Burns Unit, G12 (orthopaedic), ICU, G34 (gynae/urology), G41 (elderly), G42 (elderly), A1 (general medicine),
Pontefract
none
In some instances the number of patients on the ward or level of acuity means that it is appropriate that the actual staffing levels do not meet planned levels, allowing for
staff to be deployed to other wards. No information is currently available to explain these shortfalls, but will be from August onwards.
SWYPFT
SWYPFT has published data showing the total number of planned versus actual hours worked by registered nurses and health care assistants on each ward for all day and
night shifts in the month. There is no information provided on an individual shift basis currently or exception reporting for wards which have more than 22% of their
contracted staff unavailable.
A number of wards appeared to be staffed above planned levels and most wards staffed in line with or close to planned levels.
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Patient Safety Ratings
Patient safety ratings were published on the NHS Choices website for the first time on 24 June 2014. Listed below is how MYHT and SWYPFT sites are rated on the website.
Hospital site

Infection control and
cleanliness

CQC national
standards
Some standards not
met
Some standards not
met

Dewsbury (MYHT)

Ok as expected

Pinderfields (MYHT)

OK as expected

Pontefract (MYHT)

Among the best

All standards met

Fieldhead (SWYPFT)

Data not available

Some standards not
met

Recommended by
staff

Safe staffing

Patients assessed for
blood clots

NHS England Patient
Safety notices

95.60% of patients
assessed

 Good ‐ All alerts
signed off where
deadline has passed

Data not available

 Good ‐ All alerts
signed off where
deadline has passed

Open and honest
culture

91% of planned level
! Among the worst
with a value of 39.57%

92% of planned level
115%
of planned level

Data not published,
SWYPFT achieved 68%

105% of planned level

! Among the worst

Data not available

CQC national standards
- The CQC will be inspecting MYHT in July 2014. The CQC lifted 1 warning notice which was in place following their previous inspection in May 2013. At Dewsbury the
CQC identified 3 areas where action was needed. Care & welfare and staffing were judged to be having a moderate impact. Assessing and monitoring the quality of
service provision was the other area, which was having a minor impact. Record keeping at Pinderfields was the single area in which action was required, this was
having a minor impact.
- The CQC identified 2 areas in which action was needed when they last inspected SWYPFT in July and August 2013. These were safeguarding people who use
services from abuse, which was having a minor impact. The other area was safety and suitability of premises, which the CQC judged to have a moderate impact.
Recommended by staff
- The NHS Staff survey results have been reported on previously in this report and the action MYHT is taking to address these concerns.
Open and honest culture
- This is a new indicator. It takes into consideration the CQC’s Intelligent Monitoring reporting for potential underreporting of incidents reported compared to similar
organisations, including potential under‐reporting of patient safety incidents causing death, severe harm and no harm. It also looks at organisational commitment
to monthly reporting of incidents to the National Reporting and Learning System (NRLS) between 1 April 2013 – 30 September 2013 and the percentage of staff
who report their organisations’ procedures and responses to incident reports are fair and effective in the NHS Staff Survey.
- MYHT has been graded as one of the worst 29 trusts for open and honest culture for the following reasons:
o In the CQC’s March Intelligent Monitoring report MYHT was placed at elevated risk for the proportion of reported patient safety incidents that are harmful. In
May 2014 MYHT reported that 54.8% of incidents were harmful (low harm, moderate, severe) against the CQC target of <29%.
o MYHT was rated as one of the worst performing 20% of trusts for the fairness and effectiveness of incident reporting procedures in the 2013 NHS Staff Survey.
‐
Although SWYPFT was not given an open and honest rating, the Trust achieved 3.5/5 in the 2013 NHS Staff Survey for the fairness of incident reporting procedures,
above the national average. SWYPFT reported a greater a greater % of incidents on NRLS causing no harm and severe harm compared to the national average.
SWYPFT’s overall incident reporting rate is in line with the national average.
Action:
- MYHT has undertaken a review of incident classification in 2013/14 and identified a number of incidents graded as low harm were no harm. Two contributing
factors were identified as caution on the part of those logging incidents and incidents being graded on potential harm, not actual harm.
- Grading descriptions / definitions have been added to the Datix system to enable reference when recording and reporting of incidents is being completed.

CQC Intelligent Monitoring – MYHT July 2014
Intelligent Monitoring includes up to 150 core indicators that relate to the five key questions the CQC will ask of all services – are they safe, effective, caring, responsive and
well led. Organisations are grouped into 6 bands based on the risk that people may not be receiving safe, effective, high quality care ‐ with band 1 being the highest risk
and band 6 the lowest.
-

The CQC has not placed MYHT in a risk band as they
inspected the Trust in July 2014.
The latest intelligent monitoring assessed 95
indicators for MYHT, compared to 91 in March.
There has been a reduction in the number of
indicators flagged as an elevated risk.
4 measures relate to the annual NHS Staff Survey, so
these will continue to be classed as risks until the 2014
survey results are published.

Risk summary
Number of indicators
Risk
Elevated risk
Overall risk score (number of risks) + (number of elevated risks x2)
Maximum risk score (if flagged as elevated risk for every indicator)
National banding (1‐high/ 6‐low)

Measure

Oct 13

Oct 13
76
4
2
8
164
3

Mar 14
91
4
6
16
182
1

Mar 14

July 14
95
4
5
14
192
‐

Trend
↔
↓
↓
‐

July 14

NHS Staff Survey‐ Percentage of staff who would recommend the trust as a place to work or receive treatment
Whistle Blowing alerts
NHS Staff Survey‐ KF21.% reporting good communication between senior management and staff
Composite risk rating of ESR items relating to staff turnover
Composite risk rating of ESR items relating to staff stability
Proportion of reported patient safety incidents that are harmful
Composite indicator: Emergency readmissions following an elective admission
NHS Staff Survey: KF9‐ The proportion of staff reported receiving support from immediate managers
Never event incidence
NHS Staff Survey: KF15‐ The proportion of staff who stated that the incident reporting procedure was fair and effective
PROMs EQ5‐5D score: Groin Hernia Surgery
SSNAP Domain 2: overall team centred rating score for key stroke unit indicator (01 Oct 13 – 31 Dec 13)
Key

No evidence of risk

Risk

Elevated risk

Not included

Action:
- Stroke: MYHT’s Stroke Action Plan is reviewed regularly at MYHT Executive Quality Board, WCCG are working in partnership with the Trust on a separate stroke
pathway audit. The SSNAP results for January 2014 – March 2014 will show an improvement in performance.
- NHS Staff Survey: The Trust’s action plan has been detailed previously in this report.
- Emergency readmissions: An exception report on this indicator is detailed later in this report.
- PROMs: This will be discussed at the MYHT Executive Quality Board on 21 August 2014.
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Friends and Family Test: A&E and Inpatient – May 2014
The Friends and Family Test (FFT) asks patients whether they would recommend the NHS service they have received to friends and family who need similar treatment or care.
The FFT score is calculated using the proportion of patients who are extremely likely to recommend minus those who would not recommend or indifferent.
Inpatient

A&E (patients discharged from A&E only)
100
90
80
70
60
50
40
30
20
10
0

100
90
80
National response rate %
70
MYHT FFT Score
60
50
National FFT Score
40
30
MYHT extremely likely and
20
likely responses %
10
National extremely likely and
0
likely responses %

MYHT response rate %

MYHT response rate %

Nov‐13 Dec‐13 Jan‐14 Feb‐14 Mar‐14 Apr‐14 May‐14

National response rate %
MYHT FFT Score
National FFT Score

Nov‐13 Dec‐13 Jan‐14 Feb‐14 Mar‐14 Apr‐14 May‐14

Key Messages
- Only 7 of the 200 A&E sites nationally collected more FFT responses than Dewsbury A&E in May 2014.
- A&E at Pinderfields has not achieved a response of greater than 20% since August 2013.
- Patient satisfaction with MYHT A&E continues to be better than the national average.
- 94.39% of patients in the May FFT would recommend MYHT. This figure has remained consistent since the introduction of FFT.
- The inpatient response rate of 34.11% is the highest response rate achieved in 2014.
- 22% of all patients who would not recommend their inpatient ward were on Ward 14 (female surgery) at Dewsbury.
- 16 inpatient wards at MYHT all had response rates of below 40% and at least 10 eligible patients in May 2014.
DDH: W2 (20%), W4 (14%), W5 (31%), W6 (30%), W10 (17%), W14 (29%), W15 (20%)
PGH: A2 (38%), G4 (35%), G20 (28%), G21 (38%), G31b (36%), G33 (23%), G34 (16%), G41 (3%), G44 (39%)
FFT Scores by site and ward (minimum 5 responses)
The wards with the highest FFT scores were;
 DDH HDU/20: 100 (0)
 DDH CCU: 94 (5)
 PGH G29: 94 (5)
 PGH G21: 90 (8)
The wards with the lowest FFT scores were;
 DDH W2:38 (2)
 DDH W15: 46 (1)
 DDH W14: 40 (6)
 DDH W6: 56 (5)



PGI Elective Orthopaedic: 91 (8)



PGH G33: 56 (4)

Number inside brackets indicates number of occasions the ward has featured in the same category in the previous reports for which the same analysis was undertaken

Action
‐ G33 was identified as an area of concern at June’s Quality Intelligence Group. Healthwatch have since undertaken an Enter and View visit.
‐ W14 and W15 were visited in May on Patient Safety Walkabouts. Patients reported mixed experiences on both wards.
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MYHT extremely likely and
likely responses %
National extremely likely
and likely responses %

Friends and Family Test: Maternity – May 2014
NHS England published maternity Friends and Family Test data for the first time on 30 January 2013. Each woman is asked up to four FFT questions.
MYHT Maternity FFT Response Rate %
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MYHT Maternity FFT Score

Posnatal community service
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Key messages
- Trusts are expected to achieve an overall response rate of 15.00%. MYHT achieved a combined response rate of 20.42% in May, the highest response rate achieved
so far.
From a combined total of 420 responses 2 women would not recommend MYHT maternity services:
o Both were unlikely to recommend the delivery ward at Pinderfields
- MYHT has commissioned an external review of maternity services in response to a number of serious incidents which have been reported recently.
- The antenatal FFT score increased to 64 in June from 55 in May. This is closer to the national average of 67.
- The postnatal community response rate dropped to 7.79%. The national response rate was 13.47%.
- The national FFT should be interpreted with caution. Some trusts use multiple methods to capture a response such as a postcard and SMS. In some cases this
results in duplicate responses being included.
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CQC Reviews – Care Homes
Outcomes

Provider
Snapethorpe Hall
Date of Inspection
05 June 2014
Review Type
Routine unannounced inspection
Link to Report
Snapethorpe Hall
CQC history: 13 February 2014 ‐ 02 May 2013 ‐ 07 November 2012
Provider
Fairburn Chase
Date of Inspection
1 July 2014
Review Type
Routine unannounced inspection
Fairburn
Link to Report
CQC history:
12 March 2014 – inspection to check improvements made
9, 10 October 2013, routine inspection

Provider
The Grove Care Home, Knottingley
Date of Inspection
8 April 2014
Review Type
Routine unannounced inspection
Link to Report
The Grove
CQC history: 13 April 2013 – routine inspection
20 June 2012 – routine inspection
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Care and welfare of people who use services
Meeting nutritional needs
Management of medicines
Staffing
Outcomes
Consent to care and treatment
Care and welfare of people who use services
Cooperating with other providers
Supporting workers
Assessing and monitoring the quality of service provision
Records

Respecting and involving people who use services
Care and welfare of people who use services
Safeguarding people who use services from abuse
Cleanliness and infection control
Staffing
Assessing and monitoring the quality of service provision
Records
Outcomes
Care and welfare of people who use services
Meeting nutritional needs
Safeguarding people who use services from abuse
Supporting workers
Assessing and monitoring the quality of service provision
Records

Provider
Roop Cottage
Date of Inspection
18 July 2013
Review Type
Inspection to check if improvements made
Link to Report
Roop Cottage
CQC history:
22 August 2013 – inspection to check improvements made
31 May 2012 ‐ inspection to check improvements made

Outcomes
Care and welfare of people who use services
Meeting nutritional needs
Safeguarding people who use services from abuse
Supporting workers
Assessing and monitoring the quality of service provision
Records

Previous
Not Met
Not Met
Not Met
Not Met

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant
Action needed, minor impact

Outcomes

Provider
Langtree Park, Castleford
Date of Inspection
13 May 2014
Review Type
Inspection to check if improvements made
Langtree
Link to Report
CQC history:
16, 17 January 2014 – inspection to check improvements made
4 June 2013 – inspection to check improvements made

Current Status
Compliant
Compliant
Compliant
Compliant

Previous
Not assessed
Compliant
Not assessed
Not assessed
Compliant
Not assessed

Current Status
Action needed, minor impact
Compliant
Compliant
Action needed, moderate impact
Action needed, minor impact
Action needed, moderate impact
Action needed, minor impact

Current Status
Action needed, moderate impact
Compliant
Action needed, minor impact
Compliant
Compliant
Action needed, moderate impact

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant
Compliant

Previous
Compliant
Compliant
Not assessed
Not assessed
Compliant
Compliant
Not assessed

Previous
Enforcement action
Not assessed
Not assessed
Enforcement action
Not assessed
Not assessed

Previous
Compliant
Compliant
Compliant
Action needed, moderate impact
Action needed, moderate impact
Compliant

CQC Reviews – King Street
Provider
Local Care Direct,
Date of Inspection
Follow up assessment undertaken without visit
Link to Report
King Street
CQC history:
5 June 2013 – routine announced inspection

Outcomes

Supporting workers

Current Status
Compliant

Previous
Action needed, minor impact

On a previous inspection the CQC found that the arrangements which the provider had in place regarding the governance and audit of professional training meant there
was a risk that inappropriate care could be provided.
Mandatory training is now a monthly action for managers. Local Care Direct has made this an internal key performance indicator that is required to be reported to Directors
monthly.

CQC Reviews – GP Practice
Provider
Prospect Surgery, Ossett
Date of
Follow up assessment undertaken without visit
Inspection
Link to Report
Prospect Surgery
CQC history: 17 October 2013

Outcomes
Safeguarding people who use
services from abuse

Current Status

Previous

Compliant

Action needed, minor impact

The CQC did not revisit Prospect Surgery as part of this review because Prospect Surgery were able to demonstrate that they were meeting the standards without the need
for a visit.

Healthwatch – Enter your view visit – Gate 33
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CQC Ambulance survey of ‘Hear and Treat’ callers
This CQC survey looked at people's views of ‘Hear and Treat’ services who contacted the service in December 2013 and January 2014. Hear and treat is a 999 service in
which trained call handlers give medical advice over the telephone to avoid ambulances and paramedics being sent out when they are not needed.
Questions are grouped under 4 categories.
Summary of results

Patient survey
The call handler
The clinical advisor (answered by only those who spoke to a second person)
Outcome
Overall

Patient response score

Compared with other trusts

9.0 / 10
8.4 / 10
8.1 / 10
9.1 / 10

Above
Average
Average
Above

Key messages
- Overall YAS has performed very well in this survey.
- Of the 25 questions, YAS achieved a score of 8 / 10 or better for 23 of the questions.
- The 2 questions for which YAS achieved a score of less than 8 were:
o The clinical advisor ‐ explanations: The ambulance service explained why an ambulance would not be sent on this occasion (7 / 10)
o Outcome – explanations: The ambulance service explained why an ambulance would not be sent on this occasion (those that did not receive an
ambulance, and only spoke to one person) ‐ (6/10)
- These questions relate to the same issue. YAS performance is in line with national performance. Scores might be lower for these questions nationally as patients
may have an expectation that they will get an ambulance.
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CQC – GP practice inspection
Background:
In December 2013 the CQC announced details about their plans to inspect all GP practices and out‐of‐hours providers by April 2016. The CQC now asks 5 key questions of
the services they inspect ‐ 1. Are they safe? 2. Are they effective? 3. Are they caring? 4. Are they responsive? 5. Are they well led?
The CQC are currently piloting the inspection process and chose Wakefield as the third pilot area for the North of England. During two weeks in July 11 GP practices were
subject to an announced inspection.
Pre‐inspection:
- The 11 practices were given two weeks’ notice of their inspection.
- A pre‐inspection data pack was produced by the CQC and shared with the CCG.
- A meeting was held with the CCG on 30 June 2014 to discuss local intelligence in relation to the pre‐inspection data pack with a similar meeting held with NHS England
(West Yorkshire). Healthwatch Wakefield was also contacted for information.
- The CQC held a public listening event on 14 July 2014 for members of the public to share experiences of the services and care provided by local Wakefield GPs, as well as
MYHT.
- Patients at the selected practices were encouraged to share their experience of care through questionnaires at the practice.
Inspection:
- Inspection teams comprised of an inspector, GP, a practice manager (where possible), and expert by experience (service user).
- Practices were able to submit documentation prior to their inspection.
Feedback:
- Initial feedback was given to each practice on the day of the inspection.
- Practices reported receiving positive feedback including Network Development Framework, work with local care homes, significant event reporting, being well‐led, good
patient feedback, safeguarding, sensory impairment work, and multiagency working.
- More negative feedback included cleaning standards, identification and support for carers, review of medication monitoring policies, recording verbal complaints, and
recruitment checks,
Post‐inspection:
- As part of the pilot the reports will go through an extended quality assurance process, and will be published later this year.
- The CQC will start rating GP practices from October 2014, so these 11 practices will not be rated.
- The inspection feedback and process will be discussed at the Practice Managers quarterly meeting on 7 August 2014.
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CQC – MYHT inspection
Background:
In September 2013 the CQC changed its hospital inspection regime. The CQC now asks 5 key questions of the services they inspect ‐ 1. Are they safe? 2. Are they effective?
3. Are they caring? 4. Are they responsive? 5. Are they well led? They will always inspect the following areas:‐ Accident & Emergency; Medical care (including older people’s
care); Surgery; Intensive/Critical Care; Children’s care; Maternity & family planning; End of life care; and Outpatients.
The new inspection process is announced, lasts several days and features larger inspection panels; public listening events; and staff focus groups and interviews. The CQC
can then undertake unannounced visits within 14 days following the full inspection to specific areas.
MYHT were inspected between 15 – 18 July 2014, and the inspection included community services as well as hospital‐based services.
Pre‐inspection:
- A pre‐inspection document pack was produced by MYHT and submitted to the CQC. They also produced briefing packs for staff and held staff briefings to support their
preparations.
- Healthwatch Wakefield and Kirklees, NHS England (West Yorkshire) and Wakefield and North Kirklees CCGs were asked to provide relevant information to the CQC. A
joint response for the two CCGs was produced and submitted to the CQC.
- The CQC held a public listening event on 14 July 2014 for members of the public to share experiences of the services and care provided by MYHT.
Feedback:
- Initial verbal feedback was given to MYHT on Friday 18 July 2014.
- There was positive feedback on critical care, A&E, paediatrics, community services and women’s services.
- There were some concerns about two ward areas and actions taken by MYHT have been shared with the CQC.
- An update on the visit was provided to MYHT Executive Quality Board on 24 July 2014.
Post‐inspection:
- The inspection report and associated rating (Outstanding; Good; Requires improvement; Inadequate) will be published in the next couple of months.
- On the evening of Sunday 27 July inspectors arrived unannounced at Pinderfields and Dewsbury. They observed ward shift handovers, and attended the evening bed
meeting. Limited feedback was given to the Clinical Site Managers, with two patient‐specific issues identified at Pinderfields. A response on both these has been
submitted to the CQC.
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Deep Dives

Attlee Court Walkabout
Background: A joint assurance visit to Attlee Court was undertaken on 1 June 2014 due to concerns identified in previous CQC inspections and visits by the CCG and local
authority. A small team from Wakefield CCG and Wakefield Council visited the home to undertake the following:
-

Observe interactions between staff and residents
Assess whether the environment was safe, clean and a nice place to live in.
Talk to residents about their care and overall views on the home
Ask staff about their views of working in the home and how well they feel the home is being managed under the new leadership team.
Interview visitors about the care their relative/friend is receiving and ascertain any concerns

When the visit took place an area manager was running the home following the departure of the previous manager. A new manager had been appointed and was due to
start in post on 16 June 2014. 3 members of staff had left the home at a similar time, which had impacted on staffing levels.
Areas of good practice
-

Staff gave a lot of positive feedback regarding the impact the new manager was having on the running of the nursing home. Staff morale, attitudes and work ethics
have improved
There were more activities available for residents to partake in.
Staff said they are getting more time to spend with residents on a 1:1 basis as well as doing group activities.
Music was being played throughout the home including the lounge area and in the dining area at breakfast time, residents seemed to enjoy this and meal times
remained calm and organised.
Residents stated that they were happy at Atlee Court and enjoyed their time there
Residents praised staff who were very helpful, friendly, always smiled and good at their jobs.
Overall visitors were happy leaving relatives in the nursing home and pleased with care they received. They had not seen any problems whilst visiting but did say
that they’d noticed staff rushing around.
Staff mentioned that they had recently attended extra training which they had found helpful and refreshing.

Areas for improvement
-

Staffing levels needs to increase, although staff were pulling together effectively to cover vacancies.
Quality of documentation.

Feedback was given to the operational manager at the end of the visit.
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Assurance
Information
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Not Applicable

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation (s):
It is recommended that the Governing Body receive and note the contents of the report.
The report has been presented in an updated format this month, to improve clarity of issues and risks.
Executive Summary:
The Month 4 Finance Report provides a year to date position as at 31st July 2014.
The CCG has a year to date surplus of £2,210k, £42k ahead of plan. Activity information for May has now been
received.
All key performance targets are green, with the exception of recurring full year QIPP delivery and year to date
activity trends (YTD and FY forecast), all of which are showing red.
This month’s Key Focus Area is on NHS Property Services.
Link to overarching principles
Citizen Participation and Engagement

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

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

Not applicable

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

Not applicable

Not applicable

Presented at Integrated Governance Committee on 21st August 2014.

Reference document(s) /
enclosures:

Month 4 Finance Report. Data previously shown as Appendices are now
included in the main body of the new style report.

Risk Assessment:

Section 8 of the paper gives details of the financial risks including mitigation.

Finance/ resource implications:

Not applicable
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1. Exeecutive Su
ummary


Key financiial headline
e position
Annual budgget
A
£000
Surplus





FOT
0
£000

05
6,50

6
6,505

w
overall resource
Managing within

472,99
97

466
6,492

Managing ru
unning cost allowance
a

8,560

8
8,160

Activity Daata Available Month
Mid Yorkshire Hospitals NHS Trust

‐

Month 2 Fre
eeze Month 3 Flex

Other NHS Trusts
T

‐

Month 2 tra
ading reportss

Quality, Inn
novation, Productivity
P
y and Preve
ention (QIPP)
nt of £4m aggainst a phased budget of £3.6m. Forrecast £14m,, however
Year to datee achievemen
£3.5m of thee forecast is non‐recurreent.



Non‐Recurrent
ocated and scchemes idenntified equate
e to £18.9m. In Month 5 a thorough review will
Funding allo
be carried out to identifyy if any slipppage will occu
ur.
s awaiting allocations oof £2.5m for Operational resilience aand £3.9m fo
or Referral to
o
The CCG is still
Treatment Standards.
S
(1
18 weeks targget)



Overall possition
Acute
Overtrade on
o Mid Yorkshire Hospita ls Trust (MYHT) of £241kk but adjusteed by penalties and
challenges of
o £400k therrefore showiing £159k un
ndertrade. Th
he position iss adjusted fo
or the risk
share agreem
ment emergency care annd outpatien
nts. The pena
alties mainly relate to Referral to
Treatment (RTT) perform
mance. (18 w
weeks target))
Overtrade on
o Leeds Teacching Hospittals Trust (LTTHT) of £476kk due to incrreased activitty on critical
care. Month
h 1 & 2 includ
des 4 patientts with very long stays off between 188 and 45 dayys, the
average stayy being 7 dayys.
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Yorkshire Ambulance
A
Services (YYAS)
YAS is overtrrading at 4.1
1% equating tto £165k.This is due to an increase inn red category demand.
The West Yo
orkshire Conttract Managgement Board
d are investigating the reeasons for in
ncrease in
this categoryy. There is allso an increaase in deman
nd on the 111
1 service whhich appears to have a
direct impacct on YAS calls

Continuingg Care
Overspend on
o Children’ss Complex Caare due to in
ncrease in nu
umber of casses and comp
plexity of
cases resultiing in increassing costs. Thhe CCG is currently looking at trend ddata and ind
dividual
package cossts to be able
e to make acccurate plann
ning assumpttions in futurre months. A review by
the Children
ns Commissio
oning team iss looking at identifying where
w
efficie ncies may be
e realised.
Mental Health
Currently un
nderspendingg on Leeds a nd York Parttnership NHS
S Foundationn Trust cost per
p case
contract. All other Menttal Health co ntracts are block
b
and the
erefore breaakeven.

Running Co
osts
Underspend
d £232k to da
ate. £113k haas been iden
ntified as QIP
PP from savinngs on NHS Property
P
Services (NH
HSPS) costs. The
T remaindder is made up
u of underspends on pa y and underspends on
organisation
nal developm
ment non‐payy budget.
Risks
A detailed analysis of risks and oppoortunities is included in se
ection 8
The main rissks are





Overtrades on acute contraccts
Additional chargges from NHSSPS
Und
der achievem
ment of QIPP
Increased costs of continuin g health care
e packages

Pagee 4 of 17

2. Fin
nance and Activity Dashboard
D
ds & Tren
nds
G key financia
al performannce indicatorrs are detaile
ed below:
NHS Waakefield CCG
Financial Peerformance
No.

Inddicator

RAG Measure

RAG ‐ Month
4 3 2

Value

1

Underlying recurrent
r
surplus

Green: >= 2% Amber/Green: 1‐1.99%
Amber Red: 0‐0.99% Redd: <0%



Exit leveel >2% of total CCG
G allocation

2

Surplus ‐ year too date performancce
(variance to plann as % of allocation)

Green: <= 0.1%
0
Amber/Greenn: <=0.25%
Amber/Red: <0.5% Red: >=0.5%
>



Variancee to Plan marginally favourable
at Month 4

3

Surplus ‐ Full yearr (forecast variancee to
plan as % of allocation)

Green: <= 0.1%
0
Amber/Greenn: <=0.25%
Amber/Red: <0.5% Red: >=0.5%
>



Variance to Plan = 0 esttimated at
Month 4

4

Management of 2.5%
2
NR funds witthin
agreedd processes

Green=Yes Red=Noo



5

QIPP ‐ year to date delivery



6a

QIPP ‐ full yeaar in‐year forecast

Green: >= 955% of plan Amberr: >=95% of
plan Red: <75% of plaan
Green: >= 955% of plan Amberr: >=95% of
plan Red: <75% of plaan

6b

Recurring full year QIPP deliveryy

Green: >= 955% of plan Amberr: >=95% of
plan Red: <75% of plaan



7

Activity trends ‐ year to date

8

Activity trends ‐ full year forecastt

9

Runnning costs

Greeen: <= RCA Red: >R
RCA

Clear identificattion of risks againsst
financial deliveery and mitigationss

10

11

12

Assessment of internal and externnal
audit opinion annd on timeliness annd
qualityy of returns
Balance sheet indicators
i
including
performance agaiinst planned cash limit
and BPPC performance.

Green: <1001% of plan Ambeer/Green:
<102% of plan Amber/Red: <103%
<
of
plan Red: >=103% of plan
p
Green: <1001% of plan Ambeer/Green:
<102% of plan Amber/Red: <103%
<
of



YTD
D spend of £2.0m on‐going
o
submission against monitooring returns
to NHSE
Phased QIPP plan YTD
D £3.7m.
A
Achievement
£4.0m
m YTD
QIPP plan
p £14m. FOT £144m incl NR
£3.5m
Fo recast full year reccurrent
achievvement £10.5m agaainst £14m
target



5% o vertrade on MYHTT month 2
activity




As above
£2232k underspend too date

Green: Indicator met inn full
Amber/Green: Indicator parttially met
limited unncovered risk Ambber/Red:
Indicatoor partially met maaterial
uncovered risk Red: Indicatoor not met



All rissks identified with value
v
and
mitigation

Based on
o assessment of returns
r



No mattters arising as part of year‐end
audit regarding quality orr timeliness

BPPC: Greeen 95% of invoices to be paid
within 30 days



Cash at bank: £382k held at 31st July.
BPPC: 96% of invoices paid by number
a 100% paid by value.
and
v

NOTTE: • Not reportted

HSE) prior too the start of the
NHS Waakefield CCG is notified of its allocatioon from NHSS England (NH
year. Ad
djustments to
o allocationss can be madde throughou
ut the year but the only aadjustment during
d
July wass for Offendeer Health revvenue (£544kk).
Anticipaated future adjustments are
a for, cyto logy screening, Angel Lodge asylum sseekers, Kingg Street
Walk‐In Centre and other service
es where theere is an overlap with spe
ecialist servicces which was not
d recurrentlyy in the baseline e.g. vasccular services.
adjusted
will also be a non‐recurren
n
nt allocationn during quarrter 2 for system resiliencce. This will form 2
There w
parts: urrgent care fu
unding and RTT
R improvem
ment.
derlying recurrent surpluss is less thann plan due to
o the £3.5m non–recurren
n
The und
nt transfer to QIPP.
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Total
457,483
8,560
5,505
471,548
905
472,453
544
472,997

14/15 Opening
O
Programme Alloccations
14/15 Running
R
Cost Allocation
14/15 Non‐recurren
N
nt b/f surplus
Total Alllocation at 30th
3
April an
nd 31st May 2014
GP IT alllocation
Total Avvailable Reso
ources 30th June
J
2014
Offendeer Health
Total Avvailable Reso
ources 31st July
J
2014

An analyysis of the high level budget headingss and financial performance is providded in the table
below:

Provider

Mental Heallth
Mid Yorkshirre Hospitals
Acute NHS
Other Acutee
Prescribing
Primary Caree and Out of Hours
Continuing Care
C & Free Nursingg Care
Community Services
Other
GP IT
QIPP
Contingencyy
Non Recurreent resources
Programmee Allocation ( Exc Pllanned Surplus )
Running Cossts
Total

14 / 15
Total Allocatioon

Opening
Budget
Channge in Forecast Change in
Annual Budget to Expendituree Variance
agreed by Change
Variaance year end forecast year
to Date
Budget Date
to date
Governing
to Date
D
Variance end
e Variance
Body
£'000
£'0000
38,521 3,7555
220,311 ‐12,107
27,917 ‐1400
30,942
7288
63,585 ‐2,0000
4,267
1,9665
28,762 ‐5466
27,140 4,6884
8,788
9044
0
9055
‐14,000 11,8443
2,380
0
18,869 ‐9,5440
457,483 4500
8,560
0
466,043 4500

5,505
471,548

£'000
42,275
208,205
27,777
31,670
61,585
6,232
28,216
31,824
9,692
905
‐2,157
2,380
9,329
457,932
8,560
466,492

£'0000
14,0092
69,4402
9,2259
10,5557
20,5528
2,0077
9,4405
10,6608
3,2231
3002
‐7119
7993
3,1110
152,644
2,8853
155,497

£'000
14,113
69,243
10,058
10,056
20,500
2,064
9,481
10,599
3,102
302
‐586
793
3,110
152,834
2,621
155,455

£'000
22
‐159
799
‐501
‐29
‐13
75
‐9
‐129
0
133
0
0
190
‐232
‐42

1,0000 6,505 2,1168
1,4550 472,997 157,666

0
155,455

‐2,168
‐2,210
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£'000
52
0
658
‐931
1
43
206
61
15
0
400
0
0
506
‐506
0





















‐6,505
‐6,505




Mid‐Yorrkshire Hosp
pitals Trust (M
MYHT)
Month 3 flex data haas been rece
eived but it a ppears that there is a levvel of uncodeed data so th
he
forecastts have been calculated using
u
month 2 freeze. The position is adjusted forr risk share
arrangem
ments on em
mergency carre and outpaatients’ activity.
The CCG
G is anticipating a low levvel of challennges back to the Trust; th
his is approxi mating £40kk to
date. Th
he level of peenalties is run
nning at circaa £100k per month which relates maainly to Referrral to
Treatmeent performaance.
There arre undertrad
des on critica
al care and noon‐elective activity
a
but offset
o
by oveer trades on
diagnosttics activity.
Other N
NHS Trusts
The leveel of activity in critical carre at LTHT att the end of month 2 is much
m
higher tthan anticipated.
This is due to 4 patieents in month 1 and 2 staaying 45, 33,, 22 and 18 days
d
respectiively. The average
length o
of stay is usuaally 7 days. However theere are unde
ertrades on critical
c
care aactivity in oth
her NHS
contractts which offsset this position.
There arre currently under‐trades on Sheffiel d Teaching Hospital
H
whicch relates too elective inp
patients
and critiical care. Barrnsley Found
dation Trust iis under‐trad
ding on traum
ma and Intennsive Therap
py Unit.
Doncastter and Basseetlaw Foundation Trust iss under‐trad
ding on non‐e
elective. Theere are otherr minor
under trrades on other lines.

AQP (An
ny Qualified Provider)
This year the CCG aw
warded AQP contracts onn Endoscopyy and Ophtha
almic servicees. In previou
us years
AQP con
ntracts were set up for Ultrasound, A
Audiology and MRI. There
e are currenttly over‐spen
nds on
the AQP
P contracts. The
T CCG are investigatingg this cost sh
hift to undersstand whethher activity has
decreaseed within NH
HS trusts for these servicces.
Prescrib
bing
Data hass been receivved for montth 2. Using t his data and applying pro
ofiles publishhed by NHS Business
Servicess Authority (N
NHSBSA) the
ere would bee an under‐sp
pend to date
e and at yearr end. Howevver due
to the vo
olatility of daata in 13/14 the CCG aree treating this initial profiling as indicaative and are
e
reportin
ng a breakeveen position. NHSBSA doees not publish forecasts until
u
month 33.
Using 133/14 expenditure information againsst 14/15 the CCG
C level of growth is att ‐ 2%.
The bud
dgets were up
plifted by 6%
% and then ££2m QIPP app
plied giving a net positio n of 2.75%
Scriptsw
witch and thee work done by pharmacyy technicians are continu
uing to produuce efficienccies.
Continuing Care
In May 114 the Contin
nuing Care administratioon and clinicaal team were
e transferredd to the
Commisssioning Supp
port Unit (CSSU). The trannsfer of the service will se
ee the introdduction of im
mproved
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processees for implem
menting quality and efficciencies in ho
ow packagess are assesse d.
Howeveer Childrens Complex
C
Carre remains w
with the CCG. The number of childrenn accessing th
his
service iis increasing and the com
mplexity of caare need is becoming
b
gre
eater. The teeam are revie
ewing
the proccesses and arre identifyingg where efficciencies mayy be realised.
Runningg Costs
£113k has been iden
ntified as QIP
PP from savinngs on NHSP
PS. The remainder is madde up of unde
erspends on
ds on organissational deveelopment no
on‐pay budge
et.
pay and underspend
There arre other minor non‐pay underspends
u
s.
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MYHT Eme
ergency Admissio
ons

MYHT A & E

DA
ASHBOARD
D
MYHT Outpatient

MYHT Outpatient FUP
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GP Practice Expen
nditure
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3. Month
hly Key Fo
ocus Area ‐ NHS Pro
operty Serrvices
ound
Backgro
mary Care Truusts (PCTs) were
w
On 1st April 2013 all properties that had beloonged to the former Prim
C
H
Health Partne
erships (CHP
P).
transferred to eitherr NHSPS or Community
w owners were based on the type of pproperties owned by PCT
T’s, i.e. whollly owned, Lo
ocal
The new
Improveement Financce Trust (LIFT
T) buildings eetc. Assets of
o the formerr Wakefield PPCT were wh
holly
owned aand thereforre transferred to NHSPS.
The CCG
G does not haave a relationship with CCHP.
CG’s was thee amount thaat had origina
ally been ideentified in PC
CT
In 13/144 the value charged to CC
baselinee returns, forr the CCG this was £1,2755k. Howeverr in 14/15 the
e costs and rrecharges ha
ave been
recalculaated and CCG
G’s are chargged based onn the space occupied.
o
Wakefield CC
CG Charge White
W
Rose Hoouse
14/15 W

Outstan
nding Issues
There is currently an
n ongoing isssue regardingg which orgaanisation is re
esponsible foor any void spaces
s
in
HSPS.
propertiies that transsferred to NH
Currentlly there is no
ot a written agreement
a
ooutlining whe
ere responsib
bility lies butt there was an
a
original proposal to support NHSSPS in the firrst 2 years off trading. The
e West Yorksshire Area Te
eam
nating on thiss issue to agrree a commo
on principle.
(WYAT) are co‐ordin
re
3
main
iss
ues:
There ar
1. Charges for void space before
b
1st Ap ril 2013
The CCG havve reflected a potential ccharge in the
e year‐end po
osition
st
2. Charge for spaces that became
b
void after 1 Aprril 2013
The CCG doees not believve it is liable for this cost
3. Increased ch
harge for new
w developmeents
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4. Running Cossts
In month 4 the CCG is under‐spe
ending on runnning costs. This is partlyy due to vacaancies at the
e
beginnin
ng of the yeaar.
In 2014//15 the CCG needs to mo
ove towards making a 10
0% reduction in running ccosts for 201
15/16.
£400k has been iden
ntified for QIPP as part off a detailed budget
b
revie
ew relating too property co
ost
ons. Due to the reportingg constraints of the Integgrated Single Financial Ennvironment (ISFE)
reductio
and NHSSE this needss to be reporrted as an unnder‐spend on
o running co
osts rather t han reducingg the
budget. A correspon
nding over‐sp
pend on the QIPP line is therefore
t
inccluded.

5. Qu
uality, Inno
ovation, Productivi
P
ity and Prevention
In Month 4 QIPP relaating to Ophthalmology w
was transactted. The saviings are due to more pattients
being treeated in a co
ommunity se
etting.
It is important to point out that £3.5m
£
of thee achieved vaalue is non‐rrecurrent.
The tablle below sho
ows the value
e of each RAG
G rated cate
egory.

RA
AG
Red
Amberr
Green
Total

£ 000's
4,565
3,6
685
5,750
14,0
000
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QIPP Achievement 2014 / 15

Total
£ 000's

Tarrget QIPP Schemes

Phaseed Budget
£ 000's

YTD
£ 000' s

2014 / 2015
FOT
£ 000's

Variance
£ 000's

RAG
G
£ 0000's

2015 / 16 Plaanned
Recurrent Saavings
£ 000'ss

Budget Hoolder

Plaanned Care
Impproving outcomes, reducing variation & demandd
ENTT service / pathway trannsformation

Linda Drivver

50

6

0

‐6

Uroology Service pathway trransformation

Linda Drivver

65

22

22

0

Gynnaecology service / pathhway transformation

Linda Drivver

75

9

0

‐9

Gasstroenterology ‐ redesiggn FCP testing pathways

Linda Drivver

350

117

117

0

Optthalmology ‐ Single Poinnt of Access

Linda Drivver

225

75

93

18

Derrmatology ‐ utilisation of
o pathway

Linda Drivver

170

57

57

0

Com
mmunity cardiology patthway redesign
Codding enhancements / Loccal Tariff negotiations ‐ Therapy
Servvices and X Rays

Linda Drivver

80

10

0

‐10

2,400

800

835

35

Conntinuing Healthcare

Rosemary Davison

500

167

167

0

Ris k Sharingre : outpatientts

Matt Englaand

560

187

187

0

Matt Englaand

Urggent Care

‐

0

‐

0

‐
Pattient Transport Transforrmation

Jenny Feel ey

Ris k Share arrangements

Matt Englaand

Connveyance review with YAAS

Jenny Feel ey

50 Amberr
65 Amberr
75 Amberr
350 Amberr
225 Amberr
170 Amberr
80 Red

50
65
75
350
225
170
80

2,400 Green
500 Green
560 Green

2,400
500
560

0

210

25

1,840

613

200

24

‐25
613

0
‐24

210 Red
1,840 Green
200 Red

210
1,840
200

0
0

Corporate

0

Runnning costs reduction foor 15/16

Andrew Peepper / Jo Pollard

250

83

133

50

Revview contributions to poosts at other Organisati ons

Andrew Peepper / Jo Pollard

50

17

16

‐1

Revview tariff applications on other local agreements

Andrew Peepper / Jo Pollard

150

50

0

‐50

400 Green
50 Green
0 Red

250

2,000 Amberr
500 Red
50 Red

2,000

500 Amberr
250 Amberr

500

50
150

0

Priimary Care

0

Ma nage inflation through initiatives in primary caare

Joanne Fitzpatrick

2,000

667

d
arrangement
Ma nagement of excluded drugs

Joanne Fitzpatrick

500

167

‐167

Revview of diagnostics

Linda Drivver

50

6

‐6

667

0

500
50

0

Meental Health

0

Mental Health services trannsformation Scheme

0
0

Aliggning funding to servicee utilisation

Michele Ezzro

500

160

0

‐160

Servvice improvements of innpatient & rehab servicees
Prooductivity review of clinical psychology for aduults of a
worrking age

Michele Ezzro

250

30

0

‐30

subb total identified QIPP
Res triction of non‐recurrennt investment (formerly
uni dentified QIPP)

Linda Drivver

‐

2,,906 ‐

384

400

1
1,175

775

3,690

4,,081

391

10,475

3,290

3,525
14,000

Reccurrent Shortfall

0

250

0

10,475

3,525 Red
14,000

‐

1
10,475

0
1
10,475

3,525
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6. No
on‐Recurre
ent Fundin
ng Resourrce
d in the table
e in section 2 as some bu
udgets
Non‐Reccurrent planss include sevveral reservees as detailed
have been transacteed and includ
ded in other lines e.g. MYYHT non‐recu
urrent.
The CCG
G are anticipaating additio
onal allocatioons of £2,486
6k to supportt Operationaal Resilience and
£3,886k for improvin
ng Referral to Treatmentt standards. These are no
ot shown in tthe table below.
SUMMAR
RY OF NON‐REC
CURRENT SOUR
RCES AND APPLLICATION OF FU
UNDS

Project Leead

Mandy Sh
heffield
Liz Blythee
Gill Day
dler
Lisa Cand
Greg Connor
Jo Webstter
Michelle Ashbridge
Michelle Ashbridge
Jenny Feeeley
Andrew Pepper
P
Andrew Pepper
P
Andrew Pepper
P
Andrew Pepper
P
Laura Elli ott
Jo Webstter

Helen Childs
Helen Childs
Michele Ezro
E
Michele Ezro
E
Andrew Pepper
P
Jenny Feeeley
Helen Childs

Helen Childs
Helen Childs
Helen Childs

Helen Childs
Andrew Pepper
P
Simon Ro
owe

Project and Source of Funding
n‐recurrent
1.5% Non
Multi Agen
ncy Safeguardi ng Hub (MASH)
Outwood 7 day a week opening
o
Podiatry MYHT
M
Contract
Communitty Respiratory Services
Network Development
D
F
Framework
Additional Clinical Advisors (support)
d & Pontefract Rapid
R
Intervention Service (H
Hospices)
Wakefield
Electronic Palliative Caree Coordination System (EPaCC
CS)
ment
Emergency Care Investm
IT Initiativves ‐ MYHT
Reconfiguration Transitio
onal Costs
s
CHC legacyy Support risk share
Programm
me Managemen
nt Office
MYHT Urin
nary Catheter Training
T
Strategic Programme
P
Wo
ork
sub total 1.5%
1
Non Recurrrent
A
1%
Call to Action
Roll out off Integrated Care Teams by Neetwork
Proof of Concept Network 1,2 & 6) follo
owed by Netwo
orks 3,4,5 & 7
Integration and Health & Wellbeing witth WMDC
Mental Heealth ‐Liaison Psychiatry
Mental Heealth ‐ Support funding
MYHT Reseerve
Urgent Carre Practitioners
Service Im
mprovement Teeam
sub total Call
C to Action 1%
%
Non‐Elective Re‐admissionss
Gateway to
t Care
Optimisation of Systm‐one
GP Transport Service (Take home & Tucck up)
N ‐ Elective Re‐admissions
R
sub total Non
Em
mergency Thresshold adjustme
ent
Early Supp
port Discharge
Winter Preessures: MYHT
Winter Preessures: Other
sub total Emergency
E
Thre
eshold Adjustm
ment
Otther
To allocatiion surplus
Surplus drrawdown
Allocation
n to QIPP
sub total Other
F
Total Funding
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Annual
A
B
Budget
£ 000's

F
FOT
£ 000's
0

115
20
52
33
1,992
50
444
26
300
200
1,000
1,778
600
10
125
6,745

115
20
52
33
1,992
50
444
26
300
200
1,000
1,778
600
10
125
6,745

2,404

2,404

(1,600)
336
664
2,568
300
161
4,833

(1,600)
336
664
2,568
300
161
4,833

200
200
200
600

200
200
200
600

335
500
500
1,335

335
500
500
1,335

1,000
831
3,525
5,356
18,869

1,000
831
3,525
5,356
18,869

7. Bettter Paym
ment Practtice Code (BPPC)
5% of invoice
es to be paid within 30 daays both in terms of valuue and on number of
The NHSS target is 95
invoicess. Actual perfformance forr month 4 is shown below
w:

Month 04 2014/15 ‐ 31st
3 July 201
14
Non NHSS Creditors
Total bills at the end of the month
h
n target
Total bills paid within
Percentaage of bills paid within taarget
NHS Cred
ditors
Total bills at the end of the month
h
n target
Total bills paid within
Percentaage of bills paid within taarget

N
Number

£000's

888
862
97%

5,160
5,140
100%

195
179
92%

28,697
28,603
100%

There arre process an
nd system isssues which rrequire resolving in order to enable uusers to deal with
invoicess in a timelierr manner. Prrocesses havve been put in place and the
t positive effect seen in June
has conttinued into July. Other ch
hanges are ccurrently bein
ng assessed.
It has beeen noted th
hat some pro
oviders are chharging theirr invoices in advance; theese are in the
process of being con
ntacted to re
equest that thhey stop thiss practice immediately.
n run for invooice validators and autho
orisers to go through the
e invoice
Trainingg sessions have also been
and payment cycle and
a how thesse impact onn the BPPC.
It is worrth noting thaat the CCG has
h a relativeely small volu
ume of high value
v
NHS innvoices, so th
he
number percentage is affected adversely
a
muuch more thaan the value percentage as can be se
een in
the abovve table.
The CCG
G receives a monthly
m
bala
ance sheet coontrol accou
unt report fro
om NHS SBS (Shared Bussiness
Service). This has beeen Red/Amb
ber/Green (R
RAG) rated as green up to
o Month 3. TThis providess
nal external assurances
a
of
o control proocesses. The month 4 rep
port is not yeet available.
addition

8. Rissks and Op
pportunities
Key riskss and mitigattions are outtlined in the table below
w.
Risks and opportunitties are consstantly underr review and
d the current net headrooom position at
month 4 at £0.4m, iss similar to the position ppresented att month 3 wa
as £0.3m.
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Ite
em

Gro
oss
£m
m

%

Possible
£m

Miitigation

Rissks
Acute Oveertrade

2
2.00

Continuin
ng Healthcare Overtrade
O

1
1.30

25%
25%

QIPP Red RAG

1
1.04

100%

ber RAG
QIPP Amb

1
1.70

25%

0
0.90

50%

0.40
0
7
7.34

50%

NHS Prop
perty Services
YAS

Ite
em

Gro
oss
£m
m

%

Risk‐‐sharing in placee with MYHT regarding
0.50 emergency activity
ut‐turn plus 3%
0.33 Budgget funded at ou
Relattes to QIPP slippage and underr
1.04 achieevement
Relattes to QIPP slippage and underr
0.43 achieevement
Curreently working with
w NHS PS regaarding
0.45 potential risks
Relattes to investmeent required in patient
p
0.20 transsport services
2.94
Possible
£m

Miitigation

Opporttunities

ncy
Contingen

2.38

Non recurrent headroom
m

0.98
0
3.36

om)/Shortfall
(Headroo

3.98

100%

100%

Otheer opportunitiess include qualityy
prem
mium, non‐recurrrent review and
nership with LA in accessing resources
2.38 partn

0.98
3.36

This represents a reduction from th
he £5.5m
reported last month
h due to a transsfer to
QIPP
P and £1m transsferred to in‐yeaar surplus

(0.42)

9. Cap
pital Fund
ding
As reporrted last mon
nth, the CCG
G worked witth our local CSU
C to construct a suite oof bids to acccess GP
IT capitaal, totalling £833k.
£
The CCG was succcessful in the
e bidding of one
o proposall. £132k has been
allocated for the Geeneral Practicce Informati on Technolo
ogy refresh programme. TThis funding will be
used to replace and upgrade outtdated IT equuipment.
The CCG
G was also su
uccessful in a £30k bid fo r minor works in the hea
adquarters b uilding, White Rose
House. TThe building is occupied by the CCG, West and So
outh Yorkshire and Basseetlaw Commissioning
Support Unit ( WSYB
BCSU ) and Spectrum.
This funding will be used to re‐m
model the recception area which will create space and privacy for
visitors aand staff in an
a increasinggly busy propperty.

10. HM
MRC plann
ned visit
The CCG
G had a routine visit from
m HMRC on 4 th August 20
014 in relation to VAT. Thhe Inspector
confirmeed that our systems
s
and processes a re in order. There
T
are some minor isssues that need
addressiing once thee CCG receive
es their form
mal report.
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11. Staatement of
o Financia
al Position
n and 2013/14 Yearr‐end upddate
G will be repo
orting in the future on thhe Statementt of Financial Position (foormerly know
wn as
The CCG
the Balaance Sheet). This
T was nott possible thiis month as the
t General Ledger has nnot yet been rolled
into the new financial year by NH
HS England, meaning opening balancces are not yyet in the CCG
G’s
14/15 leedger. Latest information
n from NHS EEngland is that this will be in August 22014.

12. Reccommend
dation
Members are asked to receive and note the contents of the report.

Karen Paarkin,
Associatte Director of Finance, Go
overnance a nd Contracting
04 Septeember 2014
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Title of meeting:

Governing Body

Date of Meeting:

9 September 2014

Paper Title:

Governance Review: consultation on proposed
amendments to CCG’s constitution

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
Assurance
paper is for):
Report Author and Job Title: Katherine Bryant, Governance & Board Secretary
Responsible Clinical Lead:

14

Information

Dr Phillip Earnshaw, Chair

Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation (s):
It is recommended that the Governing Body:
i)
Consider the feedback received from member practices and the Local Medical Committee (LMC).
ii)
Agree to the proposed amendments to the NHS Wakefield Clinical Commissioning Group Constitution.
iii)
Delegate authority to the Chair, Chief Officer and Chair of Audit Committee to approve the full and final
amendments to the constitution.
iv)
Agree to invite members to formally approve the constitution, in advance of an application to NHS
England.
Executive Summary:
In July 2014 the Governing Body considered proposed amendments to the CCG’s constitution. These revisions
were identified following a review of the constitution against recently issued national guidance. The summary
of proposed changes identifies ‘technical changes’ which are required as a result of NHS England guidance or
other regulatory changes. Other proposed changes include:
 Clarity about the process by which members make decisions.
 Revision to the election process for GP members of the Governing Body.
 Clarity about the election process to elect the Chair of the Governing Body.
 Introduction of a Conflicts of Interest Management Committee and a Nominations Committee.
 Clarify the CCG’s power to establish joint committees with the Local Authority, NHS England and other
CCGs.
 Clarify who is a ‘member’ of the CCG.
 Improve flexibility for the Governing Body to make decisions in between meetings (eg in writing) and for
members to join the meeting via telephone.
During August and September member practices were invited to provide feedback about the proposed
amendments. On 4 September the Governance & Board Secretary attended the Local Medical Committee
(LMC) and sought feedback about the proposed amendments. The LMC were supportive of the proposed
changes, and provided some very helpful feedback about a number of specific areas. In addition the views of
NHS England and DAC Beachcroft solicitors have been sought in relation to some specific areas. A summary of
all the feedback received is detailed in Appendix A.
Due to the restricted timescale following the LMC meeting on 4 September it is proposed that authority is
delegated to the Chair, Chief Officer and Chair of Audit Committee to approve the full and final amendments to
the constitution.
Formal approval from the members will then be sought and an application will be made to NHS England in
November 2014.

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:

No impact on protected groups identified.

Outline public engagement:

None.

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

Consultation with members in August 2014. Attended Local Medical
Committee on 4 September 2014.

Reference document(s) /
enclosures:

Summary of the final proposed changes included at Appendix A

Risk Assessment:

None identified.

Finance/ resource implications:

None identified.

Governing Body – 8th July 2014

Appendix A
NHS Wakefield CCG: Proposed amendments to the constitution / CCG governance structure
Summary of Consultation Feedback
The table below sets out the proposed changes to the CCG's constitution, the changes are grouped into themes.

Item no.

Issue

Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

No feedback received.

1.

The Governing Body

1.1

Role descriptions Revision
7

Technical change
NHS England requires that the
constitution include a description
of the statutory roles of all
members on the Governing Body

Revise Chief Officer section to clarify that they are the
'Accountable Officer'.
Add role descriptions for the Lay Members, Registered
Nurse, Secondary Care Specialist, Assistant Clinical Leader
and GP Members.
Ensure that descriptions already included include
necessary elements of the statutory role definitions.

1.2

Role descriptions Revision
7.4 & 7.5
&
Standing
Orders

Technical change
NHS England requires that the
constitution confirms whether the
Chair will be a GP (from a member
practice) or if they are to be a Lay
Member. Where the Chair is to be
a GP or another healthcare
professional then the constitution
must make it clear that the
Deputy Chair will be one of the
Lay Members on the Governing
Body.

Revision to confirm that the Chair will be a GP already
No feedback received.
elected to the Governing Body.
NB: Constitution already confirms the Deputy Chair will be
a Lay Member, therefore no amendment is required.

Prepared by Katherine Bryant: September 2014

Item no.

Issue

1.3

Section ref & Details
revision or
new
addition

Appointment or NEW
Removal of the
Chair/ Clinical
Leader &
Assistant Clinical
Leader

The constitution does not provide
clarity about the process to
appoint or remove the Chair of
the Governing Body and also the
Assistant Clinical Leader.
It is important that the
constitution details a clear process
by which the Chair and Assistant
Clinical Leader are appointed or
removed, in order to avoid any
future difficulties or confusion.
NB: NHS England require that the
Chair must be subject to a
selection process of equivalent
rigor as the original member ‐ this
will ensure that the new member
has the capability to fulfil the role.

Proposed resolution

Feedback / Queries

Chair
Term of office: to be reappointed every three years.

Query – what will happen if the
candidate selected by the
Governing Body is rejected by the
members?

Process of appointment/removal:
1) Chair will be selected by a vote of the Governing
Body; from the GPs already elected to the Governing
Body.
2) The successful candidate will complete an NHS
England assessment process.
3) The candidate will then be presented to CCG’s
members for endorsement.
Process for removal, either:
a) Resignation;
b) They become in eligible to serve; e.g. removed from
the medical register, their registration with the GMC
is suspended, or they cease to be a provider of
primary medical services in Wakefield District; or
c) Decision of the Governing Body or by the Members
(75% approval required).
Assistant Clinical Leader
Selected from one of the GPs already elected to the
Governing Body ‐ appointed / removed by the Chair,
subject to endorsement by a majority of the Governing
Body.

Query – when the candidate is
presented to the members for
endorsement, who will vote;
member practices or individual
GPs?
Query – what process must the
candidate go through at NHS
England?
Feedback from NHS England:
There is no set national process;
the arrangements for choosing a
Chair are a matter for each CCG.
The essential thing is the tests
applied at authorisation ie the
Chair:
i)
has the support of the
membership,
ii)
meets the national role
outlines guidance and
iii)
has the attributes and
competencies required of a
chair.
Query – if when appointed as
Chair, the GP is in the second or
third year of their term of office –

NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Item no.

Issue

Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

will the election as Chair ‘trump’
the previous term of office; will the
ratification as Chair by the
membership automatically convey
a mandate for three years?
Query – when will a newly elected
chair formally take office? Before
they are ratified by the
membership, are they Chair
‘designate’ or ‘acting’ Chair?
Query – before they are ratified by
the membership, would the Chair’s
authority be limited?
Query – if the Chair fails to receive
the support of the membership
would the Deputy Chair and
Assistant Clinical Leader take on
additional responsibilities in the
intervening period?
1.4

Appointment
process for
members of the
Governing Body
&
Nominations

NEW

Include a clear process for
appointment / removal of all
members of the Governing Body.

All candidates will be considered and ‘approved’ by a
newly formed Nominations Committee. The Nominations
Committee will identify candidates and assess whether
they meet the required standard.

Feedback: the LMC supports the
proposal to include a nominations
committee, which will formalise
the process already in place to
assess potential GP candidates.

Membership: to be confirmed within terms of reference
(which will be approved by the Governing Body) to
include:

NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Item no.

Issue

Committee

Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

a) When the committee meets to consider the
nomination of candidates for the role of an elected GP
a representative from the LMC will join the
committee and have a right to vote.
b) Core members will include the Chair, two Lay
Members, two GP members from the Governing
Body.
c) Chief Officer and HR advisor will attend as and when
appropriate.
Chair: the chair of the Governing Body will chair the
committee, in their absence or if there is a conflict of
interest the Deputy Chair (a lay member) will chair.
Role: the committee will consider all appointments to the
Governing Body except the Chief Officer, Chief Finance
Officer and Chief of Service Deliver and Quality.
Candidates must meet the statutory eligibility criteria (set
out in the Standing Orders).
Clarify when all terms of office commence (i.e. for GPs
immediately after an election).
Add a power for the Governing Body to consider removing
a member of the Governing Body if they fail to attend four
meetings of the Governing Body in a row. If the
Governing Body vote to remove the member it will trigger
the process to appoint a new member to the Governing
Body.

2.

Committees

NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

2.1

Committee
Terms of
Reference

Revision
Terms of
Reference

It is important to ensure that the
terms of reference which delegate
powers to each of the Governing
Body’s committees are reviewed
on a regular basis to ensure that
they are fit for purpose.

Terms of reference will be reviewed in summer 2014,
including consideration by each Committee, and
presented to the Governing Body for approval in
November 2014.
In addition the terms of reference will reflect the
proposals made by KPMG in the review of statutory
functions.

No feedback received.

2.2

NEW
Power to
6.5
establish joint
committees with
other CCG

Technical change
Ensure that provisions about joint
arrangements are consistent with
the Legislative Reform Order (to
the NHS Act 2006), in particular:
a) power for the CCG to establish
joint committees with two or
more CCGs to jointly exercise the
functions of the CCG.
b) power to establish a joint
committee with one or more CCGs
and NHS England to jointly
exercise the functions of a CCG.

Legislative Reform Order is not yet in force, and the
government have not confirmed the likely
implementation date. However, as far as possible the CCG
will ensure that the constitution is consistent with the
new Legislative Reform Order.

No feedback received.

2.3

Management of
conflicts of
interest

The CCG needs an effective
mechanism to manage the
conflicts of interest, for example
those which arise when issues
related to Primary Care Co‐
commissioning are discussed. In
addition we must ensure that the
provisions included within the
constitution are fully compliant
with legislation and also reflect

Establishment of a new committee of the Governing Body
(to replace the Executive Approvals Group); the ‘Conflicts
of Interest Management Committee’. Delegated
responsibility to consider any matter which presented a
conflict of interest for all GP members of the Governing
Body.
This committee will be formed of the Chief Officer, Chief
Finance Officer, Chief of Quality and Service Delivery, all
Lay Members, Secondary Care Specialist and Registered
Nurse Member. In addition for those decisions which

DAC Beachcroft Solicitors: the
CCG’s constitution is in accordance
with the statutory requirements
relating to conflicts of interest. It is
however recommended that in
accordance with the statutory
regulations the CCG also reviews
the policy for management of
conflicts of interest.

Item no.

Issue

8
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Item no.

Issue

Section ref & Details
revision or
new
addition

2.4

Joint committee
with Wakefield
Council

2.5

MYHT Contract
Revision
& Quality Boards 6.5

NEW
6.5

Proposed resolution

Feedback / Queries

best practice.

require input from a GP, a GP from outside Wakefield
District to be invited to sit on the Committee.

Ensure the CCG has appropriate
governance oversight of pooled
budgets with Wakefield Council,
including the Better Care Fund.

The CCG will establish a joint committee with Wakefield
Council; it is proposed this group will be titled the
‘Integration Board’. The CCG already has this power
within the constitution.

No feedback received.

The constitution includes a section
about joint arrangements, and
references the following groups:
• Wakefield Council through the
Joint Strategic Commissioning
Board;
• Mid Yorkshire Hospitals Trust
through the Quality Board;
• South West Yorkshire
Partnership NHS Foundation
Trust through the Quality
Board;
• Yorkshire Ambulance Service
NHS Trust through the Clinical
Review Group;
• West Yorkshire Urgent Care
Service through the Clinical
Review Group

The nature of these groups and the relationship to the
Governing Body has been clarified; it has been
determined that they do not have a governance role and
therefore they should not be referenced within the
constitution; this section will be removed from the
constitution.

No feedback received.
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Item no.

Issue

3.

Members

3.1

Definition of
members

Section ref & Details
revision or
new
addition

Proposed resolution

Revision
3

Expand the definition of a Member to confirm: no Practice Feedback: LMC are pleased that
shall become a Member of the CCG unless that Practice:
legal advice has provided clarity
a) is a holder of a primary medical contract ;
about the definition of a member.
b) is a primary care services provider in Wakefield
District;
and
c) was a Member (and included within the List of
Members at Appendix B) at the date the CCG was
authorized ‐ or
d) has completed an application for membership to the
CCG, which has been agreed by the Governing Body –
or
e) has submitted an application to the NHS
Commissioning Board and had its application
approved.

Propose that an additional clause
be inserted clarifying how new
members join, members are
removed, etc.

Feedback / Queries

A Member practice shall only be expelled from the CCG
through the provision of relevant statute.
All Members of the CCG will be recorded in the Register of
Members.

NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

Voting by the
Members –
elections to the
Governing Body

NEW

Within each member practice ‐ every partner GP and
salaried GP are entitled to vote (one GP one vote). These
people will be identified from the ‘panel book’ maintained
on a monthly basis by NHS England.

Feedback: there have been
suggestions that NHS England have
reconsidered and the performers
list will continue, if this is correct
the performers list could continue
to be used. However, if the
performers list is not an option, the
panel book will be an acceptable
alternative.

Item no.

Issue

3.2

GP members of the Governing
Body are elected by GPs within
Wakefield District, and allocated
on a one GP ‐ one vote basis.
However the constitution does
not clarify who a GP is; does this
include partner, salaried and
locum GPs? In addition the
constitution refers to the
‘performers list’; which no longer
exists.

No change is proposed to the
procedure to elect the practice
manager member of the
Governing Body. The standing
orders already confirm that votes
are allocated on a one practice
manager, one vote basis.

In addition locum GPs will be entitled to vote if they can
provide evidence to the CCG/LMC that they have worked
one hundred sessions with a member practice in the past
twelve months.
All candidates will be considered and ‘approved’ by a
newly formed Nominations Committee (see above). The
committee will consider whether candidates have the
necessary skills and experience to fulfil the role.
In addition clarity within the constitution that if the
number of approved candidates matches the number of
vacancies on the Governing Body, there will be no
election; the candidates will automatically be appointed.
If following an election process a vacancy remains unfilled
the CCG will run a second election within a six month
period.

Query – in order for a locum to
vote will it not be possible for them
to work sessions with different GP
practices across the district.
CCG Response: this was a typo and
should read: “locum GPs will be
entitled to vote …. one hundred
sessions with a member
practices..”
Feedback: it will be important to
promote the right to vote to locum
GPs. It was suggested that this
should be included in the locum
induction pack each practice will
provide to new starters.
Query – will sessions worked as a
locum for the out of hours service
be included within the 100
sessions?

NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

Voting by the
Members –
other matters

NEW

Each Member Practice has one vote ‐ either at a meeting
of the Members or by Written Resolution.

Feedback: when a member
practice votes, how will the
decision be made within the
practice. For example, will the
partners be required to vote, or
will the senior partner make a
decision?

Item no.

Issue

3.3

There are a number of decisions
which are reserved to the CCG’s
members (eg approval for
amendments to the constitution),
albeit that the constitution is
silent on what constitutes
member approval. It is therefore
proposed that the process for
inviting members to approve
decisions clarified within the
constitution.

Meeting
Each Members Practice will appoint one representative to
attend the meeting (a ‘proxy’).
Quorum: one third of the membership in attendance.
In order to certify approval 75% votes (of those in
attendance).
At least 21 clear days notice must be provided before a
meeting.
Written resolution
In order to certify approval from 75% is required (of the
total voting rights of members).
Members will have 20 working days (from the date the
resolution is circulated) in which to respond. If 75% has
not been achieved at this date the resolution will fail.

3.4

Network
Committees

4.

Meetings

4.1

Participation in
Governing Body
meeting

No feedback received.

Revision
7

The constitution includes a section
about the role and responsibilities
of Member Practice
representatives

Because the role and responsibilities described are no
longer current and they are not constitutional /
governance roles is it is proposed that this section is
removed from the constitution.

NEW

The constitution and Standing
Orders do not facilitate members
to join meetings via the
telephone.

Include new provisions which permit members of the
No feedback received.
Governing Body to join a meeting (Governing Body or
Committees) by phone or another electronic means; “they
can each communicate to the others any information or
opinions they have on any particular item of the business
of the meeting.”

There is no mechanism for the

NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Item no.

Issue

Section ref & Details
revision or
new
addition

Governing Body to make decisions
in‐between meetings; this can be
facilitated by the power to pass
written resolutions (if it gets
unanimous approval).

Proposed resolution

Feedback / Queries

In addition, it is proposed that a new provision is inserted
which will permit the Governing Body to make decisions
via written resolution, for example the following clause
may be inserted:
“The Governing Body may take a unanimous decision
without a meeting of the Governing Body by indicating to
each other by any written means, including without
limitation by Electronic Means, that they share a common
view on a matter. Such a decision may, but need not, take
the form of a resolution in Writing, copies of which have
been signed by each member of the Governing Body or to
which each member of the Governing Body has otherwise
indicated agreement in Writing”.

4.2

Decisions
between
meetings

Revision
Standing
Order 3.8

Refresh arrangements for
‘emergency decisions’

Revise the constitution to state:
“The powers which the Governing Body has reserved to
itself may in emergency or for an urgent decision be
exercised by the Accountable Officer and the Chairman
after having consulted at least two non‐officer members.
The exercise of such powers by the Accountable Officer
and Chairman shall be reported to the next formal
meeting of the Governing Body for formal ratification.”

No feedback received.

4.3

Annual General
Meeting

NEW

The CCG is required (by Health &
Social Care Act 2012 section
14z15) to hold an AGM to present
the CCG’s annual report and
accounts to the public.

Insert clauses, one which confirms the CCG will hold an
AGM and invite members of the public; to present the
annual report and accounts. The Chair of the CCG’s
Governing Body will chair the AGM. All members of the
CCG and also members of the public can attend the AGM.

No feedback received.

A second clause will confirm that the CCG will hold an
NHS Wakefield Clinical Commissioning Group: Constitution amendments consultation feedback
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Item no.

Issue

Section ref & Details
revision or
new
addition

Proposed resolution

Feedback / Queries

annual meeting for the CCG’s membership (annual
membership meeting). The Chair of the CCG’s Governing
Body will chair the AGM. All members of the CCG can
attend the AGM; this meeting will not be open to the
public.

5.

Miscellaneous

5.1

Access to the
CCG’s
constitution

Revision
1.3.2

It is proposed that a reference to the constitution being
Technical change
No feedback received.
The CCG’s constitution is available available to " for inspection at ... local health premises" be
to the public on the CCG’s website removed.
and upon request at White Rose
House.

5.2

Amendments to
the constitution

Revision
1.4

Expand and further clarify the
process to amend and vary the
constitution

5.3

Public Sector
Equality Duty

Revision
5.1.2(b)

Update section 5.1.2 (b) to clarify Integrated Governance
Technical change
Committee has been delegated authority to monitor
Public Sector Equality Duty is
being monitored by the Integrated progress of delivery of the duty.
Governance Committee (not the
Audit Committee).

Confirm the process:
1) Revisions considered and agreed by the CCG’s
Governing Body.
2) Revisions presented to each member practice for
approval. Either at a meeting of the members
(including the AGM) or via a written resolution.
3) In line with NHS England guidance, an application is
made to NHS England for approval of the
amendments.
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Section ref & Details
revision or
new
addition

Proposed resolution

Communication
with
stakeholders

Revision
5.2.9. (e)

Proposed that this is removed because it is not a statutory No feedback received.
requirement.
This does not prevent the CCG from establishing
communication links with these committees at an
appropriate point.

Item no.

Issue

5.4

Technical change
The CCG requires that the CCG has
“formal communication with
pharmaceutical, optometrist and
dental local committees.”
However the CCG does not
currently have a formal
communication mechanism with
these committees.

Feedback / Queries

Do you have any further comments or feedback? Please include details in the section below:
Practice Manager feedback: The constitution should clarify what will happen if both the Chair and Deputy Chair are vacant at the start of a meeting?
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Information

It is recommended that the Governing Body notes the updated 2014/15 Board Assurance Framework for NHS
Wakefield Clinical Commissioning Group.

Executive Summary:
This report outlines the updated 2014/15 NHS Wakefield Clinical Commissioning Group (CCG) Board Assurance
Framework (BAF).
Following the update to the NHS Wakefield CCG Strategic Plan the NHS Wakefield CCG Board Assurance
Framework (BAF) has been refreshed for 2014/15.
A workshop was held on 10 June 2014 where Governing Body members considered the Strategic Plan and then
identified any threats against the characteristics and visions outlined with Plan. A Governing Body and senior
manager leads for each threat was identified and following the workshops discussions have been held with each
of these to identify the following:





Risk appetite which relates to the ideal score for each
Rational for the score
Actions from gaps in controls
Actions from gaps in assurances

The scores have been found following the risk assessment process to identify:
 Likelihood, how likely something is to happen
 Consequence, the potential impact that this might have
The overall risk score was then achieved by multiplying the potential consequence by the potential likelihood to
provide a risk score utilising a 5 x 5 matrix scoring system, which produces a range of scores from 1 to 25. This
is as follows:

Likelihood
Consequence

Insignificant
1
Minor
2
Moderate
3
Major
4
Catastrophic
5

Rare
1

Unlikely
2

Possible
3

Likely
4

Almost
Certain
5

1

2

3

4

5

2

4

6

8

10

3

6

9

12

15

4

8

12

16

20

5

10

15

20

25

It has also been agreed that the following risks from 2013/14 has been included in this year’s BAF:

Financial Efficiency Probity and Balance ‐ Scoring 16
Threats against the achievement of the principles: The risk of not delivering financial duties due to lack of
budgetary control and efficiency resulting in the restriction of services for patients. And the risk that NHS
resources are not appropriately deployed due to ineffective systems and governance resulting in inappropriate
commissioning decisions.

Safe and high quality experiences and clinical outcomes – Scoring 16
Threats against the achievement of the principles: The Risk of
a. Avoidable harm to patients due to unsafe services and inadequate controls and assurances resulting in higher
mortality, untoward incidents and poorer services.
b. The risk of poor patient experience due to patients not feeling at the centre of services resulting in lower
levels of satisfaction.
c. The risk of Wakefield residents not being able to access the best available care due to the inadequate
commissioning of services resulting in lower levels of satisfaction and wellbeing.
Including these additions, 10 threats have now been identified against the characteristics and visions outlined in
the Strategic Plan
Critical Risks (scoring 25‐20) – 1
Serious Risks (scoring 16‐15) – 5
High Risks (scoring 12‐8) – 4
The additional high and critical risks are as follows:

Characteristic and Vision 2: Wider Primary Care Delivered at Scale – Scoring 16
Vision: Vibrant networks of high quality practices working together with citizens, patients and health and social
care professionals to identify and meet local people’s health needs.
Threats against the achievement of the characteristic and vision:
There is a risk of a fragmentation of primary care and destabilisation of GP practices
Due to
‐ changes in the GP contract
‐ clinical capacity
‐ failure to engage in integration agenda

Resulting in
‐
inability to deliver wider primary care at scale
‐
Inability to engage in wider partner interaction
‐
Inability to access innovative technical solutions
‐
Inability to form federation

Characteristic and Vision 3: A Modern Model of Integrated Care – Scoring 20
Vision: Communities in Wakefield District achieve the best possible outcomes for themselves and their families,
facilitated by co‐ordinated services, provided as close to home as possible.
Threats against the achievement of the characteristic and vision:
Lack of workforce capacity to deliver integrated care, impact of primary care funding reduction as a result of
PMS review and ongoing fragmentation and un‐coordinated care between health and social care organisations
- Increased demand on primary care services as services become more accessible
- Reduction in resources across public sector organisations, improved efficiency
- Joint commissioning arrangements with the local authority not fully understood and developed
Resulting in
- Poor patient experience and outcomes
- Unsustainable future for provider landscape, in particular acute service
- Non‐delivery of financial targets
- Unable to meet needs and expectations and respond effectively to the Health and Wellbeing Board and
Joint Strategic Needs Assessment
- Potential on Quality and Safety

Characteristic and Vision 4: Access to the Highest Quality Urgent and Emergency Care – Scoring 16
Vision: An integrated 24/7 urgent care system with clearer and faster access to the right quality of care, making
best use of alternatives to A&E and hospital admission.
There is a risk of the transformation of services not being delivered due to:
- The increase in demand
- Lack of engagement from key stakeholders
- Integration with other programmes of work
This will result in:
- Poor patient experience
- Non achievement of the 95% standard in 4 hours at A&E
- Reduction of conveyance does not occur
- Non achievement of Ambulance Red 8 minute response target locally
- Poorer patient outcomes
- Negative impact on Ambulance Quality Indicators (AQI)
- Poorer handover and turnaround times
- No improvement in length of Stay for emergency admissions
- Reputational damage for the CCG and wider health and social care system
- Potential for increased costs

Characteristic and Vision 8: Specialised Commissioning in Yorkshire and the Humber is a system
comprised of partners from CCGs & Area Teams who have come together to agree, refine and implement the
following vision – Scoring 16
Vision: To commission specialised services, concentrated in 15‐30 centres, that are sustainable, high quality,
innovative and seamless
Threats against the achievement of the characteristic and vision:
There is a risk of a failure of effective specialised commissioning
Due to

Lack of clarity re definitions in service specifications
Lack of clear financial framework and affordability
Lack of partnership working and clarity regarding who commissions what
Fragmentation
Lack of alignment with local priorities
Uncertainty of how we measure benefits derived from the services commissioned
Resulting in poor services for patients and uncoordinated planning of acute services.
The BAF outlines the key controls, assurance and actions which are in place for each item to enable to score for
each threat to move closer to the appetite score.
The revised BAF is attached to the report.
Link to overarching principles
from the strategic plan:

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

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











Not applicable

Not applicable.

Members of the Governing Body.

The updated 2014/15 Board Assurance Framework was considered by the
Integrated Governance Committee on 21 August 2014.

Reference document(s) /
enclosures:

The updated 2014/15 Board Assurance Framework is attached to the report.

Risk Assessment:

The Board Assurance Framework identifies threats to the achievement of the
NHS Wakefield Clinical Commissioning Group Strategic Plan.

Finance/ resource implications:

Not applicable.

NHS Wakefield Clinical Commissioning Group Board Assurance Framework – August 2014
Lead Governing Body Member: Stephen
Characteristic and Vision 1: Citizen Participation and Empowerment
Hardy
Vision: We aspire to commission quality services that will improve our patient’s experience of care by involving our
patients and the citizens of Wakefield district to drive commissioning decisions
Lead Manager: Laura Elliott
Threats against the achievement of the characteristic and vision:
There is a risk of not being able to meet patient expectations.
Due to reducing health and social care budgets and service reconfiguration.
Resulting in patient dissatisfaction.
Risk Rating
Date last reviewed: July 2014
10
(likelihood x consequence)

Initial:
Current
Appetite:

2x4=8
2x4=8
1x4=4

Risk Score
5
Risk
Appetite

0
Initial

Jun‐14

Rationale for Current Score
Over the past year NHS Wakefield CCG has put in place systems and processes to
meet our vision to involve our patients and the citizens of Wakefield to drive
commissioning decisions. This has been reflected in being successfully shortlisted in
NHS England’s inaugural Excellence in Participation awards 2014.
The controls listed will provide assurance that we are reducing the consequence of
the risk by enabling people to influence priorities and decisions and by ensuring
people are kept informed and expectations are managed, recognising that the risk can
never be completely avoided

Key controls in place

Internal Assurances

1. Communication, Engagement, Equality, Diversity and Human Rights Strategy 2013 ‐ 2018
2. Comprehensive process for quality monitoring which feeds into the commissioning cycle.
3. Award winning ‘Putting patients first’ work.
4. People Bank.
5. Patient Involvement & Patient Experience Committee (PIPEC).
6. Patient Reference group network.
7. Established relationship with Healthwatch.
8. Piloting Working Voices project as part of NHS England’s Patient and Public Voice Commissioning Support
programme to enhance citizen engagement.
9. Network Development Framework requirement for engagement at network level and care planning to support
people with long term conditions.
10. ‘Our Street’ a communications and engagement tool across the Wakefield Health and Social Care landscape to
describe transformational changes to citizens.
11. Relationship matrix links with 9 quality characteristics and highlights if missing any vulnerable group.
12. Evaluation of integrated networks starting in September 2014 in Network 2 will give retrospective feedback on
patient experience to inform future development.
13. Integration programme will deliver more integrated approaches to care, maximising the value of the Wakefield £
and offering citizens greater control over their own lives and individual care plans.
14. Personalised health budgets in place for Continuing Health Care empower people to make choices about their own
care

1. PIPEC minutes are considered by the Integrated Governance Committee (IGC).
2. Quality Intelligence Group (QIG) minutes are considered by the IGC.
3. Quarterly Patient experience reports presented to Clinical Cabinet focus on CCG
strategic priorities.
4. Summary of QIG is included in the Integrated Quality and Performance report
which is taken to the IGC and Governing Body meetings.
5. Communication, Engagement, Equality, Diversity and Human Rights Strategy 2013 ‐
2018 approved by the Governing Body in September 2013.

External Assurances
1. Internal Audit on ‘Learning to Improve’ listed QIG intelligence template as good
practice.
2. NHS Wakefield CCG was shortlisted by NHS England Excellence in Participation
Awards 2014 for ‘Putting Patients First’ Programme.
3. Meeting the Challenge plans upheld when referred to Secretary of State.
4. Two awards attained by Meeting the Challenge ‐ Best Engagement from the
Association of Healthcare Communications and Marketing, and awarded the
Consultation Institute’s Certificate of Best Practice.
5. Strategic Plan has been presented to the Health and Wellbeing Board (HWB) who
are supportive of our approach to engagement.

Gaps in controls

Gaps in assurances

1. Relationship with Healthwatch needs to be strengthened.
2. Requirements for providers to provide more information on patient experience.
3. Need to be able to demonstrate how engagement/experience information has influenced commissioning decisions.
4. Infrastructure to enable communities to influence the decision making processes/priorities for each network.
5. Mechanism for evaluating effectiveness of engagement at network level

1. Patient Reference Group Network minutes are not taken to any other meeting at
this point.
2. Evaluation of integrated networks will be presented to Integration Executive once
completed

Actions from gaps in controls

Actions from gaps in assurances.

1. Discussion to take place with Healthwatch about attending Governing Body meetings.
2. Look to make the provision of information from providers more formalised.
3. To demonstrate the impact of the ‘You Say We Did’ process.
4. Roll out evaluation of integrated networks

1. Process to Patient Reference Group Network minutes to be formalised.
2. Work with the HWBB members to ensure that engagement processes are more
collaborative across the district

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

Lead Governing Body Member: Dr Phil
Earnshaw
Lead Manager: Kerry Munday

changes in the GP contract
clinical capacity
failure to engage in integration agenda

Resulting in
-

inability to deliver wider primary care at scale
Inability to engage in wider partner interaction
Inability to access innovative technical solutions
Inability to form federation

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

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

20

Date last reviewed: July 2014

15

Rationale for Current Score
Risk Score

10
5

Risk Appetite

0
Current

Jun‐14

Our planning process places general practice at the heart
of clinical care. The business case on the Mid Yorkshire
Hospitals NHS Trust is dependent on Care Closer to Home
being effective. This is however being undertaken at a
time when GP practices are being subject to considerable
change, therefore increasing the risk.

Key controls in place

Internal Assurances

1. Plan to co‐commission primary care services with NHS England to maximise opportunities to develop further the integration of care services.
2. Work in partnership with the NHS England West Yorkshire Area Team to ensure the PMS review is effectively implemented, minimising impact
on local services for the Wakefield population.
3. Clinical and managerial lead nominated to support the development of workforce planning, linking to the local Education and Training Board.
4. Workforce Survey to be conducted by September 2014 across the entire workforce to ascertain clinical capacity.
5. Investment in local primary care services via Network development fund to seek extra capacity for increasing access to GP services for local
population.
6. Network development plans for two years, underlying local population needs, influencing commissioning intentions
7. Advanced Training Practices (ATPs) run by College Lane Surgery to recruit spokes for student nurse training in order to encourage newly
qualified nurses to work in primary care.
8. NHS Wakefield CCG is supporting mentorship training to encourage further practices to become spokes of the ATP Hub for nurse training.
9. ST4 GP Commissioning fellow training pilot commencing in August 2014 to equip newly qualified GPs with commissioning skills and encourage
retention following completion of training to support workforce capacity planning.
10. One of the NHS Wakefield CCG networks has been successful in the Prime Ministers Challenge Fund with regard to wider primary care
delivered at scale and NHS Wakefield CCG has allocated non‐recurrent investment with other networks in order to learn from the Prime Minsters
Challenge Fund.
11. Regular senior meetings are undertaken with practices.

1. Network development unit relationship managers
supporting local networks and practices to work through
the challenges.
2. Invested in extra capacity to recruit 4 new network
support managers.
3. Commissioning masterclass to build capacity and
capability of existing CCG staff in readiness for primary
care commissioning.
4. Integration and Meeting the Challenge Executive
measuring impact of primary care and care outside of
hospital developments.
5. Prime Ministers Challenge Initiative. 6 GP practices
working together to test out new ideas to deliver primary
care services differently.

External Assurances
1. National annual workforce survey.
2. Key NHS deliverables – held to account on the delivery
of these by NHS England.
3. The Care Quality Commission are testing practices on
integration and network input.

Gaps in controls

Gaps in assurances

1. Policy direction not fully understood in respect of co‐commissioning
2. Impact on local services not yet fully understood as a result of PMS review.
3. Lack of an evidence based future model.

1. Joint committee guidance expected from NHS England,
impact not yet fully understood.

Actions from gaps in controls

Actions from gaps in assurances

1. Review the results of the workforce survey in September 2014 and collaborate with practices to address any issues and develop a strategy by
next year.
2. Broaden workforce input to encourage innovation.
3. Ascertain staff capabilities.
4. Continue to work more closely with Health Education England to ensure training is developed as necessary.
5. Board level input into each network to ensure better understanding.
6. Review of managerial support needs to strengthen the networks.

1. Review and develop further joint committee with NHS
England West Yorkshire Area Team

Characteristic and Vision 3: A Modern Model of Integrated Care
Vision: Communities in Wakefield District achieve the best possible outcomes for themselves and their families,
facilitated by co‐ordinated services, provided as close to home as possible.
Threats against the achievement of the characteristic and vision:
Lack of workforce capacity to deliver integrated care, Impact of Primary Care Funding Reduction as a result of PMS Review
and ongoing fragmentation and un‐coordinated care between health and social care organisations
-

Lead Governing Body Member: Dr Avijit
Biswas
Lead Manager: Helen Childs

Increased demand on primary care services as services become more accessible
Reduction in resources across public sector organisations, improved efficiency
Joint commissioning arrangements with the local authority not fully understood and developed

Resulting in
-

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

Risk Rating

(likelihood x consequence)

Initial:
Current:
Appetite:

4x5=20
4x5=20
2x5=10

Date last reviewed: July 2014

30

Rationale for Current Score

20

Risk Score

10

Risk Appetite

Inability to integrate modern model of integrated care without an adequate
workforce.

0
Initial

Jun‐14

Key controls in place

Internal Assurances

1. Meeting the Challenge detailed workforce development plan that identifies a number of roles that can be redistributed
across primary care and community care services.
2. Networks developing opportunity to support development of new roles.
3. Voluntary and Community sector fully engaged to maximise social value and development of new roles across a non‐
medical workforce.
4. CCG intends to work in partnership with NHS England Local Area Team to fully understand implications of PMS review.
5. Development of new emergent governance arrangements with the establishment of the Integration Executive.
6. Development of self care packages to empower patients to take more control of their own health.
7. Investment of non‐recurrent resources to support the development of new roles and local teams.
8. Agreed vision and model to support integrated care.
9. Development of Provider alliance, outlining our main providers commitments to develop services collaboratively in
response to commissioning strategy.
10. Commitment to work to eliminate non value added interventions across pathways of care, maximising efficiency and
productivity by working a truly integrated way.
11. Development of programme office approach to ensure robust monitoring of network proof of concepts of and enabling
strategies.
12. Agreed budget to support better care fund.
13. Agreed shared vision for Integrated Care with the local authority.
14. Development of business rules across commissioners and providers to support collaborative working.
15. Quality impact assessment in place to ensure any changes are quality assured and do not compromise quality and safety.
16. NHS Wakefield CCG and Wakefield Council have commissioned a longitudinal evaluation of the implementation of
integrated care which will report on a quarterly basis. Niche is the organisation commissioned to undertake the evaluation
over two years.

1. Chief Officer is nominated HWB Joint SRO (senior responsible officer) and
Joint Chair of Integration Executive.
2. Integration Executive meets monthly and reports to Health and Wellbeing
Board.
3. Joint Strategic Commissioning Board.
4. Four emerging workstreams established to support programme structure and
enabling structures.
5. Better Care Fund has been agreed.
6. Meeting the Challenge Programme Executive in place supported by Strategic
Impact Group, ensuring all programmes deliver.

External Assurances
1. Health and Wellbeing Board (HWB) overseeing integration agenda.
2. Commissioned organisation development (OD) capacity to develop system
leadership and the maturity of the HWB.
3. Local Services Board holding HWB to account for delivery of District
Outcomes Framework.
4. NHS England Assurance Process to confirm plans are robust.

Gaps in controls

Gaps in assurances

1. Network development plans still emerging and due September 2014.
2. Impact of network developments and local integration models not fully understood in agreed currency.
3. Delays in implementing new models of care at network level due to lack of staffing capacity.
4. PMS review and associated funding and service reviews not fully understood to assess capacity restraints on workforce.
5. Funding distribution of PMS resources not agreed by NHS England West Yorkshire Area Team leading to uncertainty.
6. Governance arrangements to support integration being reviewed to be sustainable for the future.
7. Lack of community leadership and modernisation skills across some commissioned services.
8. Provider Alliance not mature.
9. Productivity challenge not yet fully understood across care organisations.
10. Plans not yet in place to ensure delivery of productivity challenge and associated risk share arrangements.
11. Lack of capacity to develop programme office.
12. Lack of evidence based evaluation to support and build confidence.

1. Timescale for PMS review appears to be shorter than anticipated and may
occur within the next 12 months.
2. Governance structures will be put in place to ensure that Provider Alliance is
held to account by the Integration Executive.
3. Governance arrangements for and reporting arrangements for the Mid
Yorkshire Community Contract Group (MYCCG) is yet to be established.
4. Niche are yet to report initial findings.

Actions from gaps in controls

Actions from gaps in assurances

1. Align development plans to implementation plans across Provider Alliance.
2. Commission business intelligence model to support development and delivery of local performance metrics, aligned to
Meeting the Challenge reduction in bed days.
3. Renew commissioning capacity across local authority and NHS Wakefield CCG.
4. Renew existing governance structures to ensure fit for purpose for the future.
5. Secure capacity to work alongside local workforce to develop leadership, modernisation skills and encourage innovation.
6. Investment in system leadership facilitation to support the development and maturity of the Provider Alliance.
7. Recruit to Programme Director and associated structures to ensure robust programme office arrangements are in place.
8. Work with NICHE to understand evaluation of proof of concepts to support evidence based practice.

1. Liaise with and influence NHS England with regards to timescale of PMS
review.
2. Agree reporting arrangements for MYCCG.
3. Once findings have been received from Niche in September 2014, plans will
be required to be reviewed and amended.

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




Lead Governing Body Member: Dr Adam
Sheppard
Lead Manager: Sally Bell

the increase in demand
lack of engagement from key stakeholders
integration with other programmes of work

This will result in:










Poor patient experience
Non achievement of the 95% standard in 4 hours at A&E
Reduction of conveyance does not occur
Non achievement of Ambulance Red 8 minute response target locally
Poorer patient outcomes
Negative impact on Ambulance Quality Indicators (AQI)
Poorer handover and turnaround times
No improvement in Length of Stay for emergency admissions
Reputational damage for the CCG and wider health and social care system
Potential for increased costs


Risk Rating

(likelihood x consequence)

Initial:
Current:
Appetite:

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

Date last reviewed: August 2014

20

Rationale for Current Score
Risk Score

10

Risk Appetite
0
Initial

Jun‐14

Aug‐14

Currently score increased due to :
 Lack of achievement of 8 minute response times.
 Engagement of partners for innovative system resilience.
 Perceptions and understanding of the requirements to deliver the Urgent
Care Strategy.
 Lack of strategic planning due to operational pressures.

Key controls in place

Internal Assurances

1. A work programme for Urgent and Emergency Care that underpins Meeting the Challenge Strategy was agreed by
Clinical Cabinet in April 2014.
2. Urgent Care Working Group (meeting monthly).
3. Weekly review meetings with staff engaged in implementing the Urgent Care Strategy that includes quality focus.
4. Monday to Friday access to the 95% A&E standard for West Yorkshire to indicator if there are system pressures that
impact on the quality of patient care made available by NHS England (West Yorkshire).
5. Daily A&E performance information on 95% standard circulated to all Urgent Care Working Group partners.
6. NHS Wakefield CCG attendance at the weekly operational meetings with Mid Yorkshire to identify operational
pressures that could impact on the quality of patient care.
7. Weekly winter teleconferences with NHS England (West Yorkshire) (November to April).
8. Dedicated operational plans for known periods of surge e.g. bank holidays and winter – Surge and Escalation Plan which
includes ensuring system safety that impacts on the quality of patient care.
9. Patient representation on the Urgent care working Group.
10. Urgent Care Dashboard produced by West and South Yorkshire and Bassetlaw Commissioning Support Unit on a
monthly basis.
11. Contract management through agreed collaborative arrangements for the Ambulance Service, 111 service and out‐of‐
hours service.
12. Mid Yorkshire Contract Management Board have agreement of risk share for payment of non‐elective activity.

1. Regular strategic updates and discussion with the Clinical Cabinet and the
Integrated Governance Committee on progress of the key seven key interventions
of the urgent care strategy.
2. Daily report of performance against the 95% A&E standard as the indicator of
the quality of patient care across the health and social care system.
3. Monthly Quality and Performance Report to Integrated Governance Committee
and Governing Body.
4 Regular meetings with NHS Wakefield CCG Executive Team.

External Assurances
1. Assurance of plans from NHS England (West Yorkshire).
2 Updates to the Health and Well Being Board.
3. Strategic and Resilience plans across the Mid Yorkshire Health and Social Care
footprint have been signed off by the Urgent Care Working Group.
4. Operational Resilience Plans for the CCG ( soon to be System Resilience
Groups) agreed 30 July 2014.
5. Performance reports of local provide organisations to other external bids, Care
Quality Commission and NHS Trust Development Agency.

Gaps in controls

Gaps in assurances

1. Stakeholder involvement strategy for urgent care.
2. In complete daily dashboard to show system pressures that could impact on the quality of patient care across the health
and social care system.
3. Workforce plan to deliver transformational change.
4. Lack of evidence base for services for example re‐design of A&E models.
5. Benchmarking and reporting of data on patient outcomes.
6. Reporting and monitoring of Length of Stay by condition (HRG) or speciality.
7. Ambulance AQI data is not feasible at CCG level, alternative patient outcome data around key conditions to be reviewed
for locality.

1. Full understanding of interdependencies between individual work programmes
of Meeting the Challenge and the daily impact of the A&E standard.
2. The role of the West Yorkshire Urgent and Emergency Care Network still in
development and not aligned to local Urgent Care Groups.
3. Action plans for improvement in Yorkshire Ambulance Service still requiring
commissioner sign off.

Actions from gaps in controls

Actions from gaps in assurances

1. Developing patient and public involvement strategy.
2. Development of community wide operational dashboard.
3. Seven Day working action plan to address workforce gaps.
4. Review of evidence and what local systems are already working being undertaken as part of developing the new
commissioning specification for integrated emergency departments.
5. Review with quality team on availability of benchmarking data e.g. through Dr Foster.
6. Review with performance team on availability of data availability.
7. To liaise with quality and BI team to understand data availability and agree formal process for monitoring.

1. A risk assessment process is currently being developed through Meeting the
Challenge Implementation Group.
2. West Yorkshire Urgent and Emergency Care Network still being developed.
3. On‐ going discussions of Yorkshire Ambulance Service (YAS) through the YAS
Contracts Board.

Characteristic and Vision 5: A Step Change in the Productivity of Elective Care
Vision: To Commission a choice of accessible, high quality, safe, patient focused and cost effective services for the local
registered population, delivering the right care, at the right time in the right place
Threats against the achievement of the characteristic and vision:
There is a risk the CCG will fail to deliver a step change in improvements to elective care
Due to
-

Lead Governing Member: Jo Pollard

Lead Manager: Linda Driver

increased demand
delays in access to diagnostics
a failure to maximise technology as a key enabler to service improvement and efficiency
a failure to maximise opportunities to adopt and spread innovation approaches
the need to reduce the current waiting list backlog prior

Resulting in
-

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

Risk Rating

(likelihood x consequence)

Initial:
Current:
Appetite:

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

Date last reviewed: July 2014

15
10
5
0
Initial

Risk Score

Rationale for Current Score

Risk
Appetite

Significant monitoring is undertaken by the CCG to identify performance variance in relation to NHS
Constitution elective care measures such as the 2 week cancer waits, 62 day cancer waits, 18 week referral to
treatment (RTT), 52 week breaches, 6 week diagnostic waits and QIPP planned care schemes.
There is however a lack of workforce resources (CCG & CSU) to address all of the elective care priorities whilst
at the same time addressing other key strategic priorities e.g. urgent care, mental health, care closer to home.

Jun‐14

Key controls in place

Internal Assurances

1. Routine contract monitoring of all contracts via contract/finance activity & quality reports
and monitoring meetings.
2. Performance monitoring against all key elective NHS constitution targets.
3. Programme and project management approach to QIPP.
4. Triangulation of ‘soft intelligence’ re elective care complaints by the CCG’s Quality
Intelligence Forum.
5. Patient walkabouts and feedback.
6. Risk Register process.
7. Annual demand planning process to inform setting of contracts and associated budgets.
8. Network engagement and active involvement in service transformation.
9. Strategic planning process to identify priorities and contracts.
10.Service review process re elective care (CCG 3 year procurement plan.)

1. Monthly summary contract monitoring and finance report to Integrated Governance Committee and Board.
2. Regular contract monitoring meetings with Providers (more frequently if required).
3.Monthly Integrated Quality and Performance Report to Integrated Governance Committee (IGC).
4. Regular highlight reports and actions to mitigate areas of variance from QIPP targets reported to QIPP
Group.
5. QIPP report to Integrated Governance Committee and Board.
6. Complaints reported to IGC and Board.
7. Triangulation of elective care feedback/issues from referring clinicians, contract monitoring meetings,
complaints, MP and their constituents, safeguarding, staff etc. reported via Quality Intelligence Forum.
8. Elective Care transformation project risks reported at project level and transferred to corporate risk register
if risk score 12 or greater.
9. Named commissioning lead, Senior Manager & Director assigned to all elective care risks on corporate Risk
Register.
10. Approval of strategic planning process by IGC, Clinical Cabinet and Governing Body.
11. Updates on elective care developments to Patient Involvement & Patient Experience Committee (PIPEC).
13. Updates to networks via corporate leads report and NDU news letters to inform discussion, engagement,
involvement & promote innovation of networks in transformation work streams.
14. Monthly Executive Quality and Contracting Board meeting with providers.

External Assurances
1. Quarterly assurance reporting process and visits by NHS England.
2. Performance reporting by Providers through central returns.
3. CCG updates to Overview and Scrutiny Committee.
4. CCG updates and participation in Health and Wellbeing Board.
5. Monitor.

Gaps in controls

Gaps in assurances

1. Require an holistic overview of all planned care activity/costs/quality and benchmark to
ascertain scale of opportunity to improve commissioning of high quality cost effective
elective care services for our local patients.
2. Lack of alignment between QIPP, network, service review and existing planned care work
streams (different and often competing drivers and timescales).
3. Need to build on patient engagement and involvement in some elective and commissioning
projects.
4. Workforce resources to deliver identified priorities and associated workstreams are not
clarified from the outset.
5. Approval of the MYHT Health Economy, Sustainability and Recovery Plan for RTT in line
with the Operational resilience and capacity planning guidance and funding.

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

Actions from gaps in controls

Actions from gaps in assurances

1. Planned Care Programme Board to be developed (1st meeting before end of July 2014)
Elective Care Programme Manager in place.
2. Improved alignment of network development plans with elective care work streams.
3. Regular updates via Network Development Unit (NDU).
4. Planned Care Programme Manager is working with Head of Quality Improvement to
identify ways to actively engage and involve our local patients/public in planned care e.g.
surveys, focus groups, network patient involvement groups within the context of the
timelines that have been set (in addition to using feedback from existing
engagement/involvement activities).
4. Ensure resources are aligned to prioritised work streams from the outset.
5. Paper being presented to governing board to seek delegated authority to deploy the funds
as per the MYHT Health Economy, Sustainability and Recovery Plan.
6. Annual workplan is in development to ensure alignment of all planned care commissioning
activities.

1. QIA and EIA’s will evidence to CCG Board the engagement and involvement of patients and the public in
service specific work streams.
2. CCG to utilise CSU knowledge management resources and ensure the work of the Programme Board actively
promotes spread of best practice and innovation approaches.

Characteristic and Vision 6: Mental Health Service Transformation
Vision: Improve and raise awareness of Mental Health and Psychological Wellbeing across Wakefield
Threats against the achievement of the characteristic and vision:
There is a risk that the commissioning of mental health services will not be fully integrated, will not move people towards
recovery, will fail to capitalise on the opportunities for joint working and will fail to deliver services where no one falls
through the gaps.
Due to a lack of engagement and buy in, failure to make mental health a priority, providers working in silos and a lack of
vision and ownership across all partners.
Resulting in poor services for patients, poorer patient outcomes, an unsustainable model of service delivery which
ultimately won’t be able to cope with increasing levels of demand.
Risk Rating
(likelihood x consequence)

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

Lead Governing Body Member: Dr Clive
Harries
Lead Manager: Michele Ezro

Date last reviewed: July 2014

15

Rationale for Current Score

10

Risk Score

5

Risk Appetite

0
Initial

Jun‐14

The transformation of mental health services is a journey, and the
successful delivery of a new model of integrated care for a person’s
mental and physical health will challenge long established ways of
working. The approach being taken has inherent risk due to the
nature of the change proposed.

Key controls in place

Internal Assurances

1. Mental Health and Learning Disability Services Programme Group in place to ensure engagement of all key partners and break down
of organisational barriers.
2. Robust engagement plan aligned to the Integrated Care engagement to ensure joined up conversations about future models of care.
3. Ownership of the “approach” to transforming mental health services owned by the Health and Wellbeing Board (HWB) and regular
reports to be provided to ensure progress is being made.
4. Clear process identified and planned for collecting intelligence, mapping and analysing need and identifying integrated solutions.
5. Our commitment as a CCG to improving communication, collaboration and sharing of information and knowledge with ICT solutions
internally and, where possible, across partner organisations.
6. Development of formalised partnership agreement with Local Authority to ensure roles and responsibilities are clear and that there is
a commitment to resources.
7. Work stream design group established to ensure solutions are collectively owned.
8. Mental health incorporated into the Better Care Fund.
9. GP network engagement being undertaken to ensure alignment of models.
10. Project management approach being taken and resource allocated to ensure robust audit trail of “you said, we did”.
11. Investment of non‐recurrent monies to address stigma and culture component of culture change.
12. VCS sector to be engaged through a Rapid Review undertaken by NOVA.
13. Programme team working with internal colleagues on “intermediate care” review to ensure solutions are aligned.
14. Programme team working with Urgent Care lead to ensure potential future models of service delivery support urgent care needs.
15. Programme team working with Public Health on Wellbeing Recovery Model and Social Prescribing.

1. Project management approach being taken to the transformation
of mental health services, including management of risk.
2. Regular reporting to the Mental Health & Learning Disability
Services Programme Group on progress against the plan.
3. Reports and briefings are presented to Clinical Cabinet, IGC,
Executive Team and Governing Body as appropriate, resulting in
appropriate challenge and sign off.

Gaps in controls

Gaps in assurances

1. Currently the transformation agenda has no linkage back to the formal contract and quality monitoring for providers.
2. Mental health not currently included in the work being undertaken by the Provider Alliance.
3. No dedicated mental health commissioner representation on the Integration Executive.
4. No formal ties into the South West Yorkshire Partnership Foundation Trust transformation programme.
5. To date the programme team has not been sufficiently engaged in the development of the Gateway to Care.

1. Patient and public oversight of the approach.

External Assurances
1. Reporting to HWB.
2. Reporting to Integration Executive.
3. Local Services Board holding HWB to account for delivery of
District Outcomes Framework.

Actions from gaps in controls

Actions from gaps in assurances

1. Contract team to advise the approach to using contract monitoring as a lever to ensure change happens.
2. Programme team to agree with NHS Wakefield CCG senior managers how to influence the Provider Alliance.
3. Integration Executive to ensure membership is appropriate.4.
Prioritise involvement in Gateway to Care development.

1. Identify appropriate patient and public representation for the
Programme Group.
2. Link into NHS Wakefield CCG patient and public governance.

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







Lead Governing Body Member:
Dr Ann Carroll
Lead Manager:

difficulties in accessing primary care appointments at time of need
absence of community based alternatives to hospital based care
early intervention activities not supporting activities which impact on health care demand
insufficient workforce capacity with appropriate competencies
Insufficient secondary care capacity including bed base
Local authority budget reductions

Resulting in:



Patients experience of services being sub‐optimal
Increase in costs to the CCG of service delivery
Increase in or failure to stem demand for secondary care services including A & E


Risk Rating

(likelihood x consequence)

Initial:
Current:
Appetite:

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

Date last reviewed: June 2014

10
Risk Score

5

Rationale for Current Score
There are appropriate controls in place to mitigate the identified risks.

Risk Appetite

0
Initial

Jun‐14

Key Controls in Place

Internal Assurances

1. Children & Young People’s Partnership Board with Governing Body level membership from NHS
Wakefield CCG which oversees the work of relevant partners, ensuring they co‐operate to improve
outcomes for children and young people.
2. Shared performance framework in development to monitor children’s services, due to be completed by
September 2014.
3. Integration Board which seeks to improve joint working between Health and Local Authority services.
4. Mid Yorkshire Contract, underlying service specifications and Key Performance Indicators (KPIs).
5. Meeting the Challenge Programme Board in place to oversee implementation of necessary changes in
the health economy to deliver whole system changes.

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

External Assurances
1. Reporting to Children’s Partnership Board including report on outcomes framework quarterly.
2. Reporting to 10 CCG Paediatric working group.
3. Operation of Joint Strategic Commissioning Board (JSCB) to consider joint / collaborative
commissioning arrangements and use of pooled budgets.

Gaps in controls

Gaps in assurances

1. Lack of specific maternity and children’s contract forum with main provider.

1. Regular Children & Young People specific performance reports – internal.
2. CYP Partnership Outcomes Framework still in development – external.

Actions from gaps in controls

Actions from gaps in assurances

1. Develop specific maternity and children’s contract forum with main provider by December 2014.

1. Development of CYP specific performance report – internal by December 2014.
2. Completion of Partnership Outcomes Framework – external by December 2014.

Characteristic and Vision 8: Specialised Commissioning in Yorkshire and the Humber is a system comprised of partners
from CCGs & Area Teams who have come together to agree, refine and implement the following vision:
Vision: To commission specialised services, concentrated in 15‐30 centres, that are sustainable, high quality, innovative
and seamless
Threats against the achievement of the characteristic and vision:
There is a risk of a failure of effective specialised commissioning
Due to
-

Lead Governing Body Member: Dr Phil
Earnshaw

Lead Manager: Jo Webster

Lack of clarity re definitions in service specifications
Lack of clear financial framework and affordability
Lack of partnership working and clarity regarding who commissions what
Fragmentation
Lack of alignment with local priorities
Uncertainty of how we measure benefits derived from the services commissioned

Resulting in poor services for patients and uncoordinated planning of acute services.
Risk Rating
20
(likelihood x consequence)

Initial:
Current:
Appetite:

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

Date last reviewed: July 2014
Rationale for Current Score

15
Risk Score

10

Risk Appetite

5

Policy planning around specialised care is yet to be formalised and is
still emerging. NHS Wakefield CCG will become more involved in the
commissioning of specialist services and therefore will realise fully
the impact on provider landscape and patient flow.

0
Initial

Jun‐14

Key controls in place

Internal Assurances

1. Improved collaborative commissioning with Area Team across West and South Yorkshire to drive quality and efficiency across specialist
areas.
2. NHS Wakefield CCG is committed to working with West Yorkshire Clinical Commissioners to review and improve the effectiveness of
specialist commissioning and review configuration of services across Urgent Care, Paediatrics, Stroke and Cancer.
3. NHS Wakefield CCG is committed to working with South Yorkshire commissioners and providers through the working together
programme to improve services for those populations that cross boundaries.
4. Increased involvement from the Clinical Cabinet. The Clinical Cabinet plays more of an integral role in decision making.
5. Chief Officer and Chair are members of the 10 CC’s.
6. Chief Officer and Assistant Clinical Chair in the Working Together Programme in South Yorkshire.
7. There are identified Clinical Leads and Executive Officers to engage in decision making around specialist services across West Yorkshire.

1. Outcome based monitoring undertaken e.g. mortality rates
2. Existing contractual Boards with local providers to review direct
impact which reports to the Integrated Governance Committee.
3.Regular feedback from regional leads at 10 CC’s meetings on
national and local strategic developments and performance against
local and regional indicators.

Gaps in controls

Gaps in assurances

1. Governance structures are new and emerging. There will be a need to ensure that there is connectivity with NHS Wakefield CCG’s
internal governance structures.
2. Lack of policy direction in relation to Urgent Care which may or may not impact on local service provision.
3. The growth in specialised commissioning will be a financial liability for CCGs but they are unable to influence/manage this.
4. Alliance with West Yorkshire providers is new/emerging and will require development.
5. Lack of capacity to engage in the commissioning of specialist services.

1. Gap in West Yorkshire Healthwatch programme because the way
in which WCCG engages with patients and the public is not
identified.
2. Understanding the interdependencies between West Yorkshire
and South Yorkshire programme.

External Assurances
1. Healthwatch involvement in the Working Together programme
across South Yorkshire.

Actions from gaps in controls

Actions from gaps in assurances

1. A need to review internal commissioning structures to ensure the development of specialist services is embedded within the
organisation.
2. To identify a Head of Service and Clinical Lead to take a lead role on specialist services.
3. The lead commissioners for specialist services (South Yorkshire Area Team) are establishing a Specialist Commissioning Oversight
Group across Yorkshire and Humber to improve the effectiveness of co‐commissioning. NHS Wakefield CCG will be a partner in this.
4. Assistant Clinical Chair will be involved in the Clinical Reference Groups of service reconfiguration across West and South Yorkshire.
5. Changes to the Health and Social Care Act will help develop joint collaborative forums with other CCGs and NHS England which will
facilitate and improve partnership working and joint decisions.

1. Chief Officer to liaise with 10 CC’s on how NHS Wakefield CCG is
going to engage patients and public in the development of service
reviews across West Yorkshire.
2. Yorkshire and Humber Collaborative to agree how both
programmes will work together across Yorkshire and Humber to
avoid duplication and ensure sustainability of services.

9. Financial Efficiency Probity and Balance
Threats against the achievement of the principles: The risk of not delivering financial duties due to lack of budgetary
control and efficiency resulting in the restriction of services for patients. And the risk that NHS resources are not
appropriately deployed due to ineffective systems and governance resulting in inappropriate commissioning decisions.
Risk Rating
20
(likelihood x consequence)

Initial:
Current:
Appetite:

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

Lead Director: Andrew Pepper
Lead Clinician: Dr Adam Sheppard

Date last reviewed: June 2014
Rationale for Current Score

Risk Score

10

Risk Appetite

Sustained demand and long term transition costs
place upward pressure on the health economy.

0
Initial

Jan‐14

Jun‐14

Key controls in place

Internal Assurances

1. Development of comprehensive Quality, Innovation, Productivity and Prevention (QIPP) programme with:

Executive and Clinical Leads for QIPP

QIPP discussed within locality networks and discussions on meeting agendas.

QIPP aligned to transformation agenda

QIPP is standing item at Clinical Cabinet meetings and Clinical Cabinet accountability to Governing Body on the QIPP programme

QIPP performance reports to Integrated Governance Group.

Revised QIPP meeting arrangements including a QIPP performance meeting and a QIPP clinic.
2. Agreed budget.
3. Prime Financial Policies / Scheme of Delegation.
4. Budgetary control system and QIPP Tracker.
5. Service Level Agreements with providers.
6. Long term financial plans aligned across the health economy.
7. Embedded systems as demonstrated by first year of operation.
8. Two year allocations provided by NHS England.

1. Examination of QIPP by Integrated Governance
Committee who hold QIPP to account through
performance analysis.
2. Clinical Cabinet challenge. Chair holds colleagues
to account on QIPP
3. QIPP reports to Board.
4. Internal Audit commissioned to undertake systems
and controls audit.
5. Audit Committee provides oversight and scrutiny of
activities and governance.
6. Annual Governance Statement.
7. Financial targets for 2013/14 achieved.

Gaps in controls

Gaps in assurances

1. External agencies provide services for CCGs; for example the CSU and Shared Business Services (SBS), interface needs to be effectively managed. (Risk
135 on the Risk Register).
2. Need to ensure that the CSU merger does not interrupt business processes.
3. QIPP not fully embedded within CCG membership. (Risk 348 on the Risk Register).
4. QIPP programme not fully identified. (Risk 348 on the Risk Register).
5. Risk ensuring that Audit recommendations are expediated in a timely manner.
6. Where provider activity is higher than plan will need to be considered as part of forward demand planning. (Risk 283 on the Risk Register).
7. Health Economy overall financial challenge understood but of a material scale for health and social care partners.
8. Fundamental review of allocations presents a material risk to health economy and has led to minimum level of growth for two years. (Risk 283 on the
Risk Register).
9. Finance and Business Intelligence Group (F&BI) Terms of Reference need review
10. Any failure to deliver performance targets requires resource.
11. Broader system changes, e.g. co‐commissioning will require a further understanding of resources and expenditure.

1. Internal Audit / Counter Fraud not commenced new
workplan.
2. Service Auditor Reporting reports will require a
refresh in March 2015.
3. KPMG ISA260 Audit Highlights Memorandum –
recommendation regarding pooled budget and lead
commissioning arrangements that the CCG ensure
that the financial governance arrangements are
complete.

External Assurances
1. Head of External Audit has given a time and fair
assessment.
2. Head of External Audit has given a use of resources
opinion.
3. CSU service auditor report.
4. Shared Business Services (SBS) auditor report.
5. Head of Internal Audit opinion.

Actions from Gaps in controls

Actions from Gaps in assurances

1/2. Requirement to maintain open dialogue with CSU and SBS and continue to monitor CSU developments.
3/4. QIPP processes revised include performance and clinic and informal/formal cabinet and proposal to address specific schemes at membership level.
5. Action plan to manage audit recommendations routinely reported to Audit Committee.
6. Contract management arrangements to be revised to ensure strong partnership arrangements in the context of the health economy integration
business including demand risk, financial risk and maintaining high quality service provision.
7/8. Ensure that the overall health economy challenge is fully understood by health and social care partners.
9. Terms of Reference for F&BI being revised by Integration Executive following discussion by F&BI members
10. Ensure that there is sufficient resource identified to respond to any failure to deliver performance targets through management of risks and
mitigation and risk score arrangements.
11. Develop team expertise to maximise system benefits of proposed new arrangements and work with NHS England to manage any transition.

1. Completion of internal audit annual plan.
2. External audit to be undertaken in early 2014.
3. Continued dialogue with CSU regarding service
Auditor reports.

10. Safe and high quality experiences and clinical outcomes
Threats against the achievement of the principles: The Risk of
a. Avoidable harm to patients due to unsafe services and inadequate controls and assurances resulting in higher mortality, untoward incidents and poorer services.
b. The risk of poor patient experience due to patients not feeling at the centre of services resulting in lower levels of satisfaction.
c. The risk of Wakefield residents not being able to access the best available care due to the inadequate commissioning of services resulting in lower levels of
satisfaction and wellbeing.

Risk Rating
(likelihood x consequence)

Initial:
Current:
Appetite:

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

20
Risk Score
10
Risk
Appetite

0
Initial

Jan‐14

Jun‐14

Lead Director: Jo Pollard
Lead Clinician: Dr David
Brown

Date last reviewed: July 2014
Rationale for Current Score
The CCG has robust quality assurance arrangements in place, in collaboration with other CCGs
where appropriate, for all our providers. As host commissioner, and as the majority of our services
are provided by the Mid Yorkshire Hospitals NHS Trust the score reflects the current concerns
about patient safety ie staffing on elderly care / medical wards identified through Patient Safety
Walkabouts and whistleblowing allegations. The Trust is on a quality improvement trajectory
demonstrated through an internal and external assurance process.

Key controls in place

Internal Assurances

1. Executive Quality Boards for main providers: MYHT, South West Yorkshire Partnerships Foundation Trust
(SWYPFT) and Yorkshire Ambulance Service (YAS) 111 service. Quality is discussed as part of the YAS 999
Contract Management Board.
2. Monthly Integrated quality and performance report, details key performance, activity and quality data
and actions to address performance issues.
3. Monthly CCG Patient Safety Walkabouts at MYHT, planned for SWYPFT. Additional patient safety
walkabouts at MYHT were undertaken on elderly care/medical/maternity wards during Q4 (2013/14).
4. Complaints processes and procedure has been strengthened at MYHT.
5. Adult and children NHS safeguarding issues reviewed monthly, designated GP & nurse for adults and
children and in post.
6. CCG Response to Francis report produced in June 2013 and NHS system wide workshop on provider
response to Francis report held on 20 June 2013.
7. CCG member of the West Yorkshire Quality Surveillance Group hosted by NHS England (West Yorkshire)
and specific MYHT Quality Surveillance Groups have been convened by the Area Team since May 2013.
8. MYHT Quality Summit held on 10 February 2014 (included NHS England, Care Quality Commission, Trust
Development Authority, Healthwatch) with follow‐up conference call planned for 9 July 2014.
9. Monthly Quality Intelligence Group gathers and themes soft intelligence on services in a systematic,
rigorous and regular basis to identify appropriate actions.
10. Communications, engagement and equality and diversity strategy 2013 approved by Governing Body in
September 2013.
11.Award winning ‘Putting patients first’ work
12. Presentation to MYHT Executive Quality Board on Nurse Staffing Review and Proposal ‐ 20 March 2014.

1. Integrated quality and performance report reported to the Integrated Governance Committee
and Governing Body.
2. Separate adult and children safeguarding report to the Integrated Governance Committee and
Governing Body.
3. Local Quality Intelligence Group aims to capture soft information from number of stakeholders.
Accountable to the Integrated Governance Committee. Summary of outputs and actions included
in monthly Integrated Quality & Performance report.
4. CCG response to Francis report received by CCG Governing Body in June 2013.
5. Internal Task & Finish Group established to review and act on the recommendations of the
external review of commissioning quality assurance processes. Update paper to Integrated
Governance Committee in June 2014.

Gaps in controls

Gaps in assurances

1. Full evaluation of service provider’s complaints data, key themes and service areas.
2. Not all measures capture full patient experience across a pathway.
3. CCG not assured that the monitoring and assuring of quality for providers managed by the CSU provider
management team. (Risk 74 and 422 on the Risk Register).
4. Gathering and utilising soft intelligence systematically.
5. Lack of patient/carer involvement in every commissioning decision.
6. Primary care service commissioning and contracting lead NHS England need to develop information
sharing and governance.
7. Relations not mature in new system. (Risk 307 on the Risk Register).

1. Soft information gathering not fully mature.
2. Current contracts and quality assurance measures do not measure across a patient pathway.
(Risk 74 on the Risk Register).
3. Monitoring and reporting of other providers performance and quality is not developed. (Risk 74
on the Risk Register).
4. Six month development programme agreed with MYHT to implement the recommendations of
the external review of commissioning quality assurance processes (March – September 2014)

External Assurances
1. Monthly meeting of NHS England West Yorkshire Quality Surveillance Group.
2. Staff Survey.
3. Monthly HWB Board meeting.
4. Patient surveys.
5. Care Quality Commission Inspections.
6. General Medical Council (GMC) Trainee surveys.
7. External Review of commissioning quality assurance processes – December 2013.
8. MYHT received a Highly Commended award from Dr Foster for reduction in weekend mortality –
December 2013.
9. NHS Wakefield CCG was shortlisted by NHS England Excellence in Participation Awards 2014 for
‘Putting Patients First’ Programme.

8. Assurance that workforce plans will ensure staffing levels which provide safe inpatient care shift by shift.

Actions from gaps in controls

Actions from gaps in assurances

1. CCG and local authority agreed to review current commissioning, contracting and quality monitoring
across the partnership.
2. In discussion with NHS England to work jointly on the commissioning, contracting and quality of primary
care services.
3. Relationships developing through the new NHS and social care infrastructure.

1. CCG and local authority agreed to review current commissioning, contracting and quality
monitoring across the partnership.
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Information

It is recommended that the Governing Body notes the risk register for NHS Wakefield Clinical Commissioning
Group as a correct reflection of the current position.
Executive Summary:
The Risk Register was presented at the August Integrated Governance Committee and has been subject to a
new review cycle. A review cycle consists of a review by the Risk Owner, Senior Manager and Director.
Part of the review cycle for Senior Managers included checking that the guidelines had been followed.
The Senior Manager’s review also includes a requirement to identify and inform the Clinical Lead of relevant
risks. All Clinical Leads have access to the risk register.
As of 8 August 2014 there are 60 risks on the risk register as follows;
Critical Risks (scoring 25‐20) – none
Serious Risks (scoring 16‐15) – seven as follows:
450 – New scoring 16
There is a risk that the CCG will fail to meet the required standard within the NHS Constitution for the Admitted,
Non Admitted and Incomplete 18 week Referral to Treatment Waiting Time standards, due to operational
performance at Mid Yorkshire Hospital Trust, resulting an adverse impact on the quality of care and patient
experience, and a failure to meet key national targets.
433 – New scoring 16
There is a risk that due to the significant number of services reviews scheduled to take place in 2014/15, not all
service reviews will be completed, resulting in delay to procurement decisions and contracts requiring tender
waiver in order to avoid gaps in services.
426 – New scoring 16
There is a risk that YAS will not meet the end of year red performance target (75% of red calls to be responded
to in 8 minutes) due to staff vacancies, increased demand and rota changes. This will result in poor patient
experience and potential increase risk of harm to patients.
418 – New scoring 16
There is a risk the 2014/15 CCG Quality Premium NHS Consitution rights and pledges will not achieve the
required operational standard due to the Referral to Treatment trajectory of the Incomplete Pathways at MYHT

and current YAS Cat A Red 1 Ambulance response times, resulting in a 50% reduction of the eligible quality
premium funding (currently valued at a ‐£887,500 impact)
395 – Static for 1 cycle scoring 16
There is a risk that the CCG will have cases of MRSA bacteraemia and exceed the annual objective of 92
Clostridium difficile cases in 2014/15. Due to the incidence of health care associated infections in community
and hospital settings. Resulting in reputational and patient safety consequences.
436 – New scoring 15
There is a risk of patient serious self harm (either accidently or deliberately) despite the provision of a jointly
funded care package, in part due to the patient's decisions and choices on how the care package is delivered.
There are a number of partner organisations involved in the care, treatment and commissioning arrangements,
and any attempted self harm will result in a multi‐agency level investigation.
80 – Increasing to score 15
There is a risk that the MYHT ' Meeting The Challenge' (MtC) transformation programme has a significant
service and financial impact on the CCG due insufficient business and implementation planning resulting in an
inability to deliver the required acute service reconfiguration.
Those risks scoring 15 and above are outlined in full in appendix 1 to the report.
High Risks (scoring 12‐8) – 28
Other risks (scoring 6 or below) – 25
Never Risks – Those risks which have a potential consequence of 5 or catastrophic but a likelihood of 1.
There is one risk identified as follows:
 289 Scoring 5
There is a risk that the health system in Wakefield will be unable to meet the level of demand due to a large
scale incident (eg natural disaster, terrorist attack, pandemic, etc). This will result in mass harm to the
population of Wakefield district.
During this review cycle 13 risks have been identified for closure and 18 new risks have been added.
Statistics.
There are 60 risks on the register (previous period 57)
The total risk score is 489 (previous period 436)
The mean average risk score is 8.2 (previous period 7.6)
The proportion of serious risk scores to the total risk is 22.5% or 110 (previous period 22% or 96)
Link to overarching principles
from the strategic plan:

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

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

Not applicable











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

Not applicable.

Members of the Governing Body.

The Risk Register was considered by the Integrated Governance Committee
on 21 August 2014.

Reference document(s) /
enclosures:

The risks scoring 15 and above are attached as appendix 1 to the report.

Risk Assessment:

This is the risk assessment mechanism for NHS Wakefield Clinical
Commissioning Group.

Finance/ resource implications:

Not applicable.

Appendix 1 High Level Risk Log as at 8 August 2014

Risk Date Created
ID

450

01/08/2014

Risk Rating Target
Risk
Rating
16

Risk Owner

4 Luke
Streeting

Senior Manager Final Reviewer Principal Risk

Matt England

Key Controls

Andrew Pepper There is a risk that the CCG will fail to meet the required standard within the NHS Constitution for the The CCG and MYHT have developed an RTT resilience plan to improve waiting list
Admitted, Non Admitted and Incomplete 18 week Referral to Treatment Waiting Time standards, due numbers and deliver robust and sustainable performance across the three 18
week pathways. This includes:
to operational performance at Mid Yorkshire Hospital Trust, resulting an adverse impact on the
quality of care and patient experience, and a failure to meet key national targets.
• External validation of incomplete waiting lists
• Increase of internal validation resources within the Trust
• Increase in 18 week administrative support to include the need to track patients
throughout the pathway.
• Transfer of patients to local Independent Sector (Acute and Community
Providers)
• Maximising MYHT internal outpatient capacity above plan
• Maximising internal elective capacity above plan
• Increasing diagnostic capacity to reduce waiting times for key tests and reports
of people on 18 week pathways.

Key Control Gaps

Assurance Controls

Positive Assurance

Assurance Gaps

Risk Status

Revised Speciality level plans implemented within MYHT
on 01/08/14 to address variance between planned
performance and actual.
Identification of key specialities that are causing concern:
ENT, General Surgery, Oral Surgery, Plastic Surgery,
Trauma and Orthopaedics, and Other (Colorectal, Vascular
and Anaesthetics)

1. Weekly RTT Tracker provider by MYHT to the
CCG
2. Weekly RTT summary status report provided to
CCG Executive Team
3. Weekly Conference call between CCG and
MYHT
4. Twice weekly review of performance within
CCG Contracting Team
5. Fortnightly MYHT/ CCG Access Meeting
6. Monthly Contract Management Meeting
7. Monthly Executive Contract and Quality

The controls in place
There are currently no identified gaps in assurance
allow for a high level of
scrutiny on the impact of
operational plans for
performance
improvement, the current
performances as at
01/08/14 does indicate
MYHT are meeting the
planned trajectory of
performance
improvement.

New ‐ Open

Rapid review cycle has been reviewed and further
streamlined to speed up review process (evidence based,
activity, cost and spec)

Service review highlight reports provide updates
on progress and inform actions to mitigate the
risks for consideration by Director of
Commissioning and Qualiity, Director of Finance,
Integrated Governance Committee.

Service review highlight None
reports provide updates
on progress and inform
actions to mitigate the
risks for consideration by
Director of
Commissioning and
Qualiity, Director of
Finance, Integrated
Governance Committee.

New ‐ Open

Additional resources made available to manage the risk and deliver improvements
for patients
433

17/07/2014

16

16 Linda Driver Linda Driver

Jo Pollard

There is a risk that due to the significant number of services reviews scheduled to take place in
2014/15, not all service reviews will be completed, resulting in delay to procurement decisions and
contracts requiring tender waiver in order to avoid gaps in services.

Senior Responisible Officer and Project Manager in place.
Monthly highlight reports to Director of Commissioning & Quality Improvement,
Director of Finance,CSU Programme Director (QIPP), Integrated Governance
Committee and Clinical Cabinet.

Informal clinical cabinet meetings scheduled 7/8/14 and
11/9/14 to review rapid review cycle outputs

Additional assurance reports with actions to mitigate risks considered by
Integrated Governance Committee (Service Review update report ‐ 17/7/14) and SRO, Project Lead through discussion with Associated
Clinical Cabinet (31 July 2014)
Director, Finance and Contract have prosposed further
phasing of reviews to manage workload across respective
Rapid review cycle in place
teams in CCG/CSU (clinical and non clinical) and have
identified where reviews are aligned to wider
transformation work which will affect review timelines.
This proposal is included in the IGC report for
consideration 17/7/14.

426

09/07/2014

16

4 Jenny Feeley Matt England

Andrew Pepper There is a risk that YAS will not meet the end of year red performance target (75% of red calls to be
responded to in 8 minutes) due to staff vacancies, increased demand and rota changes. This will
result in poor patient experience and potential increase risk of harm to patients.

1. Contract queries have been raised for April and May performance. YAS have
responded with a remedial action plan but this has not yet been accepted by
commissioners.
2. YAS have implemented a number of immediate changes aimed at improving
care provision and efficiency:
• New rota’s – re‐engagement of external modelling support to ensure resource
deployment is optimised to address CCG level performance difficulties.
• Additional resources – commissioning of independent sector crews to help meet
demand during week days and at weekends, PTS crews to provide urgent tier
transport at weekends, recruitment of additional clinicians into the clinical hub.
And additional clinical staff in NHS111 at weekends and evenings to ensure all
calls that can be dealt with without the need for an ambulance are serviced.
• ECA role – role to be fully utilised skill sets.
• Meal breaks – The current meal break window has been reviewed and extended
(following an previous reduction) to better support the balance between
delivering a timely service and facilitating crews getting breaks in a more timely
manner.
3. The three lead AOs from Sheffield, East Riding and Wakefield CCGs or delegates
have met with YAS Directors to seek assurance on performance for the remainder
of the year. Commissioners are currently awaiting a revised plan to be circulated.

‐ Contract management board are formally
‐ Further in depth understanding of the data relating to
Continual work is being
monitoring performance and action plan
demand and activity and perfomance is required to
undertaken with YAS to
understand why performance has been affected in the new developement
ensure that aciton plans
contract year. Commisisoners require an in depth reveiw ‐ Local Clinical Business Unit is monitoring local
are suitabel to meet end
to understnad if there are local pockets of poorer
plans
of year performance.
performance which have may have occurred due to issues ‐ Reporting thorugh YAS board and governance
beyond YAS's control.
structures
‐ Reporting through CCG governance structures (in
wakefield thorugh IGC)
‐ Montoring and system resilence to be
considered through UCWG

418

16/06/2014

16

4 Luke
Streeting

Andrew Pepper There is a risk the 2014/15 CCG Quality Premium NHS Consitution rights and pledges will not achieve
the required operational standard due to the Referral to Treatment trajectory of the Incomplete
Pathways at MYHT and current YAS Cat A Red 1 Ambulance response times, resulting in a 50%
reduction of the eligible quality premium funding (currently valued at a ‐£887,500 impact)

1. Integrated Governance Committee oversight of NHS Constitution Rights and
Pledges.
2. Individual provider performance management of National Operational
standards as identified in Schedule 4 of the NHS Standard Contract 2014/15
through Contract Management Meetings.
3. Escalation route to Executive Quality and Contract Boards

No gaps identified

Matt England

1.Monthly NHS Constitution Dashboard and
Quality Premium Dashboard reported in the
Integrated Performance and Quality Report.

Further indepth understanding of the data and course of New ‐ Open
the current performance levels

There are currently no identified gaps in assurance.
New ‐ Open
1. Monthly Integrated
Governance Committee There are individual risks identified for both RTT and YAS.
2. Monthly Contract
Management Boards
3. Monthly Executive
Contract Boards
4. Monthly Quality Board

Appendix 1 High Level Risk Log as at 8 August 2014

395

01/05/2014

16

1 Jane
O'Donnell

Laura Elliott

Jo Pollard

* Inability to control attendamce of care home staff at
There is a risk that the CCG will have cases of MRSA bacteraemia and exceed the annual objective of * HCAI Action plans in place across the Health Economy.
92 Clostridium difficile cases in 2014/15. Due to the incidence of health care associated infections in * MRSA treatment pathway in place.
catheter management training sessions.
community and hospital settings. Resulting in reputational and patient safety consequences.
* All cases of MRSA are subject to Post Infection Review (PIR) and appropriate
* Antibiotic Masterclass including C.diff case studies
action plans developed and monitored.
planned for GP Prescbing Leads workshop ‐ January 2015
* C.diff cases are mapped monthly by GP postcode and care homes.
* Root Cause Analysis (RCA) are undertaken for c.diff cases in care homes
* Revised Antimicrobial Prescribing Guidelines for Primary Care were circulated in
September 2013 and launched at the Prescribing leads GPs in October 2013.
* Prescribing of cephalosporins and quinolones is included as a prescribing
indicator in the improvement in Prescribing Plan (ImPP) for 2014/15
* Urinary Catheter training is being delivered across the health economy ‐
bespoke sessions for care home staff continue to be funded by the CCG for
2014/15.
* Suppression treatment products have been revised for the community pharmacy
scheme to reduce the burden of local resistance.
* High level infection alert on SystmOne to flag at risk patients.
* Exploratory work to understand other health economy strategies to manage
HCAI.
* Weekly attemdance at CDI panel to review all cases (pre and post 72 hour
admission)

* Data retrieved from Public Health England
Mandatory Enhanced Surveillance System (MESS)
* Monthly prescribing reports of cephalosporin
and quinolone and compliance with antimicrobial
guidelines

436

21/07/2014

15

5 Kathleen
Ryan

Kathleen Ryan

Jo Pollard

There is a risk of patient serious self harm (either accidently or deliberately) despite the provision of a Involvement of Mental Health Services, close care management frequent
jointly funded care package, in part due to the patient's decisions and choices on how the care
professional dicussions relating to risk and crisis managemnet. referral to
package is delivered. There are a number of partner organisations involved in the care, treatment
inpatient mental health service for assessment and treatment consideration of
and commissioning arrangements, and any attempted self harm will result in a multi‐agency level
application of Mental Health act, and agreed increase to care package to provide
investigation.
additional support.
Risk management plan in place.

regular professionals meetings to monitor input
and progress

80

15/10/2012

15

9 Helen Childs Helen Childs

Jo Pollard

There is a risk that the MYHT ' Meeting The Challenge' (MtC) transformation programme has a
significant service and financial impact on the CCG due insufficient business and implementation
planning resulting in an inability to deliver the required acute service reconfiguration.

Programme Managers, Project Managers and clinical leads are in place for each of
the Meeting the Challenge Transformation Programmes. New PMO being
developed to support the MtC Implementation Group. Programme Managers &
Project Managers are reviewing work streams, time lines and inter‐dependencies.
Regular briefs to Implementation Group and Programme Executive re financial
impact of proposed changes. All proposals are subject to a QIA.

admission to mental health inpatient unit.
acceptance of referral to psychology
Lack of knowledge of provider in regards risk managment
and appropriate activity

Further work required during Q3 & Q4 13/14 to review the
work streams, time lines, inter dependencies, activity &
cost profiles of the proposed changes set in the context of
QIPP & to allocate work force resources to deliver changes
within agreed time lines.

* Quarterly reports to
None identified
Integrated Governance
Committee
* Data sent to Head of
Quality monthly for
inclusion in the monthly
Integrated Quality &
Performance report
* Quarterly report to each
Clinical Network on
cephalosporin and
quinolone prescribing is
provided to support peer
review and planning
* Monthly report of
prescribing performance
of antimicrobial
guidelines presented to
the Medicines
Optimisation Group.
* Best Practice and
learning being carried
out.

Static ‐ 1 Archive(s)

Concerns remain due to Appropriate application of Mental Health Act and delay New ‐ Open
delays in engagement of in receiving feedback from provider regarding significant
local authority MHA lead events.
Regular contact with service manager and clincal (due to recruitment)
however legal input has
advisor
been received to advise
on commissioning
responsabilites and
associated risks.

Programme & Project Managers implement
changes to work streams & actions to mitigate
risks to reflect feedback from stakeholder groups
(e.g Programme Executive, CCG Governing Body,
Information Governance, Transformation
Programme Boards)

Regular reports on
None. Commissioning Programme Director, Melanie
progress, risks & actions Brown, appointed but not yet in post
to mitigate risks to Urgent
Care and Mental Health
Programme Boards, CCG
Governing Body,
Integration Executive & to
the Health & Well Being
Board. Risk register
updated accordingly.
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Information

It is recommended that the Governing Body:
i.

note the contents of this paper which was presented to the Health and Wellbeing Board on
24 July 2014. An update on the Better Care Fund section has been added since the July meeting; and
ii. support the delegation of the development and approval of the Better Care Fund to the CCG Chair
and Accountable Officer for recommendation to the Wakefield Health and Wellbeing Board on 18
September 2014
Executive Summary:
The purpose of this paper is to inform the Governing Body of the progress made with the development of
health and social care integration for the district of Wakefield. This paper outlines the journey to date and the
evolution of the vision and strategic direction across health and social care. The strategic direction and system
leadership have influenced and informed the approach to integration and provided the readiness for change for
an ambitious programme of work.
The key strategic agendas that are linked to the development of the integration of health and social care are:







The Local Services Board and District Outcomes Framework
The Health and Wellbeing strategic priorities
The Mid Yorkshire Hospital Acute Reconfiguration programme
The Meeting the Challenge transformation programme
The CCG five and two year operational plans
The Better Care Fund

Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.

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



Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Local Authority, Mid Yorkshire Hospitals NHS Trust

Local Authority, Mid Yorkshire Hospitals NHS Trust

Presented at Health and Well Being Board on 24 July 2014

http://www.england.nhs.uk/wp‐content/uploads/2014/07/bcf‐guid‐cover‐letter‐hwbs.pdf

Risk Assessment:
Finance/ resource implications:

None

Developing a sustainable and integrated health and social care system for Wakefield
Governing Body
9 September 2014

REPORT OF: Jo Webster, Accountable Officer, Wakefield CCG

1.

SUBJECT: Developing a sustainable and integrated health and social care system
for Wakefield

2.

PURPOSE OF REPORT
Wakefield District has set out on an ambitious and challenging journey to improve
the outcomes for local citizens and develop a sustainable health and social care
system. This requires a commitment and ability to change ways of working, strong
partnership working supported by collaborative leadership and transparency and
openness as public sector organisations.
Commissioners and providers of health and social care in Wakefield District have
agreed that our vision is for people to live longer, healthier lives through services
that address all of a person’s needs, delivered by people with a range of skills
working as one team, as close to home as possible. The importance of Wakefield
as a place is recognised and the need to support social value in commissioning
delivering integrated services to improve the local economy, generating wealth
and reducing inequality.
The principles underpinning the approach to integration are:
•
•
•
•
•

Prevention
Partnerships
Personalisation
Evidence
Innovation

The purpose of this paper is to inform the CCG Governing Body of the progress
made with the development of health and social care integration for the district of
Wakefield. This paper was presented to the Health and Wellbeing Board on 24th
July 2014.
This paper outlines the journey to date and the evolution of the vision and

strategic direction across health and social care. The strategic direction and
system leadership have influenced and informed the approach to integration and
provided the readiness for change for an ambitious programme of work.
The key strategic agendas that are linked to the development of the integration of
health and social care are:
•
•
•
•
•
•
3.

The Local Services Board and District Outcomes Framework
The Health and Wellbeing strategic priorities
The Mid Yorkshire Hospital Acute Reconfiguration programme
The Meeting the Challenge transformation programme
The CCG five and two year operational plans
The Better Care Fund

RECOMMENDATION(S)
The Governing Body is asked to:
1. Note the contents of this paper which was presented to the Health and
Wellbeing Board on 24th July 2104. An update on the Better Care Fund section
has been added since the July meeting.
2. To support the delegation of the development and approval of the Better Care
Fund to the CCG Chair and Accountable Officer for recommendation to the
Wakefield health and Wellbeing Board on the 18th September 2014.

Appendix(ces)
Appendix 1 Key Milestones
Appendix 2 Integration Vision and Communications and Engagement strategy
Appendix 3 Integration Governance
Appendix 4 Integration Executive Terms of Reference
Appendix 5 Integration Business Rules
Appendix 6 Network development phases
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Developing a sustainable and integrated health and social care system for Wakefield
4.0

The Strategic Context for Wakefield
There is a long and successful history in Wakefield of the public sector coming
together to work towards a single partnership vision. From the development of the
first community strategy Fast Forward back in 2003, through to Developing
Knowledge Communities and more recently the Wakefield District Plan we have
come together to make a difference for our citizens and whilst there is no longer a
statutory duty to develop a community strategy, the maturity of our partnership and
the passion we have still brings us together to strive for a better district.
Over the last few years the landscape of the public sector has changed. There have
been significant challenges to tackle both in terms of finance and policy and
legislation. The Public Sector Spending Review in 2013 set the financial agenda for
the public sector for the years ahead presenting a challenge to transform public
services.
The Local Services Board (LSB) is at the heart of the Local Strategic Partnership,
Wakefield Together, for the Wakefield District. In order to ensure that the LSB is able
to focus the collective efforts of partners, discussions and public engagement have
been held to identify the specific priorities that as a Partnership it wishes to deliver.
The LSB has set the vision for where it wants the Wakefield District to be in the
coming years through the ‘Wakefield District Plan’
http://www.wakefield.gov.uk/Documents/wakefield-together/20122016-wakefielddistrict-plan.pdf and is accountable for ensuring that this is delivered.
The LSB has shaped the emerging District Outcomes over the last six months by
agreeing the four strategic themes;
•
•
•
•

Caring for our people
Caring for our places
Ambitious for our young people
Modern public services

The District Outcomes Framework has recently been launched setting the strategic
objectives for all public sector organisations in the district. The Health and Wellbeing
Board is accountable for the delivery of the objectives.
It is within this strategic context that we need to develop our partnership working to
something even more innovative, to make change at scale and to be more creative
with our solutions; to bring about more added value from working together and a
common approach to integration.
The health and wellbeing agenda for Wakefield District plays a pivotal role in shaping
and supporting the future outcomes through a commitment to greater citizen
3

empowerment, understanding and tacking the underlying causes of poor health a
focus on prevention and tackling inequalities in health.
The strategy for integration is to promote partnership working to address the wider
determinants of health rather than dealing with the consequences of ill health.
This approach requires a shift in thinking and behaviour to encourage people to take
responsibility for their own well-being, different ways of working and a greater
emphasis on self-care and reduced reliance on hospitals
The areas highlighted below provide the local background and narrative to the
journey the Wakefield health and social care sector has undertaken in developing its
approach to integration.
4.1

The Wakefield Health and Wellbeing Strategy and Board
Under the Health and Social Care Act 2011 the Health and Wellbeing Board has the
duty to develop a Health and Wellbeing strategy. Based on the Joint Strategic Needs
Assessment (JSNA) the Health and Wellbeing strategy identified 6 priorities over a
three year period with the current focus on:
•
•
•

Transformation and integration;
Mental Health; and
Tobacco control.

In response to this the Wakefield Health and Wellbeing Board has given the mandate
to Wakefield CCG and Wakefield District Council to develop an approach to more
integrated commissioning for future services based on citizen needs, in collaboration
with other local organisations. This agreement recognises that there are potential
synergies and further opportunity to improve outcomes for citizens if the health and
care system is looked at from a “total place” perspective with the district of
Wakefield as the unit of planning.
4.2

The Better Care Fund

4.2.1 National Overview
The Better Care Fund was announced in June 2013. It provides an opportunity to
transform local services so that people are provided with better integrated care and
support. Every health and social care economy submitted a plan in April 2014 which
was reviewed by the NHS England Local Area Teams.
The Better Care Fund (BCF) is “a single pooled budget for health and social care
services to work more closely together in local areas, based on a plan agreed
between the NHS and local authorities.” The expectation is that by 2015 this will be a
mandated arrangement underpinned by a Section 75 agreement.
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At the outset a national fund of £3.8bn was identified for money to be allocated to
the BCF, from existing resources in the system, which comprised:
•
•
•

£1.9bn for performance related activity from CCG revenue
£1.1bn social care funds
Reablement monies and carers monies, capital grants

Nationally the level of ambition varied across the country and with the arrival of the
new NHS Chief Executive, Simon Stevens, a pause was taken in the process to review
the strategic intent and alignment with the national system transformation required.
On 11th July 2014 each Health and Wellbeing Board was asked to submit a revised
plan with accompanying revised guidance for the 19th September 2014.
Minsters agreed that the BCF plans needed to demonstrate how local areas would
reduce total emergency admissions as a clear indicator of the effectiveness of local
health and care services in working better together to support people’s health and
independence in the community.

4.2.2 National Policy Changes to the Better Care Fund
The substantive change in policy is that of the £1.9bn NHS contribution to the BCF,
£1bn will remain within the BCF but will now be either commissioned by the NHS on
out-of –hospital services or linked to a reduction in total emergency admissions.
The intention this policy change is to ensure that the risk of failure for the NHS in
reducing emergency admissions is mitigated and CCGS are effectively compensated
for unplanned non-elective activity. The following bullet point summarise the
changes to policy agreed by Ministers.
•

•

•

•

The £1bn proportion of the BCF will replace what was originally the “pay for
performance “ fund linked to the production of a plan and delivery against
national and local metrics. No payment will now be linked to those metrics
although Health and Wellbeing Boards will be expected to continue to set
levels of ambition for these within their plans. Total emergency admissions
replaces the original metric of avoidable emergency admissions
Health and Wellbeing Boards are invited to agree a target reduction in total
emergency admissions. The funding corresponding to any reduction forms
one element of the pay for performance fund.
For the proportion of the £1bn funds linked to a reduction in total emergency
admissions, money will be released from the CCG to the pooled budget on a
quarterly basis, depending on performance. These payments start in May
2015 based on quarter 4 performance in 2013/14. The remaining proportion
of the £1bn will be released to the CCG upfront in Quarter 1 2015/16
If the locally set target is achieved then all of the funding linked to the
performance will be released to the Health and Wellbeing board to spend on
5

•

BCF activities. If the target is not achieved, the CCG will retain the money
proportional to performance to be spent by the CCG in consultation with the
health and Wellbeing Board
The expected minimum target reduction in total emergency admissions will
be 3.5% for all HWB areas, unless an area can make a credible case as to why
it should be lower.

In addition, the revised guidance sets out 6 national conditions that need to be met:
•
•
•
•
•
•

The protection of social care spending
Seven day services to support discharge
Data Sharing and the utilisation of the NHS number
Joint Assessment
Accountable lead professional for high-risk populations
Agreed impact on the acute sector

4.2.3 Implications for Wakefield
The development of the Better Care Fund is an example of how the CCG is working
closely with the Local Authority and other partner organisations to deliver the vision
for Wakefield District. The Better Care Fund needs to be seen within this context and
the journey that Wakefield is undertaking towards the integration and
transformation of local services and care and the provision of care closer to home.
In Wakefield the Better Care Fund plan has evolved from the work on the acute
reconfiguration plan and the plans for the development of community and primary
care services.
Wakefield district is ambitious in terms of its vision and pace for the transformation
and integration of services. The BCF is seen as an opportunity to further our local
plans and to support a system approach rather than an organisational approach.
Wakefield commissioners have committed to establishing a BCF of £42m which
reflects the local ambition to integration, the ability to manage system risk and the
protection of the joint commissioning of services.
This means that there will be a performance pot of £7m locally which will be
assigned to the achievement of the reduction of emergency admissions. This
performance pot will be supported by a Section 75 agreement and risk sharing
arrangements that are under development and will be in place by April 2015.
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4.3

The CCG Strategic Plans
All CCGs nationally, have been asked by NHS England to produce detailed two-year
operational and five-year strategic plans and guidance to do this ‘Everyone Counts:
Planning for Patients 2014/15 to 2018/19’ was published in December 2013.
Through the development of its plans the CCG has aligned its priorities to the district
outcomes framework and woven the outcomes in to the plan. The outcomes are
reflected in the plans on a page, which illustrate not only a vision, set of
interventions and how they contribute to the seven ambitions of NHS England, but
also now how they contribute to the overarching outcomes of the district outcomes
framework. This will enable the CCG to measure impact through the annual business
plan going forward.
Furthermore the 2 year and 5 year plans have aligned and incorporated the Mid
Yorkshire Hospitals Acute Services reconfiguration programme, the CCG
commissioning intentions, the Quality Premium and the Health and Wellbeing
strategy. The plans are firmly based around delivering the vision for transforming the
health and social care system.

5.0

Developing the Wakefield Vision for Integration
Within the evolving strategic context outlined above the journey to transform and
integrate the health and social care system in Wakefield started in 2010 with the
development of a vision that was forward thinking, innovative and sustainable. The
vision identified was:
That the focus for transformation is guided by the need to ensure that:
•
•
•

Patients are practically managed at or close to their homes;
Only those patients who need to be in hospital are admitted; and
Once admitted into hospital patients only stay for as long as is clinically
necessary.

Extensive public consultation and engagement was carried out across the district
with clear messages and feedback from communities. The feedback and messages
from local people have fed into the vision and all the subsequent work that has been
developed to design and develop changes to future health and social care.
Wakefield health and social care communities agreed that care must be organised
around patients and citizens and that integrated delivery would be essential for
success.
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The work of the Health and Wellbeing Board in its approach to public engagement
has supported the development of this vision and will continue to evolve and
support the work on integration as we move forwards.
The engagement principles proposed support the continued commitment to public
engagement and the vision for transformation:
•
•
•
•

Be joined up & coordinated
Meaningful & Make a difference
Shifted away from specialist task to the way we work
Focus on early intervention and prevention / the ‘whole’ person/peoples’ lives

Mid Yorkshire Acute Services Reconfiguration
The Wakefield health and social care vision provided a platform to support the development
of the Mid Yorkshire Health and Social Care Transformation Programme which brought
together partners to design and implement the delivery of the acute services
reconfiguration programme and the commissioning intensions for changes to community
services.
A Full Business Case was developed for the reconfiguration of hospital services, the Clinical
Services Strategy. The Full Business Case was supported by the Secretary of State in March
2014 to progress with the implementation.
The programme of work not only covers clinical service areas but has implications for
estates, workforce and technology that are being addressed as part of the service changes.
As part of this business case the size and scale of the changes were identified through an
agreed currency of a reduction in bed days, which has been adopted by the partner
organisations.
These reductions in bed days have informed the approach to the Better Care Fund for
Wakefield, as they correlate to a number of schemes linked to the reduction in emergency
admissions and reductions in the length of stay, and are incorporated into the community
plans and feed through into the work on the integration of services.
The tables below summarize the overall bed day reductions and targets to be achieved.
These tables are for Wakefield and North Kirklees covering the Mid Yorkshire hospital patch:
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Bed Day Modelling Position

MYHT
model

MYHT
model

Baseline bed days (2013/14)

348,147

Increase due to occupancy

24,800

Increase due to growth

31,620

Gross position

404,567

Current
CCGs

20%
“stretch”

404,567

404,567

404,567

Proactive care of crisis intervention
(reduced admissions)

(21,080)

(21,514)

(25,817)

Drivetime

(24,800)

(24,800)

(24,800)

(5,580)

(5,580)

(6,696)

Length of stay - MYHT

(18,000)

(18,000)

(21,600)

Supported discharge (reduced LoS)

(39,970)

(23,205)

(27,846)

0

(6,330)

(7,596)

(109,430)

(99,429)

(114,355)

295,137

305,138

290,212

(10,001)

4,925

Mitigating actions

Emergency ambulatory care

Liaison psychiatry
Total actions
Projected bed days
(Deficit)/surplus against MYHT

-

Wakefield
Scheme Description

North
Kirklees

Other

Emergency Emergency Emer Bed
Bed Days
Bed Days
Days

Total
Emer Bed
Days

Health and social care community care services (pro-active
care and crisis intervention)

10,578

1,301

Reducing admissions from the Pinderfields emergency
department

1,138

494

Primary care access to prevent the need for future
admissions

2,501

3,456

Yorkshire Ambulance Service – Increasing the number of
emergency ambulance calls that result in individuals being
appropriately managed in the community

2,046

-

Subtotal - Reducing admissions
Reducing Length of Stay (LoS) via Early Support Discharge
Length of Stay – MYHT

16,263
18,856
-

5,251
4,349
-

18,000

21,514
23,205
18,000

-

-

24,800

24,800

35,119

9,600

5,580
6,330
54,710

5,580
6,330
99,429

Drivetime
Emergency Ambulatory Care
Liaison Psychiatry
Reduction in Bed Days from 2013/14 to 2016/17
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Community Services Transformation
In alignment with the plans for acute services reconfiguration the CCGs developed the
Transformation Programme Outline Business Case setting out the vision for community
services in Wakefield. The plan covered worktsream areas for the following four areas:
•
•
•
•

Care Closer to Home
Urgent Care
Mental Health
Safe and Healthy pregnancy

These workstreams support the Mid Yorkshire Hospitals Trust Clinical Services strategy and
the reduction of the bed days identified. Most importantly these work streams support the
shift to care centred around the citizen, integrated working and care closer to home.
In order to support the Acute Service Reconfiguration and development of community
services the CCG developed a bottom-up estimated financial cost model to evaluate the
baseline costs for a project programme and to estimate the establishment and support costs
for the transformation programme, Care Closer to Home.

In 2014/15 the CCG has committed £3.8million to support the transition and transformation
of community services and of £5.3m in 2015/16 to support providers with the changes
required.
This pump priming money is enabling the testing and development of a range of voluntary
and community schemes such social prescribing, Altogther Better champions, more
community staff capacity and the development of new roles.
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Developing the Leadership
The development of this vision and the journey undertaken to date is important to note as
there has been significant time, energy and commitment made in developing a vision for the
benefit of Wakefield citizens over the next 3-5 years. The work has also prepared
organisations and the organisational leadership required to make transformational and
system level change.
This means in practice that as we move forwards:
•
•
•

•
•
•

•
•
•

Keeping the commitment to the vision as the touchstone for actions and decisions
A managed approach that diverts resource towards services that promote health and
prevent ill health
Collaboration – the Better Care Fund is identified as the pooled resource (underpinned
by section 75) but integration will require a philosophy of always working to ensure
commissioning is synchronised and that the actions of one organisation do not
undermine the intentions of another.
Involvement – drawing on the expertise of providers to design services without
compromising fair and transparent commissioning
Encouraging diversity and creativity – making sure there are opportunities for
alternative providers to come into the market
Social value – commissioning from organisations that have positive approaches to local
employment, procurement and investment which improves the local economy,
generates wealth and reduces inequality
Cultural change – investment in engaging and communicating with the public and
people working in services to encourage people to think and behave differently
Designing contracts that allow organisations to work collaboratively through lead
provider arrangements
Continuous independent evaluation using qualitative and quantitative measures of
impact to identify what works

The key milestones for the Wakefield journey are highlighted in Appendix 1 and, as with
large scale change, the journey is not a linear one and will remain to be complex, politically
and economically challenging and require strong and transparent leadership.
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6.0

Delivering the Vision in Partnership
The Care Closer to Home model developed in the OBC has formed the basis of the
approach to the delivery model for integration for local providers. This model is now
known as the Integration model.
The model is illustrated below and aligns with the commitment to the reduction of
bed days for the Wakefield health economy as identified in the OBC.
Admissions avoidance (10,578)
Proactive Care (prevention)

Crisis intervention
MDTs
GPs/OOH
Ambulance
111
Social care
A&E

• Independent
sector
• Re-enablement
services
• Specialist
mental health
and dementia
support

Discharge to Assess (18,856)
Early supported discharge
Single Point of Access
(Gateway to Care)

A&E/MAU
Wards/
Frailty Unit

Hub (District Wide)
Neighbourhood (Network / Localities)
Care Coordinator
Wellbeing Workers
(Dementia)
Voluntary Sector
Home Care

Practice units
Inc District Nursing

CPN’s
Social Care
Support Workers
Community Matrons

Single Integrated Service – 24/7 365 days a year

The Integration model illustrated above supports three core elements of prevention
and proactive care, crisis resolution and early supported discharge focusing on four
pathways of care. These are four pathways link to the reduction in emergency
admissions and are linked to the performance payments of the Better Care Fund
•
•
•
•

Frail Elderly
Coronary Heart Disease
Respiratory
Mental Health

Phase One of the Implementation
The planning and delivery vehicle will be seven networks based around groups of GP
practices. Networks will include GPs, social workers, community matrons, therapists,
voluntary organisations and community pharmacists as core members with direct
access to specialist advice from secondary care clinicians. Organisations such as
Yorkshire Ambulance Service and Wakefield and District Housing are also involved in
the development of new services and schemes.
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Members of the public and patients are taking active roles in the development of the
Networks which is fundamental to support the shift in service delivery and
promotion of self-care.
The network teams will be capable of delivering enhanced care including
intermediate care, out of hours care, rapid response and IV therapies.
The initial focus will be on maintaining older people, those with long term conditions
and palliative care needs at home and enabling early discharge from hospital.
Networks will be responsible for assessing the health needs of their population,
identifying people with greatest need and for planning and delivering care. Care will
be coordinated around the individual citizen through a single point of access, a single
assessment process and a single care plan.
The Networks are at different stages of development and are testing innovative
approaches to planning and delivery of care. The first phase Networks are Network
2, based around GP practices in the south east of the district and Network 6, based
around practices in west Wakefield, which is one of 20 national Prime Minister’s
Challenge Fund pilot sites. Schemes and initiatives that are proven to be effective in
reducing ill health and facilitating early discharge from hospital will be rolled out
across the district. By next year it is intended all Networks will be accessing services
via the single gateway to care and will have care co-ordination, crisis intervention for
physical health conditions, social prescribing, hospital in-reach and outreach services
and a dedicated model of services for frail older people as part of their core ‘offer’.
The Networks will have access to more specialist services organised around three
‘hubs’ across the district and highly specialised services provided on a district wide
footprint.
Children’s services and mental health services are not currently part of the core offer
but it is recognised that holistic care that responds to communities and families must
be inclusive of all citizens. Partner organisations are committed to applying the
principles of integration to all
The Integration model is being developed further by an emergent Provider Alliance
across the Wakefield district. The Provider Alliance has representation from
statutory and non-statutory provider organisations who have come together to
design a delivery model for future services and support.
The Provider Alliance has laid out its aims as:
•
•
•
•
•
•
•

Shared commitment to be ambitious in transformation
Thinking about communities and citizens rather than ‘patients’ or ‘service users’
Self-care and prevention
Integration across health, social care and third sector
Developing the workforce to meet the needs of the model
Innovation for technology and commissioning
Financial sustainability
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•

Whole system cultural change

In order for the roll out of the Integration model to happen at pace and with an
understanding of the impact of the change, an external evaluation programme has
been set up with an expert company, Niche, who have developed the methodology
and indicators for the rapid evaluation. This work is incorporated into the Integration
programme as a work stream.
6.0

Making it Happen: Working Differently
As a result of all the above strategic drivers and operational challenges, the Health
and Wellbeing Board gave the mandate to the leaders in the CCG and Council to
develop a clear approach to integration for Wakefield. The Senior Responsible
Officers are Jo Webster, Accountable Officer for the CCG and Andrew Balchin,
Corporate Director Adults, Communities and Health. The SROs are accountable to
the Health and Wellbeing Board.
One of the pivotal areas for agreement was the development of a shared purpose
for integration across health and social care building on the vision and work around
transformation.
From September 2013 system leadership and alignment work has been developed
through a series of workshops, meetings and feedback to the Health and Wellbeing
Board reflecting the emerging themes and system levers that needed to be discussed
and addressed.
From this work and a dedicated strategy workshop with organisational leaders a
vision for Wakefield integration developed. This vision has acted as the cornerstone
for subsequent discussions and work on integration.
A communications and engagement strategy for integration has been developed
which details how we will continue to engage and involve the public and local
stakeholders as we progress with the work on integration.
The Communications and Engagement strategy is attached as Appendix 2
At the heart of the vision was the articulation of underpinning system leadership
behaviours. These behaviours described “the way we do business in Wakefield” and
were built on an approach of:
•
•

Collaborative partnerships
Strategic integration between budgets, providers, commissioners and GP
practices

These have now been developed into the Integration Business Rules (Appendix 4)
that have been developed by the commissioners and providers to guide and
underpin the next steps which include:
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•
•
•

Developing further the approach to collaborative working and system leadership,
risk sharing and
the combined incentive to improve citizen outcomes

The Business Rules were supported by the Integration Executive on the 4th July 2014.
Whilst the Integration Executive supported these business rules each partner
organisation needs to take the Business rules through a process to show
organisational sign up and embed them in “the way we do business in Wakefield”
The guiding values agreed in the Business Rules are:
Honesty
Integrity
Ambition
Mutual respect
Developing unity
Delivering what we say

The level of clarity and commitment reached through the vision, strategy, and
Business Rules has now enabled a structured programme for integration to be
developed, there is system readiness for this and the commitment to the pace of
change required is recognised.
6.1

Integration Governance
As part of the work to establish an Integration Programme, the system governance
has been considered (Appendix 3).

There is further work to be carried out to review and agree the governance structure
fit for future purpose and which will support the management of the Better Care
Fund and the development of the Section 75 agreement.
During 2014/15 we will develop the details of the pooled budget agreement and
finalise what and which budgets will be in scope. We will work through how we
share benefits and risks from the pooled budget whilst retaining separate statutory
responsibility.
As a first step an Integration Executive has been established in the context of the
existing health and social care joint commissioning structure. The Integration
Executive has membership from both providers and commissioners.
It acts as a forum for communication for lead officers, with no current delegated
authority but has acted as an effective forum for the development of the business
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rules and the integration programme. It is also an important forum for the system
leadership and behaviours to be supported.
The Integration Executive is chaired by the Accountable Officer for the CCG.
Terms of Reference have been agreed (Appendix 3) and the Health and Wellbeing
Board is asked to approve these terms of Reference in the context of the existing
governance system.

6.2

The Integration Programme
In recognition of the readiness for change and the scale of change required an
Integration programme is being established to help provide focus, rigour and ensure
that outcomes are achieve and benefits realised.
Good programme management is essential to the delivery of the programme of
work and a programme director has been appointed as a joint role across the CCG
and Local Authority and a Programme Management Office is being set up to manage
the programme and outputs.
A number of work streams have been agreed to support the delivery of the vision for
integration. These are:
Finance and Business: understanding the Wakefield public pound, development of
the business rules, development of sections 75 Better Care fund, commercial
strategy, contracting and business intelligence to support system changes
Workforce and OD: agreeing the new workforce commissioning model, support the
culture change and behaviours, helping to embed the business rules
Research and Evaluation: overseeing the evaluation process, supporting best
practice and learning, system wide metric development
Communications and Engagement: development of communications and
engagement plan, development of key messages, on-going stakeholder
management.
Information Technology: development of district approach and plans to technology
and digital solutions supporting information sharing, collaboration and improved
communication
In addition to these work streams there has been work carried out on the role of the
Building health Partnership and the role of social value. This work has fed into the
governance structure under the third sector strategy group (Appendix 3).
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The work on social value fundamentally underpins the work that has been carried
out on the Vision, Business rules and governance structure to inform the approach to
integration.
The work streams for the Integration Programme are identified in the diagram
below:
Integration
Executive
Senior Responsible
Officer

Programme Management

Programme Director

Programme Manager

Work streams
Work stream leads

ICT

Workforce and OD

Finance, BI and
Commercial

Comms and
Engagement

Research and
Evaluation

The programme reflects the commissioner approach to integration and a Provider
Alliance has been established to develop a provider response to the commissioning
intentions for integration.
6.3

Key Deliverables and Next Steps
Whilst it is early days for the Integration Programme and the Integration Executive
there has been considerable progress made in short space of time. This reflects the
maturity of the groundwork that has been carried out over the past 3 years and the
commitment for change from all partner organisations.
The deliverables to date from April include:
•
•
•
•
•
•

Integration Executive established with terms of reference
Vision, strategy and script for communications agreed
Communications and Engagement strategy agreed
Programme Definition Document agreed
Work streams established with Project Initiation Documents
Business rules developed and agreed
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•

Draft provider response received and detailed implementation plan for final
submission in September 2014

The next steps include:
•
•
•
•
•
•

Communication of the vision with stakeholders and the public
Embedding of the business rules in organisations
Review of the commissioning governance structure
Establishment of the programme office
Development of a detailed implementation plan by the Provider Alliance
Roll out of the Integration model across all the Networks
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Appendix 1
The Journey from June 2010 – March 2014
The transformation journey has had a number of key milestones along the way, both planned and
unplanned as detailed in table 1 below, however the vision has remained strong and consistent
throughout, driving development of work.
Table 1
Date

Event

June 2010

Review by the National Clinical Advisory Team on proposals to centralise
Trauma, Neonatal Intensive care and inpatient children’s’ surgery.
Recommended that future service changes would be required to ensure
future clinical and financial sustainability. Key services at that time were
emergency care, paediatrics and surgery.

October 2010

Pre-engagement commenced with key stakeholders including the public.

March 2011

New hospitals in Pinderfields and Pontefract fully operational, completing the
five year strategy. At the same time, the Department of Health brought
forward the Trust’s requirement to demonstrate clinical and financial viability
and sustainability. The health economy commenced a review of service
configuration for the next five year strategy.

September 2011

Following a clinically led process, five options emerged, taking into account
new clinical guidance on specialisation and access to experts, each
increasingly consolidating key services on the Pinderfields site.

November 2011

Extent of the financial position at Mid Yorkshire emerged. Two options for
change identified. Option 1 – services changes to deliver clinical sustainability
in the most challenged areas. Option 2 – Whole trust changes to deliver
clinical, performance and financial sustainability (a new model of care from
the three hospital sites).

June 2012

Ranking and weighting of the benefit criteria event involving wide
representation from stakeholders.

July 2012

Public engagement event to score the options against the criteria. Following
this and financial and risk appraisal Option 2 emerged as the preferred option.

December 2012

Outline Business case completed by the Mid Yorkshire Hospitals NHS Trust.

January 2013

National Clinical Advisory Team (NCAT) and Gateway reviews to assure the
proposals.

10 January 2013

The Calderdale, Kirklees and Wakefield PCT Cluster Board agreed to proceed
to formal consultation.

February 2013

NHS North of England review of the evidence provided. Following the
assurance given the Clinical Commissioning Executives of North Kirklees and
Wakefield shadow CCGs met and recommended approval of the OBC to the
Calderdale, Kirklees and Wakefield PCT Cluster Board

1 April 2013

Health and Wellbeing Boards established
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Date

Event

25 July 2013

Wakefield CCG and North Kirklees CCG Governing Bodies met in public and
agreed, subject to additional recommendations, to proceed to commission
services that meet the future needs of the population as described in the
MYHT clinical service strategy.

20 December 2013

Everyone Counts Guidance received from NHS England containing
expectations for strategic planning 2014-2019 indicating the level of
ambitions required to deliver sustainable health and social care systems.

13 February 2014

Extraordinary meeting of the Wakefield Health and Wellbeing Board to
consider and approve the first drafts of the Better Care Fund and the 2 year
Operational Plan.

14 February 2014

The first draft of the Operational Plan and the Better Care Fund submitted to
NHS England for comment.

February 2014

First Network goes live as proof of concept for Network 2

6 March 2014

Following Overview and Scrutiny referral to the Secretary of State, permission
was given for local delivery plans to proceed.

20 June 2014

CCG 5 year plan submitted to NHS England

4th July 2014

Integration Executive supports vision and strategy, Business rules,
communications and engagement strategy for integration, programme
governance and workstreams
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Appendix 2
The Vision for Integration and Communications and Engagement Strategy
The Vision for Integration for the citizens of Wakefield is:

Communities in Wakefield District achieve the best possible outcomes for themselves and their
families, facilitated by co-ordinated services, provided as close to home as possible.

The Case for Change
•
•
•
•
•

•

People need greater control over their lives: Moving from a paternalistic attitude
where we “do-to” people to finding shared solutions.
Current experience of patients, service users and carers: This is fragmented and
designed around needs of services rather than the patient/service user.
Sustainability of current services: Demand is rising and resources are reducing.
Demographic change: Ageing populations require greater levels of care.
Increasing deprivation: Whilst life expectancy is increasing overall, for some
communities this is happening more slowly. Some communities also experience a
poorer quality of life than others and are not engaging with services. Recent changes
to the welfare state may contribute to deprivation increasing. Inequality, for example
child poverty, is also increasing across a number of outcomes.
Overuse of services in acute and reactive services: We need to prevent
problems at the earliest possible stage.
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Communications and Engagement Strategy
Communications & Engagement Plan for integrated care
Background
The Wakefield Health and Wellbeing Board approved a three year Health and Wellbeing
Strategy in 2013. The Strategy commits partner organisations, including commissioners and
providers of health, social care and housing and voluntary sector organisations, to reflect
the Health and Wellbeing Strategy goals in their organisational plans. The partner
organisations on the Health and Wellbeing Board have agreed their vision is that:
‘Communities in Wakefield District achieve the best possible outcomes for themselves and
their families, facilitated by co-ordinated services, provided as close to home as possible.’
This vision is in line with the national policy direction to encourage people to take
responsibility for their own health and well-being and to organise care services around the
needs of the individuals, providing care close to home where possible, reducing the need for
people to be in hospital. This is what is meant by integrated care.
Wakefield Clinical Commissioning Group has developed a five year Strategic Plan which sets
out how local NHS services will contribute to delivering the Health and Wellbeing Strategy
for the district. Providers in the district have been involved in exploring how the statutory
and voluntary providers can work together to respond to the commissioner’s ambition to
develop integrated approaches to health promotion, prevention, self-care and support.
Communications and engagement context
All partners involved in commissioning and providing integrated care are committed to
continued engagement with communities. This is identified as a key priority in the Health
and Wellbeing Strategy. Partners and communities have been fully involved in developing
the Health and Wellbeing Strategy. A Communications Strategy for Health and Wellbeing is
being developed and there is a commitment to develop an annual engagement plan. The
communications and engagement plan for integration will reflect and complement these.
A Communications, Engagement and Equality (CEE) Strategy to support the Mid Yorkshire
Health and Social Care Transformation was approved by the system-wide Programme
Executive in autumn 2013. The Strategy sets out the objectives for communications,
engagement and equality in relation to the transformation programme including
development of integrated approaches to care delivery.
Between 2012 and 2014, there was extensive engagement and formal consultation to
determine the future model of services across Wakefield and North Kirklees. The aspiration
to deliver care closer to home wherever possible was widely discussed as part of this
exercise. There has also been a comprehensive stakeholder engagement programme to feed
into the development of the CCG’s five year plan.
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Feedback from engagement shows that people want:
•
•
•
•
•

to be supported to stay well
coordinated care designed around them
to have care delivered close to home
to feel connected to their local community and maintain good social networks
to feel like a valued individual

The imperative now is to enable all stakeholders to visualise integrated care as a way of
organising services so that people are in control of their own lives but have co-ordinated
support which is organised around them when it is needed.
Local authorities and health commissioners have a statutory duty to engage and consult on
changes to services. These duties are set out in the Local Government Public Involvement in
Health Act 2007 and the Health and Social care Act 2012.
Scope of the plan
The communications and engagement plan is for Wakefield (people living in Wakefield
District and people registered with GP practices in the district). The plan will be owned and
delivered by all partners in the Integration Executive. It will be aligned to the
commissioners’ aspirations to promote integration, recognising that integration will be
experienced by the public through their interaction with provider services. Therefore the
milestones in the plan include planning and delivery milestones.
The plan is designed to support communications and engagement of commissioning and
implementation plans developed through the Integration Executive. Its initial focus will be
on the Better Care Fund and the service redesign delivered through the seven provider
networks that are being rolled out across the Wakefield District. These networks will be
based around groups of GP practices and will bring together GPs, community health and
social care staff, volunteers, therapists and pharmacists to plan services and deliver services
that meet local need.
Initiatives being developed through other priority areas in the transformation programme
(mental health, maternity and urgent care) will be picked up as part of the communications
and engagement plan where these help to explain or promote integration.
Objectives of the communications and engagement plan
The objectives of the communications and engagement plan are:
•

To ensure key stakeholders are identified and appropriately linked into decision making
processes

•

To understand the perceptions and aspirations of different stakeholders

23

•

To align engagement and communications activity to key milestones for decision
making and implementation

•

To raise awareness of care already provided by agencies working together in
community settings

•

To promote confidence in the plans for integrated care and how it will improve
health and social care

•

To ensure that all stakeholders know about issues that affect them

•

To communicate in a timely and open way using a variety of channels

•

To champion patient and public engagement to maximise the benefits of stakeholder
input in designing services

•

To ensure co-ordination with business as usual and with core communications,
engagement activity.

Standards for communications and engagement
These standards complement the ‘business rules that have been agreed for all partner
organisations and set out what people can expect:
•
•
•
•
•
•

Engagement with stakeholders will take place before change happens. This will be
over and above statutory requirements
Engagement will be proportionate to the scale and impact of the proposed change
and targeted at those most likely to be affected
There will be opportunities for all people to engage – including people with
protected characteristics
Staff will be involved as experts in the design of new service models
Partner agencies will test that they all have the same understanding of what is
planned so that they give consistent information
Partner agencies will be honest with people when things are not certain or have not
been decided

Key messages
Integration is about:
•
•

Supporting all people in our communities to achieve the best quality of life
A team approach where the people who plan health and social care services and the
people who deliver them work together
24

•

Getting the most out of the Wakefield £

Audiences
A stakeholder analysis has been carried out to ensure stakeholders are prioritised
according to their level of interest.
The aim will be to ensure that stakeholders who are identified as key players are
connected through formal governance arrangements into decision making processes. A
variety of mechanisms will be used to engage and communicate with other identified
stakeholders.
The approaches to engaging and communicating with specific stakeholder groups are set
out in Appendix 3.
The challenge
The vision for integration focuses on personal responsibility, self-care and care close to
home. This requires a huge cultural shift to change people’s relationship with care
services. Citizens need to be persuaded to embrace the opportunity to exercise more
control over their own health and well-being. Commissioners and providers need to
adopt more transparent, collaborative approaches to designing services.
Communications and engagement activity needs to engage hearts and minds, translating
intangible concepts into stories that people can relate to their own lives and experience.
Figure 1: The engagement & communications challenge
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Approach
The approach to communications and engagement will have the same high profile as the
programme that was put in place to support the reconfiguration of hospital services.
The methods used will draw on the learning from previous engagement locally as well as
national guidance and best practice.
There will be sustained communications over the implementation period supported by a
rolling forward plan of communications and engagement activity which will, where possible,
be integrated into core activities of the participant organisations.
The approach will be:
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•

Inclusive – designed to provide all stakeholders (including those with protected
characteristics, those who are identified as ‘hard to reach’ and those who may be
reluctant to engage) with an opportunity to input into developing proposals

•

Diverse – recognising that people have different communications and
engagement needs and may need to be communicated with more than once and
in more than one way.

•

Comprehensive – designed to reach as wide an audience as possible

•

Flexible – there will be continuous evaluation to test if messages are being
received and understood and methods will be adapted if information is not

reaching particular audiences or if messages are not being conveyed effectively
Branding
A visual brand and strap line will be used on materials and publications associated
with integration. This brand will be designed to be a visual depiction of the
aspirations of the partnership which can be used in conjunction with the NHS lozenge
or with individual organisations’ logos.
Web based communications
A dedicated website (or microsite linked to individual organisations’ websites) will be
established to describe integration. This will be the central hub for all information
relating to integration, including information about what is happening and how to get
involved. It will act as a library of information for the public and for partner
organisations with documents, presentations, news releases and case studies and will
host national and local research evidence. It will use video as well as written material
and will be constantly updated.
The Our Street website will be directly accessible via a link to the website and will be
complemented by real life patient stories and video clips telling the story from the
perspective of professionals
The website will be promoted via social media, printed materials and any advertising
or advertorial.
Printed materials
A range of resources will be produced. This will include a generic ‘script’ in
presentation format which can be used with various stakeholder groups and will be
regularly updated as new initiatives or schemes are developed. Printed materials will
include leaflets and posters explaining integrated care that encourage people to find
out more via the website and Our Street.
Films of professionals and service users explaining the case for change will be
developed to support communications and help bring the messages alive. These will
be used on the website, in presentations and at consultation events.
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Printed information
Printed materials will be used to populate information stands and noticeboards at
venues around the district linked to the promotion of specific events or activities.
Information will be tailored to local approaches being developed by the networks.
Key locations will be retail outlets, colleges, family and community centres and health
settings.
Change advocates
Experience of previous engagement confirms that face to face contact with small
groups, although labour intensive, is a highly effective way of explaining planned
changes. When people have the opportunity to talk about their concerns they are
more likely to be reassured. Open dialogue helps correct misunderstandings and
prevent them becoming folklore
We will work to develop a bank of local people who can support stakeholder
engagement as ambassadors, experts and facilitators. This will include community
figureheads, young people, people with experience of self-care and integrated care,
carers and professionals.
Community and social care staff, GPs, local authority members will have a pivotal role
in promoting the benefits of integration, contextualising change and reassuring the
public. Networks will be supported to set up mechanisms to communicate directly
with their team members, local GPs and councillors about developments within their
locality.
Staff will have their own anxieties about how change impacts on them which will
need to be addressed in order for them to fulfil the crucial role they will have in
advocating change for communities. Staff briefing will be delivered through existing
communications mechanisms in each of the partner organisations with
supplementary engagement and briefing events taking place to coincide with key
decision or development milestones, particularly where these impact on workforce.
Written and verbal briefings will be organised for GPs and local authority members.
Specific attention will be given to engaging with GPs who are not connected into CCG
governance arrangements and to local authority members who are not connected
into the Health and Wellbeing Board.
A team of knowledgeable representatives of the partner organisations will be
developed to go out into communities to talk to groups including town and parish
councils, community groups, health and social care interest groups, GP practice
networks, groups that connect with people who have specific interests, linking with
local community ambassadors where appropriate. Particular attention will be given to
developing opportunities to talk to people who may be more difficult to access.
Training and support will be offered to people who are involved in talking to
stakeholder groups.
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Targeted engagement
A rolling programme of topic specific face to face and on-line information giving
events will be organised for people who have an interest in a particular condition or
service to talk about proposed pathway changes and how these might change the
way people access or interact with services – for example COPD, heart health. These
will also be used to test out approaches and ideas for specific pathways as required
There will be targeted engagement and communication with communities and
stakeholders about changes that are proposed within their locality or network where
these impact on access to services, for example location of out of hours services,
changes to the single point of contact arrangements, relocation of teams. These will
include opportunities to feed views face to face, on-line and in writing.
People Bank
Wakefield CCG has a bank of people who have expressed an interest in being kept
informed and involved in the development of care services. Members will be sent
information about opportunities to get involved and will be given the opportunity to
comment on any generic proposals.
News media and newsletters
Media relations will be a key part of work to raise awareness and to explain the
proposed changes and opportunities to get involved. As well as media releases on key
milestones and progress, we will work with local media to run in-depth features
about people using services and professionals (using paid for advertorials if editorial
coverage is low). Media relations will also focus on addressing any misconceptions or
inaccuracies as required.
Partner agencies will utilise real life stories and examples, with pictures where
possible, to get information to the public via the news media.
Public, staff and member newsletters of the partner organisations, including The
Citizen (which is distributed by Wakefield Council to every household) will be used to
promote integration, using live case studies where possible. Stories will be orientated
to address the interests of the specific audience.
Social media
Social media will be used to draw attention to new information on the website and to
promote opportunities for people to engage. Social media will be routinely monitored
to gather intelligence on public views and to estimate our reach.
Advertising
Paid for advertising will be used to encourage people to connect with opportunities
to give their views.
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Acting on feedback
There will be a clear line of sight between engagement activity and decision making.
General feedback on the direction of travel and questions and answers gathered through
meetings or correspondence will be recorded and summarised on the website. Feedback
about specific changes that impact on people’s access to services will be formally recorded
and analysed. A summary of feedback, media coverage and intelligence gathered through
social media will be summarised and fed back to the integration executive to inform decision
making. The communications and engagement project team will use this intelligence to
identify where communications or engagement approaches needs to be adapted.
Figure 2: Meaningful engagement

Monitoring the effectiveness of communications and engagement
Evidence of the effectiveness of communications and engagement activity will be
drawn from the formal evaluation of the integration programme. In addition, a
public advisory group will be set up to test ideas for engagement and
communication.
A formal evaluation process will be put in place. This will include baseline
assessment of perceptions and follow up canvassing. Data gathered through this
process will be reviewed by public advisors to the communications and engagement
programme and the project team (see below).
Delivery arrangements
A core project team will be established. The project team will be led by the
communications advisor to Wakefield CCG and will include representation from all
partner organisations and will have arrangements for public representatives to feed
into their work. The project team will be responsible for design and delivery of the
communications and engagement programme.
Members of the team will use their own organisations’ mechanisms and networks to
support engagement. Communications activity which will be designed around key
milestones in the integration programme. This will include systematic and regular
briefing of stakeholders who are not part of the formal decision making process and
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opportunistic communication of schemes and projects which demonstrate
integration.
Activities which require specialist expertise or intensive activity that cannot be
delivered within existing resources will be outsourced, subject to business case
approval.
There will be a rolling calendar detailing communications and engagement activity
for the month ahead and a six month forward plan identifying known milestones in
the overall programme which will require communications and engagement input or
events which present a communications/engagement opportunity.
Performance measures
•
•
•
•
•
•

Reach of communication and engagement – numbers of people who have had
the opportunity to comment
Evidence that key stakeholders have influenced decisions – ability to track impact
of feedback from GPs, voluntary and independent providers, citizens
Evidence of engagement with people with protected characteristics – populated
schedule of activities
Evidence of engagement with specific communities – populated schedule
Levels of understanding/buy in – canvassing shows increasing levels of
understanding/buy in over time
Positive/negative bias of media coverage – media analysis
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Integrated Care Communications and Engagement Plan
Appendix 1: Known programme milestones July 2014 to April 2015
Date
July 2014

Milestone
Memorandum of Understanding
presented to Integration Executive

July 2014

Launch of shared narrative & logo

July 2014

Publication of CCG Five Year Plan

July 2014

Provider Alliance outline response

From July 2014

Network 1, 2 & 6 initiatives

From August 2014

Networks 3,4,5 & 7 go live

Implications for integration
Sets ground rules for
organisations

Action
Staff briefing
Engagement events – GPs,
providers
Initial description of proposals
Awareness raising programme
with stakeholder groups
Provides context for integration
Public launch via stakeholder
groups and website
Describes initiatives
Media and stakeholder
circulation. Engagement of GP
leads in developing detailed
proposals for September
Changes to services that need to Work with networks to develop
be explained
infrastructure for engagement
Provides real life stories
with public, GP members and
staff and for communications
and sharing good practice.
Proactive & opportunistic media
stories
Changes to services that need to Work with networks to develop
be explained
infrastructure for engagement
Provides real life stories
with public, GP members and
staff and for communications
and sharing good practice
Proactive & opportunistic media
stories

September 2014
September 2014
September 2014

Presentation to JOSC on care close
to home and system capacity
Launch of evaluation
AGMs – providers and CCG

September 2014

Provider Alliance detailed response

April 2015

Better Care Fund launch
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Need to be able to evidence
impact/potential of CC2H
Need to explain process to staff
Opportunity to discuss future
aspirations
Detailed description of initiatives
Expands on potential workforce
implications
Key delivery vehicle goes live

Briefing pack and presentation
Reactive media
Media and stakeholder briefing
Incorporate plans and stories
into materials
Media and stakeholder
circulation
Media and stakeholder briefing

Appendix 2: Forward plan of communications and engagement activity June to September 2014
Date
July 4 2014
July 4 2014
July 2014

July 2014

July to September 2014

July 2014

July 2014

July 2014

Event

Action required
Branding
Engagement & approval by
Integration Exec
Sign off initial shared narrative
Testing and sign off by
Integration Exec
Our Street launch
High profile launch – local,
regional and specialist media,
website & social media
Awareness raising and
Organise webinars for consultants
engagement of GPs and hospital
and GPs to raise awareness of
clinicians
changes to hospital and
community services
Mapping of stakeholder
Set up appointments
perceptions, aspirations and
Develop structured interview
preferred methods of engagement Produce report
for baseline assessment and to
inform C&E plan
Set up scheduled meetings for
Identify stakeholders and
next 12 month with key
schedule meetings
stakeholders (eg: LA members.
MPs, Healthwatch, OSC chair
Establish mechanism for public
Identify representatives and
representatives to be involved in
arrange initial meeting to scope
designing and evaluating
work
communications and engagement
activities
Evaluation
Agree KPIs with communication
leads and public representatives
groups and commission
evaluation
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Lead
RU
RU
JB

tbc

RU

tbc

RU

tbc

July 2014

Date

Event
PMCF interface

July – September 2014

Network development

July 2014

West Wakefield out of hours
service location engagement

July/August 2014

Provider alliance response
development

July/August

Launch recruitment of community
champions and ambassadors
Commission training for
community champions and
ambassadors
Business case for resource
requirements
Roadshows & public drop in
sessions in community settings to
prepare for launch of networks
Workshop event to engage GPs,
independent/private providers and
wider voluntary sector in
confirming Memorandum of
Understanding and Provider
Response

July/August
August/September 2014
August/September
Early September

Action required
Agree interface with
communications and
engagement plan for N6
Work with Network to develop
systems, capacity and skills for
engagement and
communications with member
practices, staff and public to
prepare for roll out
Support engagement to
determine location of out of
hours service
Ensure briefing of key
stakeholders
Engagement of GP leads in
developing detailed proposals
for September
Advertising via existing
stakeholder networks and media
Identify training providers and
develop specification

Lead
tbc

tbc

tbc

tbc

tbc
tbc

Business case to Integration
Exec
Organise venues and advise on
participants

RU

Identify stakeholders to be
invited
Advise on content
Support coordination and
organisation of event
Identify and develop facilitators

tbc
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tbc

Date
September 2014

Event
Website development

September 2014

Launch printed materials

September 2014

Develop community champions

September 2014

Develop video materials

Action required
Commission provider
Develop contents list
Identify resource requirement
Develop initial information
Agree and develop content
Agree distribution
Recruit and train community
champions

Lead
tbc

tbc

tbc
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Engagement & communication mechanisms for specific stakeholder groups
Categories
1. Active participant / influencer
2. Engage & involve
3. Keep informed / aware
Stakeholders
Commissioners and members of Provider Alliance
Wakefield CCG
Wakefield Council (commissioner and provider)
MYHT
SWYPFT
NOVA
Age UK (Assembly)
Spectrum
YAS
Other providers/potential providers
GPs
Voluntary and independent providers eg: hospice, care
homes, supported housing
Pharmacists
Dentists

Analysis
Active participant

C&E channels to be used
•

Leaders of organisations engaged in formal
decision making processes through Health and
Wellbeing Board and Integration Exec/Provider
Alliance.

Active participant

•

Potential high interest
Key players in system

•
•

Workshops to engage in developing provider
response & in relevant schemes
Add to stakeholder distribution list
Written information / updates to maintain
interest and keep up to date
Opportunities to comment on and contribute to
proposals

Critical to success of
programme

•
Interest groups
Carers organisations
Healthwatch
Practice Reference Groups

Engage and involve
Likely to be users of
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•
•

Add to stakeholder distribution list
Written information / updates to maintain
interest and keep up to date

Stakeholders
Support / special interest groups

Analysis
services
Potential advocates

•
•

•
•
•
Public & Local Communities
Neighbourhood forums
Community groups
Protected /hard to reach groups (covering the nine
protected characteristics under the Equality Act 2010: Age;
Gender; Transgender; Sexual orientation; Religion;
Ethnicity; Disability; Maternity and marital status.)

Boards and governing bodies
Wakefield Council cabinet
CCG Governing body
MYHT Board
SWYPFT Board
Spectrum Board
YAS Board
Staff in partner organisations
Social care staff
Mid Yorkshire senior clinicians and managers
Mid Yorkshire care close to home staff
Mid Yorkshire general staff
CCG staff

Engage and involve
Key audience
Potential users of
services
Potential advocates

• Include in representatives and members in
stakeholder distribution list
• Engagement and consultation events and activities
• Regular communications channels – media, website,
social media etc
• Information stands
• Adverts and posters
• Written information / updates
• People bank
• Social media/email communication to alert to new
information on website

Active participant

•

Key decision makers

•
•
•

Engage and involve
Experts in own
professional area
Key advocacy role in
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C&E channels to be used
Reps of organisations to attend meetings
Invitation to comment on proposals (eg gateway
to care, care coordinator role) – face to face or
on line
Patient & Public Advisory Group
People Bank
Social media/email communication to alert to
new information on website

Represented through members of HWB and
Integration Exec
Formal reports into Board meetings
Written communication
Email alerts to new info on website

Detailed timetable plan as part of rolling programme to
connect issue based communications into routine
communication and engagement channels to include
• Regular reports to senior management meetings
• Updates / presentations at meetings

Stakeholders
Practice staff including nurses, support and admin
Staff-side representatives
Medical Staffing Committee
Hospital volunteers

Governance/ ‘regulators‘
Health Overview and Scrutiny Committee
NHS England
NHS Trust Development Authority
Department of Health
CQC
Political
Local Councillors
Local MPs
Town and parish councils
Local professional bodies
LMCs
LPCs, LDCs, LOCs,

Analysis
explaining proposals to
the public
Potentially affected by
change

Engage and Involve
Potential to influence
success of programme
Require assurance
Engage and involve
Key ambassadors

Engage and involve
Key influencers

Media
Express series
Yorkshire Post/Evening Post
Local radio/television
Professional / trade publications

Engage and involve
Key influencers
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C&E channels to be used
• Briefings
• Roadshows
• Workshops, meetings, discussion forums, webexes,
Q&As, information stands and displays, existing
communications channels etc
• Briefings for patient-facing staff to support patient
queries
• Engagement in service design (eg workshops,
planning groups, lock-ins, forums etc)
• Updates to meetings
• Advance notice of announcements etc
• Briefings

•
•
•
•

Regular meetings / briefings
Stakeholder newsletters
Advance notice of announcements etc
Attendance at meetings

• Meetings & presentations (LMC)
• Stakeholder newsletters / updates

•
•
•
•
•
•

Briefings
Media releases
Interviews
Advertorials
Webchats
Reader Q&As

Appendix 3
The Current Governance Structure
Wakefield Council
Cabinet

Wakefield CCG
Governing Body

Wakefield
Together

Health and Wellbeing
Board

Third sector
strategy group

Integration Executive
(Programme Executive)
JSCB
Integration
Leadership
Team
(Advisory)

Work Streams
•

•
•

Enablers (ICT, Finance &
Business, Communications
& Engagement, Workforce,
Research & Evaluation)
Delivery – Provider Alliance
Client groups – mental
health, LD, dementia

Acute service
reconfiguration

Children’s
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Commissioning
&
Contracting

Clinical
Commissioning

Appendix 4
Integration Terms of Reference

Health & Social Care Partners in Wakefield
FINAL 23rd May 2014
TERMS OF REFERENCE
Integration Executive
CHAIR: Jo Webster
Deputy Chair: Andrew Balchin
1. PURPOSE
The Integration Executive is collectively accountable to the Health and Wellbeing
Board. A s a s u b - g r o u p o f t h e H e a l t h a n d W e l l b e i n g B o a r d , its main
purpose is to support system wide leadership and accountability for delivery of
integration within the Wakefield health and care economy.
The Integration Executive will implement the vision and direction for integrated care
as set out and required by the Health and Wellbeing Board strategy and act as the
Programme Board for the Integration Programme. It will provide expert advice and
guidance to the Health and Wellbeing Board and seek its support in achieving rapid
and dynamic change.
2.

RESPONSIBILITIES

2.1

To develop the vision for integration of health and care with clear aspirations
and outcomes, maintaining the health, well-being and independence of the
citizens of Wakefield using the JSNA as a core guiding document.

2.2

To develop a health and care system which commissions and provides
different models of integration through innovation and transformation to
deliver more co-ordinated care in the community to enable people to live
longer and live better.

2.3

To oversee the development of a system of care which co–ordinates
community and out of hospital services, including 7 day availability, across
Wakefield and District to achieve better outcomes which will enable people to
live longer and live better.

2.4

To take an economy wide approach to managing difficult issues and where
appropriate to use freedoms and flexibilities to maximum advantage locally
and challenge the system where barriers exist and seek solutions at the
necessary level.

2.5

To understand the total NHS and Local Authority resources and directing those
resources to support integration as required. This will include advising and
informing the Health and Wellbeing Board on the targeting of transferred NHS
resources to social care (including the Better Care Fund), ensuring the
integration and optimal use of external sources of funding and creating
opportunities for supporting integration.

2.6

To support the move to towards a joint health and social care information
system and joined up information technologies, maximising the benefits of a
single shared record users of services and staff.

2.7

To report into the Health and Wellbeing Board and develop a two way
relationship to inform and support the delivery of integrated health and care.

2.8

To establish relationships for engaging with local communities, the public and
users of services and assure itself that any changes to the system reflect
the views and experience of local people and users of services.

2.9

To develop a financial model which supports the spectrum of integration,
including risk and benefit sharing, proposing changes to existing payment
mechanisms and contractual arrangements where necessary.

2.10

To work to the following principles:
• Attitudes and behaviours:
o We will be bold;
o We will be transparent; and
o We will place the ‘person’ at the centre of all we do.
• Information sharing:
o We are committed to sharing information and using the NHS number
as the unique identifier; and
o We are committed to supporting the implementation of shared
assessments with every individual in our care having a named lead
professional, care – coordinator.
• Leadership & Organisational development:
o We are committed to supporting our workforce, and those that deliver
services in Wakefield in order to deliver large scale transformational
change within the District; and
o We will work with our colleagues to understand their concerns and
aspirations in order to create the right environment of development for
them to work in.
• Market Development:
o Wakefield is the ‘planning’ place;
o We commit to developing a joint commercial strategy which includes
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o
o
o
o

our approach to procurement and market development. This will be
underpinned by a principle of developing a plurality of provision;
We will commission services to deliver against outcomes
Community development and the expansion of the voluntary sector is
core to our commissioning intentions;
We will work with our current providers collaboratively whilst we plan for
the new services we require for integration; and
We will share our intentions widely with existing and potential providers.

• Finance and Procurement:
o We commit to developing risk and reward sharing with providers which
may ultimately remove elements of Payment by Results;
o We will provide transparency about funding within the system so that
the public can see how the Wakefield £ is spent;
o We will seek to implement payment and procurement models which
improve outcomes;
o We will work towards increased integration of budgets including a Better
Care Fund for children;
o We will ensure the best use of any external funds into Wakefield to
maximise the investment in the are
o We will only invest where there is a deliverable change in identified
outcomes;
o Commissioning decisions will not undermine integration; some services
will be protected by reinvesting CIPs in the community;
o We will hold providers to account if outcomes aren’t achieve;
o We will manage demand and growth including demographic growth with
providers across the health and social care system; and
o We will protect services not budgets.
Better Care Fund:
a. We will have transparency on budget lines in Better Care Fund;
b. We will share performance elements of Better Care Fund;
c. We will link the base allocation to current Better Care Fund; and
d. Well-structured section 75.
2.11 Promote learning that could be shared with other programmes and/or applied
to different client groups.
2.12 To oversee organisational development and a culture change to deliver
integration, innovation and transformation.
3. MEMBERSHIP, FREQUENCY OF MEETINGS AND QUORUM
3.1

The Integration Executive will comprise the main partners as core members
as follows:
• NHS Wakefield Clinical Commissioning Group:
o Chief Officer (Chair);
o Chief of Service Delivery and Quality;
o Associate Director of Strategy;
o Integration Clinical Lead; and
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o Interim Director for Community Transformation (working with MYHT).

• Wakefield Local Authority:
o Corporate Director, Adults, Health and Communities (Deputy Chair);
o Director of Public Health;
o Service Director Commissioning and Strategy (Children’s )
o Service Director Communities
• Wakefield District Housing:
o Chief Executive
• Provider Organisations:
o Chief Executive Mid Yorkshire Hospital Trust (MYHT);
o Director for Community Services MYHT;
o Chief Executive South West Yorkshire Partnership Trust;
o Chief Executive Spectrum;
o Chief Executive Yorkshire Ambulance Service; and
o Chief Executive Officer Nova.
o Chair of Wakefield Assembly
3.2

It is recognised that other organisations are effectively engaged in the delivery
mechanisms for integration and change however, other members/attendees
may be co-opted as necessary.

3.3

The Integration Executive will be chaired by the joint SROs, Jo Webster,
Accountable Officer for Wakefield CCG and the deputy chair will be Andrew
Balchin, Corporate Director, Adults, Health and Communities.

3.4

Meetings will initially be held every 6 weeks, a l though the frequency may
be varied subject to agreement of the Integration Executive.

3.5

The Executive will be a quorum providing two thirds of the overall
organisational representation is in attendance.

3.6

It will be important that nominated members commit to attend the
Integration Executive. Where this is not possible a named deputy will be
encouraged to attend. Deputies must be able to contribute and make
decisions on behalf of the individual they are representing. Deputising
arrangements should be agreed with the Chair.

4. DECISION MAKING AND VOTING
4.1

The Integration Executive will aim to achieve consensus for all decisions.
Given the nature of the Executive, securing the support of all partners will be
critical to the success of most of the changes required.

4.2

In those circumstances where consensus cannot be reached a decision must
be taken the issue may be put to a vote. Before a vote can be considered,
however, all partners must have agreed that it is appropriate to determine
the issue in this manner.
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4.3

Where a decision cannot be made through consensus and it is not acceptable
to put the issue to a vote, the issue will be referred back to the relevant
board/committee of each partner organisation.

4.4

It will be critical that the Integration Executive has a clear mandate and
sufficient delegated authority through its membership to take forward
integration without requiring separate approvals at each stage of decision
making.

5. CONFLICTS OF INTEREST
5.1

As commissioners and providers will be jointly developing new models of
integration, careful consideration will need to be given to potential conflicts of
interest.

5.2

Members of the Integration Executive are expected to conduct themselves in
an appropriate manner. They 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.

5.3

Conflicts of interest may arise where a member of the Integration Executive
has:
• An institutional or financial interest in a specific service change that is
being considered; and
• A close personal or professional connection with any individuals that may
be directly affected by proposed service changes.

5.4

A member of the Integration Executive that has a material interest in an item
being considered must disclose, to the Chair of the Integration Executive,
the nature of the interest at the meeting.

5.5

Depending on the topic under discussion and the nature of the conflict of
interest, the member may be:• Allowed to remain in the meeting and contribute to the discussion;
• Allowed to remain in the meeting, but asked to refrain from participating in
the discussion, voting and attempting to influence any vote; and
• Asked to leave the meeting for the duration of the item under consideration.

5.6

Information obtained during the business of the 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).
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5.7

Members are expected to protect and maintain as confidential any privileged
or sensitive information divulged during the work of the 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.

6. SUPPORTING STRUCTURES
6.1

Support to the Integration Executive will be provided through the Primary care
and Community Transformation Unit as part of a programme approach.

The Programme structure and supporting work groups will be developed and agreed
as part of the Integration Executive work plan.
7. REPORTING
7.1

The Integration Executive is collectively accountable to the Health and
Wellbeing Board. It will report to the Health and Wellbeing Board through its
Chair and will develop a two way relationship and feedback from the Health
and Wellbeing Board will take place.

7.2

The minutes of the Integration Executive will be made available to the Health
and Wellbeing Board and to constituent organisations.

7.3

Reports will be prepared for the committees of partner organisations for those
decisions that require their explicit approval.

7.4

Ad Hoc reports can be requested by any of the boards of partner organisations
and ownership for production of such reports sits with the organisational lead
from where the request originates.

There are no standing sub-committees of the Wakefield Integration Executive
although a programme structure and workstreams will be established.
Local Services Board

Scrutiny

Wakefield Council
Cabinet

HEALTH AND
WELLBEING BOARD

Wakefield Joint
Strategic
Commissioning Board

NHS WAKEFIELD CCG
Clinical Cabinet and
Governing Body

Wakefield Integration
Executive

8. AGENDA
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8.1

The agenda will be developed in discussion with the Chair. Circulation of the
meeting agenda and papers via email will take place one week before the
meeting is scheduled to take place. In the event members wish to add an
item to the agenda they need to notify the Supporting Officer who will confirm
this will the chair accordingly.

8.2

The agenda of the Integration Executive will comprise the following routine
items (not all of which will necessarily be covered at every meeting) in line with
the development and delivery of its annual work programme:
•
•
•
•
•

Progress against the work programme;
Feedback from the Health and Wellbeing Board;
Executive Scanning the environment;
Update and impact on individual organisational plans (inc. Financial); and
Key risks to delivery.

9. REVIEW
9.1

The Integration Executive Terms of Reference will be formally reviewed in
September 2014.

Appendix 5
Business Rules

Business Rules

Between Partners in the Wakefield Integration Programme
1. Purpose and Scope of these Business Rules
The integration agenda in Wakefield is responding to consistent messages from our
citizens who have told us that they want:





to be supported to stay well;
to receive coordinated care designed around them;
to have care delivered close to home;
to feel connected to their local community and maintain good
social networks; and
 to feel like a valued individual.
A ‘whole Life Course’ approach will be adopted to address these expectations and to
deliver the vision and integration strategy set out in the Wakefield Integration Shared
Narrative:
These Business Rules begin to establish a framework for formal collaboration between all
the partners in the Wakefield Integration Programme. They will evolve over time and in
the light of experience of working together.
The Better Care Fund will be central to our integration work initially but the scope of
these Business Rules extends beyond this initiative and it is intended to reflect the
shared commitment of partners to co design and re-shape the way the whole system
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operates and the cultural shifts that partners have signed up to; the way we think and
do things in Wakefield.

2.
Our
Am
biti
on

3.

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.

Values and Principles

The principles underpinning our approach to integration are:
Prevention

Partnerships

Personalisation

Evidence

Innovation

These principles will drive the way we think and do things in Wakefield.
Partners will also sign up to living the following values in their dealings with each other:
Honesty
Integrity
Ambition
Mutual respect
Be bold
Develop unity
Deliver what we say
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4.

Our Commitments

4.1

Integrating Our Service Models







A focus on prevention and personalisation;
Using evidence and innovating in the development of medical and social models of
care;
Integrated service models that reflect the intentions of the Wakefield Health and
Wellbeing Strategy, the views of the 7 GP Clinical Networks and evidence from
robust patient and public involvement;
Providing health and social care services, as close to where people live as possible.

4.2





Valuing our workforce and nurturing a sense of pride in working in Wakefield;
Innovation in the use of technologies to drive improvement and efficiency;
Being creative in the use of our assets including buildings and facilities;
Providing space for people to explore together new and innovative ways of working.

4.3








Creative Use of our Non-Financial Resources

Use of our Financial Resources

Procuring and commissioning service models that drive integration and improve
outcomes;
Transparent investment decisions that optimise outcomes for Wakefield citizens;
Citizens and partner organisations will be able to see how the Wakefield pound is
being spent;
Creating the flexibility to move our collective resource around the system to
optimise outcomes;
A phased introduction of pooled commissioning budgets, starting with the Better
Care Fund and over time, developing a Better Care Fund for Children;
Developing fair and proportionate risk and reward sharing which reflects the
relative characteristics of partner organisations;
Incentivising delivery and improvement rather than penalising under performance.

See appendix __ for specific business rules for the management of Better Care Fund
Section 75.

4.4






Performance and Information Sharing

Openly sharing information between partners;
Collectively holding each other to account for performance;
Developing a shared basket of outcome measures (KPIs);
Proactive monitoring of outcome measures to ensure early warning of performance
challenges;
Encouraging innovation, risk sharing and learning through an open, honest and
mutually supportive approach to performance.
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4.5 Leadership and Development of our Organisations / the Whole
System




Delivering innovative and transformational change through whole system
leadership;
Providing organisation and system development support across the system,
respecting the unique identities of partner organisations;
Supporting our people and those that deliver services in Wakefield, to deliver large
scale transformational change within the District; creating a supportive,
developmental environment for them to work in;

4.6
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Commercial Strategy Development

Developing our approach to procurement and market development, underpinned by
the principles of plurality of provision and respect for the individuality of partner
organisations’ own brands and commercial strategies;
Commissioning services to deliver against evidence based outcomes and which
demonstrate effective prevention as well as personalisation of services;
Stimulating and developing the diversity of our provider market including the
voluntary sector and small businesses;
Balancing competition with collaboration;
Engaging with all providers in the development and transformation of services
through activities including provider development days;
Making investment decisions that make Wakefield a better place to live and work.

Parties

The founding parties to these Business Rules are listed as follows but it should be noted
that these rules and the Wakefield Integration Programme are inclusive and so this list
marks a point in time only and in no way excludes other organisations.
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GP Clinical Networks
Mid Yorkshire Hospitals NHS Trust
NHS Wakefield Clinical Commissioning Group
NOVA
South West Yorkshire Partnership NHS Foundation Trust
Spectrum Community Health CIC
Wakefield Assembly/Age UK
Wakefield Council
Wakefield and District Housing
Yorkshire Ambulance Service NHS Trust

Responsibilities

The division of responsibilities will be based on the following guiding principles:
Accountability
Transparency
Openness
Co-operation

Each partner organisation Board (or equivalent) will be accountable for its actions and
the services it delivers;
Commissioners, regulatory authorities and the public must know who is responsible for
what;
Each organisation will share clinical, operational, financial and staffing information
necessary for the planning and delivery of safe, high quality and sustainable services;
Organisations will work closely with each other and those other stakeholders who are
not party to the Business Rules where relationships / interdependencies are relevant to
the delivery of the Business Rules.
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Individual Partner Organisations will be
individually responsible for:





Discharging the responsibilities of their
organisation including their service,
fiduciary, regulatory, corporate and clinical
governance and statutory responsibilities;
Ensuring that the organisation adopts the
principles and values set out in section 3;
Reporting on progress to the Health and
Well Being Board via the Integration
Executive and others as required.

Jointly the partner organisations will be
proportionately responsible and accountable for:


Preparation and delivery of detailed plans for
integrated models of service;
Putting in place the programme management
arrangements to support robust delivery of agreed
plans;
Ensuring strong clinical and professional
leadership;
Identifying and securing the resources required to
deliver the programme management
arrangements;
Reporting on progress to the Health and Well-being
Board.
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Governance Arrangements

Appendix __ sets out the governance framework showing the key relationships and
accountability arrangements including points for escalation (for decision making and
issue resolution). This shows the Wakefield Health and Well Being Board having overall
responsibility for driving forward integration across Wakefield and holding the system
to account for delivery of agreed plans.
The Health and Well Being Board will be supported in their work by an Integration
Executive which will be the “engine room” driving integration and ensuring agreed
actions are delivered through a robust programme management approach.
Appendices __ and __ include the terms of reference for both the Health and Well Being
Board and the Integration Executive are attached to these Business Rules.

8 The Period
These Business Rules will be operative from XXXX and will be reviewed annually as a
minimum by the partner organisation CEOs/ Chief Officers.
Progress in the application these rules will be monitored by the Integration Executive
and progress will be reported to the Boards (or equivalent) of each partner organisation
and the Health and Wellbeing Board.
June 2014

51

Wakefield Integration Programme

Business Rules
The following are co-signatories to these Business Rules which support delivery of the Wakefield
Integration Programme.

Partner

Signature

Title

GP Clinical Networks x 7
Mid Yorkshire Hospitals NHS
Trust
NHS Wakefield Clinical
Commissioning Group
NOVA

South West Yorkshire Partnership
NHS Foundation Trust
Spectrum Community Health CIC

Wakefield Assembly/Age UK

Wakefield Council

Wakefield and District Housing

Yorkshire Ambulance Service NHS
Trust

Date………………………

52

Appendix 6 - Network Development
The diagram below depicts the timescale and stage of development for the 7 GP Networks
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Governing Body

Date of Meeting:

9 September 2014

Paper Title:

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

Purpose (this
paper is for):
Committee chair:

Decision

Meeting minutes enclosed:



Discussion

Assurance

Agenda
Item:
Public/Private Section:

Public
Private
N/A

18a

Information

Rhod Mitchell – Lay Member
19 June and 17 July 2014

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Integrated Governance
Committee held on 19 June and 17 July 2014.
Executive Summary:
19 June 2014















An update was presented on progress to implement the recommendations of the Niche Quality Assurance
Review.
Integrated Quality and Performance Report; cancer maximum two week urgent GP referral to treatment
target has not been achieved. Letter sent to Stephen Eames, Chief Executive at MYHT seeking to ascertain
what has been put in place to avoid future breaches. 18 week Referral to Treatment waiting times recovery
plan in place but West Yorkshire Area Team have queries whether the plan is robust enough. The CCG using
all contractual levers to promote performance improvement. No MRSA cases reported and Clostridium
Difficile rates were within target for the period.
End of Year Integrated Quality and Performance Report was presented detailing end of year position for
2013/14 and including a comparison with 2012/13.
Verbal update provided details on a Governing Body Assurance Framework workshop that had taken place
on 10 June.
Winterbourne Update Report presented a position statement on the implementation of actions across both
health and social care following the Winterbourne View Review
Finance Report Month 2 reported CCG has a year to date surplus of £938k in line with plan. A new section
has been added “Monthly Key Focus Area”. It was noted that the CCG has an opportunity to re‐submit the 5
year Financial Plan, it was agreed to increase the in‐year surplus to £6.5m on the basis of accessing this in
the following year. A revised plan would be submitted on this basis.
Information Governance; following the CCG’s achievement of a level two on the Information Governance
toolkit a draft improvement plan and a work plan for 2014/15 were presented.
Freedom of Information policy was approval and an update was presented detailing requests received
during April and May 2014. It was noted that the CCG will resume day to day management of FOI’s and
Environmental Information Requests with effect from 1 July 2014.
Workforce Update was presented together with the following policies presented for approval; Expenses
Policy, Employment Break Policy, Secondment Policy, Managing Sickness Absence, Maternity, Adoption
Maternity Support (Paternity) and Parental Leave Policy – all were approved.
Contract Governance and Assurance report presented giving details of contract awarded, varied and
notices served.
Business Continuity Update advising that a test of plan will take place and the outcome will be reported to
a future meeting.
Equality and Diversity progress report was presented.

17 July 2014















Dr Nick Spencer, Lead Clinician for Cancer at MYHT attended the meeting to provide an update on the
Cancer Waiting Times and the 62 day cancer performance improvement plan. Dr Spencer confirmed that
a number of tasks have been completed and but some are still ongoing. A regular Cancer Performance
report will be taken to the MYHT Quality Board and exceptions or issues will be presented at future
meetings of the Integrated Governance Committee.
Continuing Care Annual Report and Benchmarking update was presented and personal health budgets was
discussed. It was agreed that an action plan is to be developed to bring the backlog position in to a recovery
position. Communications between the CHC and GPs will be improved regarding personal health budgets
through the Networks and NDYOU News.
Children and Young People’s Personal Health Budget Policy was presented and further amendments were
identified. A briefing will be issued to Governing Body members prior to the policy being discussed at the
September Governing Body meeting.
Complaints Annual Report was presented, a review of complaints across the MYHT footprint is to be
undertaken to determine a comparison of themes, these will be presented to a future IGC meeting.
Q1 Incident Report 2014/15 was presented noting that 15 incidents had been reported during the quarter.
Integrated Quality and Performance Report noted that cancer standards in May were green at both Trust
and CCG level. Referral to Treatment was beginning to see an improvement with just over 90% with
incomplete pathways at the end of June and the number of 18 week breaches was steadily reducing.
Finance Report (month 3) it was noted that the CCG has a year to date surplus of £1,626k in line with plan.
Activity information for April has now been received from some acute providers. All key performance
targets are green, with the exception of recurring full year QIPP delivery and year to date activity trends
(YTD and FY forecast), all of which are showing red; and Better Payment Practice Code measurement which
is amber rated. This month’s Key Focus Area is on Continuing Health Care (CHC).
Risk Stratification Update advising that all practices in Wakefield are now using the risk stratification tool to
avoid unplanned admissions and to identify the 2% high risk patients for the enhanced service.
Research Activity Update noting that the Yorkshire and Humber Clinical Research Network business plan
highlighted a target of 25% participation from GP practices recruitment of participants into research for
2014/15, Wakefield CCG were currently at 48% participation which was about the West Yorkshire average.

Agenda item: 18a (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 19 June 2014
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Andrew Pepper
Dr Phillip Earnshaw
Dr David Brown
Dr Avijit Biswas

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

In Attendance:

Sandra Cheseldine
Sharon Fox

Lay Member
Governing Body Nurse
Representative
Associate Director of Finance,
Governance and Contracting
Governance and Board Secretary
Associate Director of Service
Delivery and Quality
Head of Quality and Engagement
Head of Contracting and
Commercial Strategy (items 14/148,
14/149, 14/158
Senior Associate Governance and
Risk (WSYBCSU) – item 14/150
Senior Commissioning Manager –
item 14/151
Senior Associate Information
Governance (WSYBCSU) – item
14/153
Associate Information Governance
(WSYBCSU) – item 14/153
Senior Associate Human Resources
(WSYBCSU) – item 14/156, 14/157
Head of Safeguarding –item 14/159
Interim Associate Director of
Strategy – 14/160
Senior Associate Equality and
Inclusion(WSYBCSU) – 14/161
Minute taker

Karen Parkin
Katherine Bryant
Michele Ezro
Laura Elliott
Matt England

Adam Bassett
Chris Makin
Sam Byrnes

Karen van Hes
Lorna Lester
Mandy Sheffield
Liz Howarth
Nadeem Murtuja
Angela Peatfield
14/142

Apologies for Absence
Apologies were received from Jo Webster, Jo Pollard

14/143

Declarations of Interest
Rhod Mitchell reminded members of the Committee that any conflicts of
interest should be declared.
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14/144

Minutes of the Meeting held on 15 May 2014
The minutes of the meeting held on 15 May 2014 were agreed as a correct
record with one amendment. It was agreed the minutes would be amended
and circulated to the Committee members.

14/145

Action Sheet from the Meeting held on 15 May 2014
The action sheet was acknowledged noting the following:
14/95 – Integrated Quality and Performance Report
Laura Elliott advised that following CQC visits to Care Homes in our area a
summary will be included in the Network Development Unit weekly update.
14/101 – Contract Governance and Assurance
Andrew Pepper advised that discussions have been escalated to the Director of
Finance at the Local Area Team regarding the budget in respect of the Walk‐in
Centre contract.
14/105 – MYHT Executive Contract Board minutes of 20 February
Dr Phil Earnshaw advised there will be a further update on the issue of
appointment availability on Choose and Book at the July Integrated Governance
Committee meeting.
14/122 – Integrated Quality and Performance Report – Access Policy
It was noted that the Access Policy is due for review in October and details
regarding acknowledgement times will be included as part of the review.

14/146

Matters arising
14/124 – Q4 Incident Report
Andrew Pepper advised that with regard to GP incidents reported on the CCG
reporting system, this applied to only a limited number of practices and it has
been agreed that these practices will be contacted directly to discuss how
future incidents should be reported.

14/147

Niche Quality Assurance Review – Action Plan Progress
Laura Elliott presented this paper advising that following the CQC inspections at
MYHT in May 2013 the CCG commissioned an independent review of its
‘commissioner to ward’ governance and quality assurance arrangements.
Following the review an agreed action plan was produced. Laura provided an
update on the progress of the recommended actions detailing what has been
done and what still needs to be done.
It was noted that an ongoing development programme for the MYHT Executive
Quality Board is being produced and it is anticipated this will be completed in
October 2014. It was acknowledged that meetings have improved and a timed
agenda for meetings has proved successful.
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Laura advised that a quarterly learning process to reflect on how to use the
learning from case studies is scheduled to take place in August 2014. It was
acknowledged that culture, leadership and softer issues are more difficult to
measure.
A discussion followed and Dr Phil Earnshaw commented that as part of the
development programme it would be helpful for the reporting produced by
MYHT to be brought together with the reporting in the CCG Integrated Quality
and Performance Report in providing assurance to the CCG.
It was RESOLVED that:
i)
ii)
14/148

the Committee noted the progress that has been made against the
recommendations: and
support the ongoing and future actions.

Integrated Quality and Performance Report
Monthly Update
Matt England and Laura Elliott presented the Integrated Quality and
Performance report providing updates against the CCG strategic
objectives, quality premium and details of key exceptions and successes.
Committee members commented they liked the new format of the report,
requesting that page numbers are added in future reports.
Matt and Laura highlighted the following from the exception report:
 Cancer maximum two week urgent GP referral target has not been achieved.
A letter has been sent to Stephen Eames, Chief Executive at MYHT to
ascertain what has been put in place to avoid breaches
 18 week RTT waiting times – recovery plan is in place however conversations
with the Local Area Team suggest that the plan is not robust enough. The
CCG is utilising all contractual levers to promote the improvement in
performance
 Healthcare Associated Infections – no MRSA cases reported and C.difficile
rates were within target for the period
A discussion followed and concerns were raised whether the recovery plan
regarding the 18 week RTT waiting times would be successful, plans have
been put in place in previous years and been unsuccessful. Questions
were raised regarding ongoing validation of the waiting list information and an
external validation of the data would be helpful.
It was RESOLVED that:
i)

the Committee noted the Integrated Quality and Performance report
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14/149

End of Year Performance
Matt England presented this report providing an end of year position
for 2013/14 and a comparison against 2012/13 for both Wakefield
CCG and MYHT in relation to Quality and Performance.
The report highlighted trends between 2012/13 and 2013/14, noting there
are 25 NHS Constitution and Constitution Support Measures that were
routinely reported at a CCG level during 2013/14.
Matt highlighted the following from the report:
 In 2013/14 six of the 25 measures did not meet the standard
 Of the 19 measures that achieved the required standards, 10 reported a
performance level that was reduced when compared to 2012/13
 Mixed sex accommodation was the one measure where the improvement in
performance resulted in the operational standard being met in 2013/14,
where previously this measure had not been met
 Referral to Treatment – 52 week waits, although the standard was not
achieved there was a significant reduction in the number of breaches for the
CCG
 There were three less incidents of MRSA in 2013/14 when compared to the
previous year
 Cancer waits – maximum 62 days from urgent GP Referral to treatment, the
standard was not achieved and in addition the performance has worsened
since 2012/13
 All three ambulance performance measures improved from 2012/13 to
2013/14
It was acknowledged that the report would be presented to the Governing Body
at the meeting on Tuesday, 8 July 2014.
It was RESOLVED that:
i)

14/150

the Committee noted the Annual Comparison Report

Governing Body Assurance Framework
Adam Bassett attended the meeting to give a verbal update advising that a
workshop had taken place on 10 June to discuss the Governing Body Assurance
Framework in line with the Strategic Plan.
Twelve threats have been identified and it was noted that an additional threat
will be added regarding finance efficiency and probity. Meetings will take place
over the next few weeks to populate the framework and the updated document
will be presented to the Integrated Governance Committee in July.
It was RESOLVED that:
i)

the Committee note the verbal update
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14/151

Winterbourne Update Report
Michele Ezro introduced Chris Makin to the Committee explaining that Chris
was appointed to replace Phil Smedley, Head of Partnership Commissioning to
cover his secondment. Part of Chris’ role is to understand what needs to be
undertaken following the Winterbourne View Review.
Chris presented the paper providing a position statement on the
implementation of actions across both health and social care relating to the
Winterbourne View Review. It was noted that of the 11 people under the
original Winterbourne definition, five people have now returned to Wakefield,
a further five are clinically unable to move back into the district for the time
being and one person is in the process of moving.
It was acknowledged that of the 81 people placed out of district, it has been
identified that there are potentially 47 people who are in long term placements
which meet their needs well and where they have good networks within the
local community, or the placement is highly specialised with no potential to
commission similar services locally. The placements will be continually
reviewed with a view to stepping down the level of support.
A discussion followed and Sharon Fox queried the overdue health checks. Chris
was not clear of the current position with regard to the health check reviews
and agreed to clarify the position and report back to the Committee.
It was RESOLVED that:
i)

14/152

the Committee noted the report

Finance Report Month 2
Karen Parkin presented this report which provides a year to date position as at
31 May 2014 noting that the CCG has a year to date surplus of £938k in line
with plan. Karen advised that an additional column entitled ‘change’ has now
been added to the budget table.
A new section has been added to the report from this month, “Monthly Key
Focus Area”, this section will be used each month to highlight various topics.
This month the topic is Prescribing costs. A discussion followed and it was
acknowledged that the CCG need to continue to work with partner
organisations such as the Local Authority to identify areas of potential
QIPP/cost saving to ensure these are communicated and factored into future
plans.
A discussion followed regarding the presentation of QIPP and it was agreed that
performance of recurrent QIPP would be clearly disaggregated from non‐
recurrent measures put in place for 2014/15 to manage the financial position.
Karen Parkin referred to the risks and opportunities section of the report and
advised that NHS Property Services have highlighted an additional risk on the
recovery of costs for the unoccupied areas of the King Street Walk‐in Centre.
The CCG is working with NHS Property Services to resolve this issue.
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Karen informed the Committee that the CCG has an opportunity to re‐submit
the 5 year Financial Plan. A discussion followed regarding the current balance
of risks and opportunities that provided an opportunity to manage funds across
year‐end into what is likely to be a more challenging year in 2015/16. It was
agreed to increase the in‐year surplus to £6.5M on the basis of accessing this in
the following year. A revised plan would be submitted on this basis.
With regard to the Better Payment Practice Code, Karen informed the
Committee that a joint commissioning time out was being held next week to
consider the commissioning cycle; look at system improvements with regard to
the payment of invoices; consider how systems and processes can be improved
to reduce delays.
It was RESOLVED that:
i)
14/153

the Committee noted the contents of the report

Information Governance Workplan
Katherine Bryant introduced this paper highlighting the developments that have
taken place following the CCG’s achievement of level two on the Information
Governance toolkit which include the development of a draft Information
Governance toolkit improvement plan version 12 for 2014/15 and the
development of a draft Information Governance work programme for 2014/15.
Katherine also advised that an Information Asset expert will be undertaking a
review of the CCG’s information assets and providing Subject Access training for
the relevant members of the Governance team.
Sam Byrnes and Karen van Hes also attended the meeting for this item. Sam
advised that following the release of version 12 of the Information Governance
Toolkit it has been clarified that locally assured Information Governance
training can be provided as well as the e‐learning training that is currently
available.
Sam highlighted that a compliance check had been undertaken in May 2014
resulting in a high assurance being given that CCG staff are compliant with
national and local Information Governance requirements. It was noted that
compliance checks will be undertaken on a quarterly basis to ensure this high
level of assurance continues.
It was RESOLVED that:
i)

the Committee noted the update and the outcome of the Information
Governance compliance checks;
ii) approved the Information Governance Toolkit Improvement Plan; and
iii) approved the Information Governance work programme for 2014/15.

14/154

Freedom of Information Update and policy for approval
Katherine Bryant presented this update providing information on the Freedom
of Information (FOI) requests received during April and May 2014 confirming
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that all requests were responded to within the statutory 20 day deadline.
Katherine also advised that from 1 July 2014 the CCG will resume day to day
management of FOI’s and Environmental Information Requests and one
member of staff will transfer under TUPE to the CCG from the West and South
Yorkshire and Bassetlaw Commissioning Support Unit.
The FOI policy has been revised to reflect the new management arrangements
and is presented for approval to the Committee. The key features of the
revised policy include improved reporting to the Executive Team and Integrated
Governance Committee and stronger links with the CCG’s communications
team.
Katherine advised that the FOI Act requires every public authority to have a
publication scheme. Details of the types of information to include are detailed
in the paper. The Information Commissioner’s Office has developed a model
publication scheme which CCGs are encouraged to adopt no later than October
2014. It was noted that arrangements are in place to gather the relevant
information, ready to publish on the CCG’s website in August.
Katherine invited members of the Committee to consider whether the CCG
should include a disclosure log within the publication scheme, noting that many
public authorities have opted to publish details (referred to as a ‘disclosure log’)
of all FOI requests and the response provided. A full discussion took place and
it was agreed that a copy of the Department of Health disclosure log would be
circulated for information.
It was RESOLVED that:
i)

the Committee noted the CCG’s compliance against the statutory
deadline for responses to FOI requests;
ii) approved the revised Freedom of Information policy and procedure;
iii) noted arrangements in place to issue a publication scheme on the CCG’s
website in August

14/155

SIRO/Caldicott Guardian Update
Katherine Bryant presented this paper providing an update on Caldicott
Guardian/Senior Information Risk Owner (SIRO) requests received up to and
including 13 June 2014.
Katherine asked for the views of the Committee whether emails sent from the
CCG email accounts should include a standard disclaimer at the foot of the
email. A discussion followed and Sandra Cheseldine queried whether a
disclaimer offered any additional protection to the CCG? Andrew Pepper
agreed to confirm whether this was the case. It was noted that if a disclaimer
provides additional protection a suitable brief sentence would be agreed by the
SIRO.
It was RESOLVED that:
i)

the Committee noted the report
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14/156

Workforce Update
Lorna Lester attended the meeting to present this report detailing workforce
information and intelligence relating to the directly employed workforce,
together with key workforce headlines. Lorna advised that the Committee will
see a difference in the next report with regard to the number of staff due to the
Continuing Health Team transferring to the West and South Yorkshire and
Bassetlaw Commissioning Support Unit.
Karen Parkin advised that she would arrange for the Finance Team to work with
Lorna to ensure that the data in respect of agency staff and staff on
secondment is provided so this can be included in the Monthly Scorecard.
It was RESOLVED that:
i)

14/157

the Committee noted the update

Workforce Policies
Lorna Lester presented the following revised policies for approval, advising that
track changes have been used to highlight the changes:






Expenses Policy
Employment Break Policy
Secondment Policy
Managing Sickness Absence Policy
Maternity, Adoption Maternity Support (Paternity) and Parental Leave
Policy

It was acknowledged that the Integrated Governance Committee Policy
Working Group had met on 22 May to discuss the above policies in detail and
the agreed changes have subsequently been made. The only exception is in
respect of the Employment Break policy and the request to change the
employment break from 5 years to 2 years. Lorna confirmed that this change
could not be made as it is part of the Agenda for Change agreement. It was
noted that the term will remain at 5 years but does not mean that an employee
has a right to an employment break of 5 years just the right to apply.
It was noted that Lorna would continue to liaise with Staff Side representatives.
Andrew Pepper requested that the comparison table be removed.
It was RESOLVED that:
i)

the Committee approved the following policies:
Expenses Policy
Employment Break Policy
Secondment Policy
Managing Sickness Absence Policy
Maternity, Adoption Maternity Support (Paternity) and Parental
Leave Policy
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14/158

Contract Governance and Assurance
Matt England, Linda Driver and Sian Registe attended to present this paper.
Matt introduced the paper which provides an update on contracts awarded,
varied and notices served. The key highlights were:








All contracts managed directly by the CCG have been signed by both the
Commissioner and the Provider. The vast majority of the contracts
managed by the CSU have been signed by both parties, exceptions to
this include those contracts where another CCG is the lead
commissioner and some GP practice contracts which have replaced the
Local Enhanced Service agreements
King Street/Local Care Direct – the initial contract period for the King
Street walk‐in‐service ended on Saturday, 31 May 2014. It has been
agreed that the contract will transfer back to the CCG from NHS
England for the walk in service element only. The CCG is not able to
hold an Alternative Primary Medical Services style contract which the
service is on now, therefore this is being moved to the National
Standard Contract. This is technically a new award of a contract and a
tender waiver has been completed and signed
Linda Driver referred to the service reviews highlight report in Appendix
3 and confirmed that a report will be presented to the Integrated
Governance Committee in July. The report will explain the rationale for
the review.
Independent Vascular Services – following the provider raising a query
with Monitor about the unfair application of the PbR tariff to the
service. Monitor has agreed in favour of the CCG and the Provider has
been offered a contract under the original terms and conditions.

A discussion followed and Sandra Cheseldine queried whether any risks
identified with the review of services were included on the risk register. Linda
Driver agreed to review the risk register on this basis.
Sharon Fox raised a query regarding Kafka who is reported as the successful
external provider to work with Network 2 on Care Closer to Home. Matt
England explained that Kafka is an organisational development consultancy
company who was procured by the Procurement Team at the CSU.
It was RESOLVED that:
i)
14/159

the Committee noted the update report

Business Continuity Update
Mandy Sheffield attended the meeting to present an update on the Business
Continuity Plan advising that a test of the Business Continuity Plan will take
place in early July. The test will take the form of a practical test of the ability of
the CCG to organise work space for the continuation of functions deemed to be
‘priority 2’.
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The outcome of the test will be reported to the Integrated Governance
Committee in September.
It was RESOLVED that:
i)

14/160

the Committee noted the information and agreed the next steps proposed
in the report

Draft Strategic Plan 2014/19
Liz Howarth attended the meeting to give a verbal update on the draft Strategic
Plan requesting if members of the Committee had any further comments please
could they be forwarded to Liz Howarth or Esther Ashman as soon as possible.
The plan is due to be submitted to the Local Area Team on Friday, 20 June.
The Strategic Plan will be presented for sign off at the Governing Body meeting
on Tuesday, 8 July. Following this a more user friendly version of the plan will
be produced and shared.
It was RESOLVED that:
i)

14/161

the Committee noted the verbal update

Equality and Diversity Progress Report
Nadeem Murtuja attended the meeting to present this report detailing progress
since the last update in March 2014. The four Equality Objectives ratified at the
March Integrated Governance Committee have been sub divided to ensure
each have a specific focus. Following an intelligence gathering exercise for each
sub objective a planning framework document has been developed.
Nadeem also provided Wakefield headlines from the recently completed
Equality and Diversity Survey advising that there are no real changes of note in
the 2014 survey when compared to the 2013 survey.
A discussion followed and it was recommended that advice from the Public
Health team should be sought to utilise their expertise in what areas to target.
Laura Elliott advised that a sub group meeting regarding cervical breast
screening would be taking place next week and the comments from the
Committee would be shared at that meeting.
It was RESOLVED that:
i)

14/162

the Committee noted the update

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

Mid Yorkshire Hospitals NHS Trust Executive Quality Board minutes of
meeting held on 29 May 2014
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Laura Elliott advised that with regard to the Maxillofacial consultant
capacity, discussions have taken place with a number of NHS Trusts in
Sheffield and Leeds to secure an interim locum whilst recruitment takes
place. Laura confirmed that the Committee will be advised when
substantive appointments are made.
ii)

Mid Yorkshire Hospitals NHS Trust Executive Contract Board minutes of
meeting held on 29 May 2014
It was acknowledged that senior attendance from MYHT representatives at

this
meeting requires improvement.
iii) South West Yorkshire Partnership Foundation Trust Quality Board
minutes of meeting held on 12 May 2014
iv) Quality Intelligence Group – minutes of meeting held on 15 May 2014
v)

Urgent Care Working Group – minutes of meeting held on 15 May 2014

Laura Elliott informed the Committee that the NHS111 Wakefield and North
Kirklees Clinical Quality Group has been dissolved and a West Yorkshire wide
group will be held with the first meeting taking place in July.
14/163

The following publications were shared for information:
i)

West Yorkshire and Bassetlaw Commissioning Support Unit Business
Intelligence – May 2014
ii) Yorkshire Ambulance 999 Commissioning News – May 2014
iii) Information Governance Bulletin 14th Edition
14/164

Date and time of next meeting:
Thursday, 17 July 2014, 9.30 am to 12.30 pm in the Seminar Room, White Rose
House.
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Agenda item: 18a (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 17 July 2014
Present:

Phillip Earnshaw (Chair)
Stephen Hardy
David Brown
Jo Webster
Jo Pollard

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

In Attendance:

Sandra Cheseldine
Sharon Fox
Karen Parkin

Lay Member
Governing Body Nurse
Associate Director of Finance,
Governance and Contracting
Governance and Board Secretary
Minute Taker
Commissioning Manager ‐WSYBCSU
Assistant Manager Integrated Care
Services ‐ WSYBCSU
Senior Commissioning Manager,
Maternity & Children
Senior Associate Governance & Risk ‐
WSYBCSU
Head of Quality and Engagement
Head of Contracting and Commercial
Strategy
MYHT Lead Clinician for Cancer
Senior Associate Health & Safety ‐
WSYBCSU
Public Health Manager ‐ WMDC
Associate Research & Development ‐
WSYBCSU
Head of Service Development and
Transformation

Katherine Bryant
Louise Callaghan
Kath Ryan (Item 14/169)
Debbie Morton (Item 14/169)
Morna Cooke (Item 14/170)
Adam Bassett (Items 14/171i,
ii and iii)
Laura Elliott (Item 14/172)
Matt England (Item 14/172)
Dr Nick Spencer (Item 14/173)
Ruth Nutbrown (item 14/174)
Gill Day (Item 14/176)
Stella Johnson (Item 14/177)
Linda Driver (Item 14/178)

14/165

Apologies for Absence
Apologies for absence were received from Rhod Mitchell, Avijit Biswas and
Andrew Pepper.

14/166

Declarations of Interest
No declarations of interest were declared.
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14/167i

Minutes of the Meeting held on 19 June 2014
The minutes of the meeting held on 19 June 2014 were approved as an
accurate record.

14/167ii

Action Sheet from the Meeting held on 19 June 2014
Katherine Bryant updated the Committee:
14/90 – Update as per Andrew Balchin’s comments at the Governing Body.
14/92 – The meeting was due to take place later that week.
14/101 – Not completed. Contract was not yet signed and there was still some
discrepancy between the CCG and NHSE regarding the budget.
14/128 – Action not due until August 2014.
14/150 – Action not due until August 2014.
14/154 – Advice awaited from DAC Beachcroft on proposed text.

14/168

Matters Arising
There were no matters arising.

14/169

Continuing Care Annual Report and Benchmarking Update
Kath Ryan and Debbie Morton attended the meeting to present the item.
Kath informed the Committee that the CSU were planning to hold discussions
with the CCG to discuss the implementation of some commissioning principles
to continue to deliver safe clinical care within the budget. The CHC Team were
focussed on the monitoring and processing of invoices to ensure accurate
payments to providers and contract negotiations with providers. The
implementation of an Any Qualified Provider model was also being explored for
the following year to allow some economy of scale across the providers.
Jo Webster queried the backlog quantity and Debbie confirmed that the out of
date reviews were currently at +40%. The system was currently being cleansed
so there was some caution around the figure. Jo requested an action plan be
developed by the end of July to put the backlog into a recovery position of 25%
which would then be monitored through the CSU contract.
Jo Webster queried the personal health budgets position. Kath confirmed that
the CCG currently had 6 individuals on direct payments, 9 individuals were in
the process of having plans developed and 6 individuals were on payments via
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the Local Authority who would be handed over to the CSU. Jo queried how the
public had been informed about personal health budgets and Kath confirmed
that some leaflets had been produced and distributed around Yorkshire and
when the CHC Team were visiting individuals to undertake assessments they
were asking the individuals whether they would be interested in a personal
health budget. Jo requested that the CHC Team improve their communication
with the GPs regarding personal health budgets via the Networks and NDYOU
News.
Karen Parkin queried the issues around joint funded costs. Debbie confirmed
that this area was currently being looked at as part of the new model. The
percentage split did not have the detail behind it and the CHC Team were
looking at a health tool that could be used to inform this. Kath confirmed that
following the independent continuing health care audit the CHC Team had seen
a significant increase in referrals from the Local Authority to assess individuals.
Sandra Cheseldine queried the retrospective cases where 9 cases had been
resolved at a cost of £0.5M. Kath confirmed that this included 4 large value
cases. Karen requested that an update report be taken to the next Audit
Committee meeting.
It was RESOLVED that:
i)

ii)

iii)
iv)
14/170

an action plan be developed by the end of July to bring the backlog
position in to a recovery position and to be monitored via the CSU
contract (Kath Ryan/Debbie Morton);
the CHC Team to improve their communication with GPs regarding
personal health budgets via the Networks and NDYOU News (Kath
Ryan/Debbie Morton);
an update report on the costs of retrospective cases be taken to the
next Audit Committee meeting (Kath Ryan/Debbie Morton); and
the Committee noted the report and update.

Children and Young Peoples Personal Health Budget Policy 2014
Morna Cooke attended the meeting to present the item.
Morna informed the Committee that from September 2014 personal health
budgets would be available for children with continuing care needs and
children with an education, health and care plan and the policy set out the
principles for agreeing a budget.
Jo Webster requested that as the policy was a change to the CCGs functions
that it be taken to the September Governing Body meeting. Jo requested that
Morna provide a briefing to the Governing Body members in advance of the
Governing Body meeting.
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Karen Parkin queried the variable tolerance of 10% over budget. Morna
confirmed that 10% had previously been agreed for adult continuing care. Jo
Webster requested that this be closely monitored via the CSU contract in order
to manage the risk.
Karen queried the use of independent mediation and whether the CCG would
pick up the costs for this service. Morna confirmed that this was an area she
was currently looking in to and an option might be to join with the Local
Authority’s service, however, the CCG would be liable for the costs.
Stephen Hardy queried what would happen if an individual’s money ran out
when they were on a personal health budget. Morna confirmed that the
intention was that their needs would be met within their budget and if they
were not met then they would revert back to the NHS.
Sandra Cheseldine queried the detail within the policy being open to legal
challenge and suggested that the policy required more definition.
It was RESOLVED that:
i)
ii)
iii)

14/171i

the final policy is to be presented to the September Governing Body
subject to the agreed amendments being made;
Governing Body members to be briefed prior to the Governing Body
meeting; and
the variable tolerance of 10% to be closely monitored via the CSU
contract. (Morna Cooke)

Complaints Annual Report
Adam Bassett attended the meeting to present items 171i, 171ii and 171iii.
Adam informed the Committee that the report summarised the complaints
activity for 2013/14. 18 complaints had been received, 5 of which concerned
more than 1 organisation including MYHT, LTHT and the independent sector.
David Brown queried whether complainants where contacted following
resolution of their complaint to gain feedback on how their situation had
progressed following the complaints procedure. Jo Webster informed the
Committee that a new exemplary system was in the process of being
developed.
Laura Elliott informed the Committee that the themes and trends of complaints
across the district, SWYPHT, MYHT, CCG and Locala, were being undertaken by
the CSU. Stephen Hardy requested that following this piece of work a further
review of complaints across the MYHT footprint be undertaken to determine a
comparison of themes. It was agreed that Laura would report back to the IGC
following the completion of these reviews.
Page 4 of 12

It was RESOLVED that:
i)

ii)
14/171ii

update reports to be taken to an IGC meeting following the complaints
review across the district and the complaints review across the MYHT
footprint (Laura Elliott); and
the Committee approved the report.

Risk Management Annual Report 2013/14
Adam informed the Committee that the report detailed the risk management
activity for 2013/14.
Sandra Cheseldine queried the purpose of the report following receipt of the
annual governance statement. Katherine Bryant confirmed that the report
would be received in April in 2015 to bring it in to sync with the annual
governance statement timeline.
It was RESOLVED that:
i)
ii)

14/171iii

for 2015 the report would be produced in April (Adam Bassett); and
the Committee approved the report.

Q1 Incident Report 2014/15
Adam informed the Committee that the report detailed the incidents that had
been reported within quarter 1 of 2014/15. 15 incidents had been reported
which was a reduction from 25 incidents that had been reported in the
previous quarter.
It was RESOLVED that:
i)

14/172

the committee noted the report.

Integrated Quality and Performance Report
Laura Elliott and Matt England attended the meeting to present the item.
Matt England highlighted that all the cancer standards in May were green at
both Trust and CCG level. RTT was beginning to see an improvement with just
over 90% with incomplete pathways at the end of June and the number of 18
week breaches was steadily reducing. Additional capacity was being input. A
number of Independent Sector transfers had been identified and were taking
place. There was an issue with the Trust utilising the capacity of other
community services which may need to be escalated. Ambulance performance
continued to be a challenge with a slight improvement in July but still forecast
to be behind the recovery plan. Jo Webster updated that she was attending a
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performance summit the following week with NHS England to go through 18
weeks in detail following the award of £3.88M resilience monies. Jo had also
attended a performance summit with the Ambulance Service called by NHS
England. The summit sought assurance that CCGs as Commissioners are
working with the Yorkshire Ambulance Service to recover operational
performance.
David Brown raised his concern that the mental health dashboard which was
showing as green did not reflect the number of referrals that the Trust do not
accept and requested that this information be requested from providers.
Sandra Cheseldine informed the Committee of 2 cases she had become aware
of via attending an IFR panel meeting where 2 patients had been held in the
secure unit at Fieldhead for a prolonged period and the CCG had been asked to
fund referrals onto private providers for yearlong treatment plans. Jo informed
the Committee that a review was currently being undertaken on how out of
area placements could be managed better and Jo would ask both the
commissioning and the quality team why the patients had been in Fieldhead for
so long before they received a request to refer them on. This review will also
consider services provided by the Horizon Centre; scope of the services
provided and value for money. Jo and Phillip Earnshaw had been discussing the
IAPT services and the current waiting time for services. Jo planned to explore
the market by going to Any Qualified Provider and stimulating the market for
IAPT services to improve waiting times and quality of care for patients. Jo had
met with Stephen Michael, Chief Executive at South West Yorkshire Partnership
Foundation Trust and outlined her concerns and it had been agreed that they
would meet with all the internal services and then hold a mental health summit
in September/October to discuss transformation and how it fits within the
integration agenda.
Jo Webster informed the Committee of a never event that had taken place at
MYHT. Full details will be included within the next Integrated Quality and
Performance Report.
Stephen Hardy queried the planned recruitment of 200 nurses at MYHT. Laura
Elliott informed the Committee that 25 Spanish nurses had started the previous
month in addition to recruitment locally and nationally.
Stephen also raised his concern regarding the sickness rates at MYHT and Jo
Webster confirmed that the staff were going through a significant upheaval and
this could be having an effect on the sickness rates.
It was RESOLVED that:
i)
ii)

request information on the number of referrals that were not accepted
by the Trust for the mental health dashboard (Laura Elliott); and
the Committee noted the report.
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14/173

MYHT Cancer Waiting Times Update
Dr Nick Spencer attended the meeting to present the item.
Dr Spencer informed the Committee that further to him attending the
Committee in April 2014, he had worked through the challenges presented to
him at that meeting and had undertaken collaborative working with both
Wakefield and North Kirklees CCGs. The greatest concern to the Trust was the
62 day target, in the last quarter of 2013/14 the target had failed at 84%
nationally and a forecast for the following year suggested a further decline with
neurology cancer having the largest detrimental effect.
Dr Spencer gave an update to the Committee on the Trust’s 62 day cancer
performance improvement plan that had been ongoing over the last 18 months
and demonstrated that a number of the tasks were completed and some still
ongoing. Regular meetings were taking place with LTHT regarding inter‐
provider transfer.
Dr Spencer informed the meeting that he had undertaken a review of quarter 4
and 62 day breaches for individuals that had breached between days 63 and 92.
50 patients had breached, half of which were urology patients. The Trust
believed that a significant number of the breaches for the quarter were
patients electing not to be treated in December. The Trust has arranged for
training for staff in laparoscopic surgery which meant that their capacity to
deliver had been constrained, however, the training was reaching conclusion
which should result in improved capacity. The majority of the patients who had
breached had complicated diagnostic pathways. The Trust had failed in April
due to having 2 dermatology vacancies and patients could not be seen in time.
An action plan had been implemented which had halved the number of
breaches from dermatology.
Dr Spencer shared a proposed monthly cancer report which was currently
incomplete as the validated June data was not available. The report
highlighted a dip in 14 day performance for April. The validated April
performance demonstrated that the Trust was well above target at 90%. Dr
Spencer proposed to share the report at MYHT Executive Quality Board on a
quarterly basis when the information had been validated. Jo Webster
requested that any future exceptions or issues are reported to the Committee.
David Brown outlined a case specific query that had occurred in September
2014. Dr Spencer confirmed that he had discussed the matter with the Medical
Director and had concluded that it was not a serious incident.
Jo Pollard queried whether an internal quality and clinical review had been
undertaken with reference to patients that were having to wait. Dr Spencer
confirmed that a review had not been undertaken. Jo confirmed that this
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would be picked up via the EQB meeting. Jo queried the Trust’s position on
anticipating the hot spots and Dr Spencer informed the meeting that the Trust
monitor the referrals as they are received and predict the capacity for 14 days.
The Trust had two oral‐facial surgeons, 1 of which had already left the Trust
and the other was due to leave at the end of the month. The Trust had been in
dialogue with LTHT and attempting to recruit locums which had not been
successful. The Trust had now secured locum resource and the discussions
with LTHT were now progressing.
Jo Webster informed the Committee that she planned to discuss workforce
risks with Stephen Eames, Chief Executive at MYHT. She hoped to gain
assurance about the Trust’s workforce plan; including an understanding of the
vacancies and a quality impact assessment on where the vacancies were. Jo
also queried whether the Trust still had patient navigators and Dr Spencer
confirmed that there are currently a band 4 and a band 2. Jo informed the
Committee that she would also discuss this matter with Stephen Eames.
It was RESOLVED that:
i)

ii)
iii)
iv)
14/174

a quarterly cancer report to be taken to the EQB meeting and any
exceptions or issues to be reported to the IGC meeting (Dr Nick
Spencer);
internal quality and clinical review for patients that were having to wait
to be discussed at the EQB meeting (Jo Pollard);
workforce risks to be discussed between Jo Webster and Stephen
Eames (Jo Webster); and
the committee noted the update.

Health and Safety Report
Ruth Nutbrown attended the meeting to present the item.
Ruth informed the Committee that the CCG had a risk assessment that was
being reviewed, the CCG’s training record was excellent and the CCG had
adopted the new health and safety guidance that had been released by the
Health and Safety Executive so overall the CCG was in an excellent position.
It was RESOLVED that:
i)

14/175

the committee noted the report.

Finance Report Month 3
Karen Parkin presented the item.
Karen informed the Committee that the report gave an updated financial
position as at the end of June 2014 and highlighted that the CCG had 3 red
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indicators, 1 was the recurring QIPP delivery and 2 on activity mainly based on
MYHT activity due to the overtrading in activity terms. GP IT revenue funding
of £905K had been received in month 3.
GP IT capital bids had been delayed.
The MYHT position were reporting a year to date underspend of £300K as
month 1 activity was overtrading but the financial impact plus adjustments for
the risk share brought it back to a breakeven level. The estimated penalties
had been added and were primarily around RTT failure with a failure within the
first 3 months of the year estimated at £300K. Leeds Teaching Hospitals Trust
were also overtrading in both activity and financially due to critical care based
on month 1. CSU managed the contract and the CCG had posed some queries
to them on the position.
The report focussed on the Continuing Health Care as the monthly key focus
area and section 5 demonstrated a breakdown of the budget giving a detailed
position. The year to date position on CHC showed an underspend although it
was anticipated there would be some growth and therefore the forecast was
remaining at breakeven. A review of running costs within budgets had been
undertaken, mainly on property services due to the high value paid to Property
Services the previous year. A lower amount was due this year and therefore
the running costs budget would have savings and was in the QIPP plan with a
£400K savings. In month 3 £48K had been achieved on QIPP with regards to
the Local Authority and a review of pooled budgets. £170K had been achieved
on dermatology which had been taken out as part of the contract for MYHT.
IVF had been removed from the risk section following the decision made by the
Clinical Cabinet to fund 1 cycle of IVF. The appendices now indicated last year’s
activity so that readers could compare last year’s activity to this years to see
how the CCG were performing.
It was RESOLVED that:
i)
14/176

the Committee noted the report.

Risk Stratification Update
Gill Day attended the meeting to present the item.
Gill informed the Committee that all practices in Wakefield are now using risk
stratification tool in Wakefield to avoid unplanned admissions and using the
tool to identify the 2% high risk patients for the enhanced service. An email
had been received from Wendy Harrison at West and South Yorkshire and
Bassetlaw Commissioning Support Unit which indicated that if the CCG did not
access the tool or be provided with the data from it there would not be a need
for the CCG to have a policy as long as information sharing agreements were in
place. David Brown informed the Committee that he had attended an event
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the previous week which had indicated that the CCG were required to
determine how the data was processed then the role was shared with practices
as data controller. It was agreed by the Committee that a policy was not
required.
Jo Webster informed the meeting that she planned to discuss with Helen Childs
how risk profiling can add value to the integration agenda.
It was RESOLVED that:
i)
ii)

iii)
14/177

a policy was not required provided information risk sharing agreements
were in place (Gill Day);
discussion to take place between Jo Webster and Helen Childs to
evidence how risk profiling can add value to the integration agenda (Jo
Webster); and
the Committee noted the report.

Research Activity Update
Stella Johnson attended the meeting to present the item.
Stella informed the meeting that the CCG had a successful first year. The Y&H
Clinical Research Network business plan highlighted a target of 25%
participation from GP practices recruitment of participants into research for
2014/15 and Wakefield CCG were currently at 48% participation which was
about the West Yorkshire average. The details of sight initiative were still
awaiting from the Y&H Clinical Research Network which were the payments
that the GP practices would receive for participation in the research. The Y&H
Clinical Research Network were imposing a reduced process target of 15 days
from 30 days the previous year, however, the Team had already streamlined
their internal processes and were already delivering against the 15 day target.
Jo Webster informed the Committee that she had received a query on where
research sits within the CCG and it had been agreed that Liz Howarth, the
Associate Director of Strategy and Innovation was the lead for the CCG
It was RESOLVED that:
i)

14/178

The Committee noted the report.

Service Review Update
Linda Driver attended the meeting to present the item.
Linda informed the meeting that the Informal Clinical Cabinet would be
reviewing the phase 1 outputs of the rapid service reviews on the 7 August
2014. Following this they would review the phase 2 outputs at a later date. For
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services on the rapid review list following the procurement options appraisal
there was the potential for 1 AQP with a pick list with all the services listed. If
this was agreed it would be undertaken via a procurement process between
October and December 2014 and the contracts would be in place for April
2015.
Linda informed the meeting that table 1 of the report highlighted the services
where tender waivers may be required. Jo Webster informed Linda that it was
not exceptional circumstances to have delays in service reviews. Jo suggested
that this issue be discussed in detail outside of the meeting and bring the
proposals back to the meeting.
Linda proposed that grant allocations be removed from the service review
process and a separate discussion take place on what process should be
undertaken to make sure that they are value for money in the wider context of
the integrated health and social care agenda.
For the services that transferred over under the TCS process it was proposed
that the contracts be extended for a period of 2 years.
It was RESOLVED that:
i)

the Committee noted the report.

14/179i

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – Minutes of
Meeting held on 19 June 2014

14/179ii

NHS 111 Wakefield and North Kirklees Clinical Quality Group – Minutes of
Meeting held on 8 April 2014

14/179iii

NHS 111 West Yorkshire Clinical Quality Group – Minutes of Meeting held on
14 May 2014

14/179iv

Quality Intelligence Group – Minutes of Meeting held on 12 June 2014

14/179v

Public Involvement and Patient Experience Committee – Minutes of Meeting
held on 6 March 2014
The Committee noted the minutes.
It was requested that unapproved minutes be brought to future meetings in
order for the Committee to review minutes in a timely manner.
It was RESOLVED that:
i)
ii)

unapproved minutes to be reviewed by the Committee; and
the Committee noted the minutes.
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14/180i

Information Governance Bulletin – 15th Edition
The Committee noted the document.

14/180ii

YAS 999 Commissioning News – June Edition
The Committee noted the document.

14/181

Consider Future Deep Dive Topics
The Committee deferred the item to next meeting.

14/182

Any Other Business
No other business was discussed.

14/183

Date of Time of Next Meeting
It was noted that the next meeting would take place on Thursday 21 August
2014 at 14:00 in the Seminar Room
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Title of meeting:

Governing Body

Date of Meeting:

9 September 2014

Paper Title:

Clinical Cabinet: presentation of minutes and items
for approval by Governing Body

Purpose (this
paper is for):
Committee chair:

Decision

Meeting minutes enclosed:



Discussion

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Assurance

18b

Information

Dr Adam Sheppard, Deputy Clinical Leader
22 May, 3 July and 31 July 2014

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet meetings held
on 22 May, 3 July and 31 July 2014.
Executive Summary:
22 May 2014
The following issues were discussed:
 Service Review
 Urgent Care Project Plan
 MSK Update
 King Street
 Gastroenterology Redesign
 Children’s Continuing Care Personal Health Budgets
 Star Bereavement Counselling Services
 Strategic Work Programme Follow Up
 Year End Financial Position and 2014/15 QIPP Update
 Network meetings
 CSU Business Intelligence/Analytics Project
3 July 2014
The following issues were discussed:
 Neuropsychology
 IVF commissioning policy
 GP IT update paper
 SEN policy
 Clinical Cabinet commissioning decisions 2014
 Patient experience report maternity
 Operational resilience and planning 2014/15
 RTT recovery plan
 Strategic Plan
 QIPP update
 Network updates
 Service reviews update
 Gastroenterology – update and progress
 Summary of agreements with WMDC
 Update from Governing Body development session on Mental Health



Croydon List project end and lessons learnt report

31 July 2014
The following issues were discussed:
 Gastroenterology service specification
 King Street evaluation
 Arthroscopic knee washout
 Urgent Care Practitioner business case
 365 Transport
 Children and Young People Strategy
 ASD/ADHD Transformation Programme update
 CCG Strategy and Annual Delivery Plan
 QIPP update
 Clinical Network update
 Acute Service Reconfiguration
 Service Integration update
 Medicines Optimisation Group

Agenda item: 18b (i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday 22 May 2014
09.00 – 12.30
Seminar Room, White Rose House
Present:
Stephen Hardy (SH)
Jo Pollard (JP)
Dr Phil Earnshaw (PE)
Andrew Pepper (AP)
Dr Clive Harries (CH)
Dr Ivan Hanney (IH)
Dr Avijit Biswas (AB)
Dr David Brown (DB)
Dr Paul Dewhirst (PD)
Sandra Greenwood (SG)

Lay Member, NHS WCCG
Chief of Service Delivery and Quality, NHS WCCG
Clinical Chair, NHS WCCG
Chief Financial Officer, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Nurse, NHSWCCG

In Attendance:
Dr Som DaSilva (SDS)
Jo Fitzpatrick (JF)
Michele Ezro (ME)
Linda Driver (LD)
Karen Parkin (KP)
Ian Carr (IC)
Morna Cooke (MC)
Liz Howarth (LH)
Rachel Spilsbury (RS)
Sian Registe (SR)
Mike Kemble (MK)

GP, NHS WCCG
Head of Medicines Optimisation, WCCG
Associate Director of Service Delivery and Quality
Head of Service Development and Transformation (Item
Associate Director of Finance (Item 13)
Head of Children’s Commissioning (Item 10, 11)
Senior Commissioning Manager, WCCG
Associate Director of Strategy, WCCG (Item 12)
Head of Business Intelligence, WSYBCSU (Item 16)
Senior Associate, Projects & Programmes, WSYBCSU (Item 5)
Programme Manager, WSYBCSU (Item 7)

Kate Trevelyan (KT)

Senior Management Support, NHS WCCG

1

APOLOGIES FOR ABSENCE
Apologies were received from Jo Webster, Dr G Connor, Dr A Sheppard, Helen Childs, Laura
Elliott, Mandy Sheffield

2

DECLARATIONS OF INTEREST
Declarations of interest were noted:
PE and other GPs: Item 5 Service review
PE: Item 9 Gastroenterology

3

MINUTES OF THE MEETING HELD ON 24 APRIL 2014
The minutes were agreed as a true record.
1

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

SERVICE REVIEW UPDATE
LD introduced Sian Registe (SR) who reported on the progress made on developing a review
programme for services where current contracts were due to expire during 2014‐16. SR
provided an overview of the projects and the support required from the Clinical Cabinet .
PE declared an interest re his own and other Practices re Novus Health and Marino.
SR updated members on the work done and where input was needed to allow an informed
decision to be made. The service review plan was for a three year period and
recommendations would be taken back to the Clinical Cabinet and Integrated Governance.
SH queried the tender contract issue and AP updated members. ME commented that they
were proposing to go through each of the contracts to create a list of identified service
reviews towards a joined up service review with delivery of QIPP.
LD highlighted Item 6 re areas for consideration and highlighted concerns re mitigation. SH
referred to the last paragraph on commenting that it was not possible to have a work group
approval process which included GPs and as such this would need to go to the Executive
Approvals Group. It was noted that there was a meeting planned in June to discuss the
outputs from the desktop review. SR indicated that they were looking for impartial clinical
input.
JoP advised members that the IG list of service reviews would be delivered on time although
it was noted that there was slippage around Outpatients and Neurology. Members noted
that any issues would need to be authorised. PE suggested a site test and desk top review,
rather than a full review.
IT WAS RESOLVED that:
i.
ii.
iii.
iv.
v.

6

The contents of the report and recommendations were noted;
Members noted the progress made;
Section 6 to be discussed around risks so that they could be mitigated;
Conflict of interest concerns to be addressed;
Desktop review should involve audiology and should be shared by end July.

URGENT CARE PROJECT PLAN
LD presented on the Urgent Care Project Plan which was in line with discussions last month
re the transformation work and the request for timelines and updates.
Highlights included:




Integrated Emergency Department models at PGI and DDH
Ambulance and Patient Transport
Timeline listed with deadline April 2016
2




Appointment of a Clinical Advisor to work with Sally Bell and Jenny Feeley;
Soft marketing testing by NHS Kirklees (not previously notified to CC)

After further discussion, members agreed that Urgent Care should be put on the agenda of
Informal Cabinet in June to update members re the Integration Model so that it could be
cascaded back to Networks. CH requested assurance re MYHT early discharge planning and
the Leeds process. DB commented on the workforce implications for the specification re
recruitment of nurse support. It was agreed that LD would ask SB/JF to investigate and
respond directly to CH and DB.
LD provided assurance around the transparency of the evidence base.
Action: LD to ask SB/JF to investigate CH/DB queries and respond directly.
Urgent Care to be added to the Informal Clinical Cabinet in June
PE queried acute issues on the patient transport system and home visit support referring to
the scheme in North East Lincolnshire re transport of patients to surgeries as an alternative
to A&E. It was agreed that the North East Lincolnshire scheme would be reviewed towards
the evidence base.
Action: LD to action investigation of the North East Lincolnshire transport scheme and
feed back
JoP commented that it was important to acknowledge Sally Bell’s hard work as Lead in
Urgent Care which had made a difference.
IT WAS RESOLVED that:
i.
ii.
iii.
iv.
v.
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The report was noted;
Urgent Care to be discussed at June Informal Clinical Cabinet;
Assurance required re MYHT Discharge Planning and contact with Leeds;
Assurance required re workforce implications re delivery;
Investigation of the work at North East Lincolnshire;

MSK UPDATE
Mike Kemble, Programme Manager, WSYBCSU attended to give an update on MSK work.
was noted that a paper would be brought back to the Clinical Cabinet in July around
developing a MSK services and related MSK services with the intention to develop a
Business Case Outline with a number of options re procurement option .

It

It was noted that the timeline for the MSK service review had just commenced which would
look at services in Primary and secondary care which links in with MSK intelligence. MK
asked members whether they would prefer to provide Clinical input into the service review
with clinical attendance at site visits or MK to report back on progress.
PE stated that a specialised GP, generalised GP and Infection Control Nurse should be
involved to focus on different issues to achieve the best out of the service and at the same
time, sign off on any environments before agreement. Representatives from the Quality
Team should also be involved with Dr Wynn as the Lead. PE emphasised the need that GPs
should have no conflict of interest.
3

LD asked whether Carpal Tunnel should be included and it was agreed that should remain as
a stand alone so as not to complicate the process. PE agreed that he would email out to
the membership for possible interest.
Action: PE to email out to membership re possible interest
LD assured members the involvement with the Network giving the opportunity to comment.
The updated Business Case to come back to the July meeting with updates to be emailed to
members as collated.
IT WAS RESOLVED to
i. Note the verbal update and that a Business Case Paper would be brought back to the
July Clinical Cabinet;
ii. Carpal Tunnel not be included and remain as a stand alone
iii. Specialised GP, Generalised GP, Infection Control Nurse and Quality representative to be
involved in the service review process to sign off;
iv. Update on the review to be shared with members as collated
8

KING STREET SPECIFICATION
Members noted that the specification had been developed following the outcome of the last
Clinical Cabinet:



The presentation of the review of the walk‐in service paper;
Approval was granted for the contracting approach, whereby the extension to the
walk in service is undertaken by the Clinical Commissioning Group contracting
directly with Local Care Direct.

It was noted that AS had reviewed the paper as Clinical Lead and was happy with the review
but it was important to engage with GPs and other CCGs.
Members reviewed Appendix 1 and SH raised a query on Page 3 around nurse cover
indicating that clarification was needed. Other queries included the length of the standard
NHS contract and definition around the sentence re Medical Prescriber. Members
indicated that King Street implications needed to be registered as a risk.
PE commented that the walk in centre which was previously nurse led had been open in
Wakefield for 30 years and the paper did not reflect this. Members also queried NHS
England’s position re the registered lists and it was noted that they will retain the contract of
the registered list.
There was a detailed discussion around the service which should be included or not and JoP
stated that the action should be taken outside of the meeting for the Executive Team to
define what services are in or out.
Action: Walk in Centre Contract to be reviewed at Executive Team to agree content
IT WAS RESOLVED
i. Note the Walk in Centre specification review;
ii. The contract content to be reviewed by the Executive Team;
4

iii. Risk implications to be identified and recorded
9

GASTROENTEROLOGY REDESIGN UPDATE
LD updated members on the service transformation review and AQP service which would
end 31 March 2015, Members noted that it was important to bring an update on the
progress made. PE declared an interest in terms of Novus.
JoP informed that clarity was required on the Direct Access Community Diagnostic service.
LD updated members particularly in respect of concerns around service delivery with
feedback from members which included a need for a fast track endoscopy and concerns re
patient engagement at Mid Yorks and lead times.
LD advised that there was a letter going to the Trust around the Community service review
which would be sent out by COP on Friday, explaining the reasons why and the expectations
with timescales . It was understood that the Trust were working with the Gastro Team and
had given assurance to the CCG about what that work would be. DB queried
Gastroenterology as part of the EQB Agenda and JoP confirmed that it was part of the work
stream and updated members that it had been agreed to strengthen the CCG approach to
Gastro . JM commented that from a Joint Accreditation Group (JAG) perspective around
the current providers who were qualified.
Members noted plans going forward with timelines, and that the service specification which
was being developed would highlight ongoing engagement. SH requested an early update
on the progress. LD confirmed that the review was on target to meet the procurement
deadline. JoP emphasised that the procurement must be delivered on time and would
need to be discussed outside of the meeting.
Action: Gastroenterology to be discussed outside of the meeting
Gastroenterology update to be on the June agenda
It was RESOLVED
i.
ii.
iii.

10

The presentation was noted;
Procurement mitigation to be discussed outside of the meeting
Progress update on the Clinical Cabinet agenda for June

CHILDREN’S CONTINUING CARE PERSONAL HEALTH BUDGETS
Morna Cooke presented the paper which proposed varying the contract with the CSU for
provision of Personal Health budget support for continuing care patients, to cover children’s
PHBs and commissioning advice to children’s continuing care. The paper recommended
that Clinical Cabinet approves the commissioning of Clinical advisor support and
management of children’s personal health budgets via a contract variation with CSU, subject
to price negotiations. It was noted that the maximum price would be no more than £1,500
each.
JoP commented on CCU/ SLA discussions which ME was involved in, emphasising that it was
important in the negotiations to ensure cohesive transparency in terms of the process, price
and cost.

5

It was RESOLVED that
i. the contents of the paper were noted;
ii. the recommendations were supported subject to negotiations being transparent in terms
of the process, price and cost.
11

STAR BEREAVEMENT COUNSELLING SERVICES
IC presented the paper which informed members on the current position in respect of the
Star Bereavement Services in order to consider the commissioning options available to the
Clinical Commissioning Group. It was noted that the cost of the service has been extended
for six months to enable a review to be carried out. The paper listed a number of options:





Continue to deliver the service but with a more focused service specification in line
with the CCG resources for the remainder of the financial year at a cost of £2,500;
Formal procurement exercise
Identify additional funding (£25K funding pressure from £90K Home Start Budget
Possible CAHMS could pick up but pressure would be created if service
decommissioned this year

Members noted that there had so far been no engagement work and the recommendations
in the paper were:





Support the continuing of the service;
Require commissioners and the service provider to increase marketing of the
service;
Support a procurement exercise using the new stratification;
Support commissioners and providers to work with the Community Services (IAPT
agenda)

SH stated that there was an issue with the speed of the response by providers and IC
commented that it had been addressed via a timetable in the process.
AP queried:



Why the £25K cost to the CCG and IC confirmed that the Local Authority made a
decision in Q4 to withdraw their contribution;
A contractual issue re tender waiver and IC confirmed that this was for six months.

PE stated that the proposal required further discussions with the Local Authority.
JoP proposed that members support of the continuation of the service for six months to
ensure continuation of the service which members agreed.
It was RESOLVED:
i.
ii.
iii.

To fund the continuation of the service for six months;
To support the procurement exercise;
To have further discussions with the Local Authority.

6
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STRATEGIC WORK PROGRAMME FOLLOW UP
Liz Howarth attended the meeting to give an update on the current position on the
Operational Plan with the next milestone being the submission of the 5 year strategy to NHS
England on the 20 June.
LH requested comments from members re the Plan on a Page document . Liz indicated that
they were planning to resubmit the Strategic Plan at a Governing Body meeting on the 10
June and then back to the HWB board on the 18 June to meet the deadline of the 20 June.
LH outlined the engagement in place to make sure that the plans were aligned. LH
indicated that they would provide an user friendly version of the strategy.
Members noted that at the meeting with NHS England on 9 May 2014, the Strategic Plan
received glowing feedback, particularly with regard to Plan on a Page format which was
working well and being built on in a manageable way. It recognised that this had been led
from the top by Jo Webster and members acknowledged that it was a credit to everyone
involved.

13

YEAR END FINANCIAL POSITION AND 14/15 QIPP UPDATE
Michele Ezro and Karen Parkin presented on the year end position and the headlines were














Actual surplus – achieved £9.4m against a target of £10m;
Clinical lead engagement important and a need to improve;
Recurrent schemes preferred;
Streamlining the process to make QIPP manageable;
QIPP held to account through Clinical Cabinet and Governing Body
Informal Clinical Cabinet discussions work well
Support from CSU and links to the other CCGs to share good practice;
Engagement with CSU (to be held to account);
Engagement with Networks and GP members;
Delivering QIPP in 2014/2015 was mostly around redesigning the contract;
Delivering QIPP 15/16 and challenges involved with greater emphasis on
transformation;
Cost control measures in place to combat inflation;
QIPP meetings changing:
o QIPP Clinic to generate new items;
o QIPP Performance Management;

Members recognised that QIPP was a difficult subject to make relevant to Networks with
comments including to rename or offer in a similar way to the Prescribing scheme.
JoP commented that it should be taken out of the meeting to get practices involved as it was
about quality, ownership, benchmarking, planned care and getting indicative budgets out.
IT WAS RESOLVED that
i.

The contents of the presentation were noted

7

14

A NETWORK UPDATE
Members discussed the various issues which had been raised from the various Network
meetings:
Network 4 : CH updated members that the question had been raised about his role as the
Network Chair and feedback from Clinical Cabinet. PE suggested that a formal invite should
be sent to members of the Network and it was acknowledged that GP voices should be
heard at Clinical Cabinet as some issues required a corporate response. It was felt that the
redevelopment of PSU should help engagement in respect of Clinical Cabinet feedback and it
was agreed that JoP should discuss with PSU.
Action: JoP to discuss the issue of Network engagement re Clinical Cabinet discussions
with PSU

15

SAFEGUARDING COMPOSITE REPORT UPDATE
JoP asked for it to be formerly noted that the report was presented to the Board last week
and that there was Children Identifiable data therein.

16

CSU – BUSINESS INTELLIGENCE/ANALYTICS PROJECT
Rachel Spilsbury presented the Business Intelligence/Analytics Project report which
included:







The new CSU Roadmap providing information at Practice level (including flow chart)
GP data
Contracting information
New tools functionality
Benchmarking of Acute providers
Primary Care performance tool will provide comprehensive view at Practice Level

PE queried that information was as before basically a dashboard and datasets. DB thought
that it should be presented using the CQC safety indicators which were missing (looking for
never events in GP). SDS thought that the data should be made accessible and there
should be a search box. CH commented that there should be linked with the System 1
database and should show A&E attendances and follow ups. PE indicated that it could be
part of the co‐commissioning and there should be a user friendly front end which would
provide:
o
o
o
o

Ownership and visibility;
More comprehensive data ;
Change of Coding practice;
Pricing

RS indicated that she would take the comments back to draft out a further updated version.
IT WAS RESOLVED
i.

To note the content of the presentation
8

21

ANY OTHER BUSINESS
SH noted that it was Dr Ivan Hanney’s last meeting and thanked him for his contribution to
Clinical Cabinet.

22

Date and time of the Next Meetings
Informal Clinical Cabinet:
Thursday, 10 July 2014 1.30 pm – 3.00 pm
Boardroom, WRH
Clinical Cabinet (July):
Thursday, 31 July 2014 09.00 – 12.30 pm
Seminar Room, WRH
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APOLOGIES FOR ABSENCE
Apologies were received from Jo Webster, Linda Driver, Dr Patrick Wynn, Dr David Brown
Dr A Carroll and Andrew Pepper indicated that they would be late attending due to
attendance at JSCB.

1

2

DECLARATIONS OF INTEREST
Item 8: GPIT Update (all Gps)
Item 11: Operational Resilience and Planning 2014/15

3

A MINUTES OF THE MEETING HELD ON 22 MAY 2014
The minutes were agreed as a true record.

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

NEUROPSYCHOLOGY
GR attended to present the Neuropsychology paper and introduced Dr Mark Lewis and
Sarah Clarkson who were attending to support responses to queries.
It was noted that the paper builds up a case around the clinical psychology for stroke
pathway with engagement with the voluntary sector and the wider multi disciplinary teams
to provide more in depth cover as psychology needs for stroke victims have not been
addressed.
The financial model was highlighted and ML advised that there was no high level structure in
neurology for severe cases re clinical support and supervision of staff. PE felt more work
needed to be done to understand what Yorkshire should be providing, including
engagement with NK, NHSE, CCG and GPs in this review. ML responded that the acute
service does not involve psychology, after discharge patients need support which was not
covered by the tariff.
AS suggested that a specialist commissioning discussion with NHS England was required. KP
commented on the financial gap indicating that it needed to be developed further in the
Business Case.
JoP summarised:
1) A need to be clear on the business models;
2) Options appraisal in Business Case re procurement of a new service (Commissioners
fund services);
3) A need to understand North Kirklees activity;
4) Tariff is not included but there was a need for governance assurances;
5) Query around quality assessment of the service.

IT WAS RESOLVED to
i. The paper was noted;
ii. To support moving forward;
iii. Further work to be done on the Business Case;
2

iv. Understand the role of the CCGs in the development of the work going forward;
v. Bring back update to discuss further.

6

IVF Commissioning Policy
Sarah Shepherd and Jenny Feeley attended to present the Y&H Fertility Policy IVF paper and
Dr Wynn’s apologies were noted due to clinical commitments but had given feedback
supporting Option 2.
SS outlined the proposals re the NICE guidance which affected Y&H Overview changes and
members noted that the Options were:
1.

Adopt the revised policy which has been developed by YHEFG, noting the changes to
existing policy in relation to age extension (from 23‐40 to 18‐42) and number of
cycles being increased from 1 to 3, based on the recommendations made by NICE
guidance. This is in 1 of the 10 CCG’s mentioned in the paper.
Adopt the revised policy in relation to age extension but keep the number of cycles
the same as the CCG’s existing policy, which is 1 cycle. This is in line with 6 out of the
10 CCG’s mentioned in the paper and in line with all West Yorkshire CCG’s and
mitigates risks in relation to additional cost pressures.

2.

Members noted that it was a matter of great importance particularly as there were patient
and MP letters in the system which required a response following the meeting.
The issue was debated the issue in length, noting that there had been a lot of clinical
engagement but also there were cost pressures with risk implications. PE referred to
discussions at 10CC and proposed that the issue should go to public engagement and
debate.
Members agreed that the decision should go out to public engagement and that Option 2
should be approved with a time limit review of 12 months subject to a clear understanding
of the impact and risk implications.
IT WAS RESOLVED that:
i.
ii.
iii.
7

Support Option 2 for 12 months;
Review in 12 months re outcome of the public engagement/debate;
Review should provide clear understanding of the impact and risk implications.

GPIT UPDATE PAPER
Ian Wightman attended to present Paper 7 and highlights included:








Overview of the changes arising from the new GP‐IT operating model;
A review of the 13/14 actions;
Update on the revenue allocations from the WYAT for 14/15 and its intended use;
Notification of the capital requests from WCCG for GP‐IT;
Practice allocation change of £2.53 per head per population;
NHSE refresh kit over 5 years old;
System 1 would need to be funded internally by 7 July 2016.
3

KP updated that the contract was through the CSU and the service specification had not yet
been finalised.
AS commented that this group could make a recommendation but not a decision because of
the conflict of interest and therefore delegated authority was passed to AP.
IT WAS RESOLVED:

i.
ii.
iii.
iv.
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Note the contents of the Report;
Support to develop;
The present position was noted;
GP conflict of interest noted and delegated authority passed to AP

SEN POLICY
JoP introduced the paper and Morna Cooke who had brought an updated SEN report which
provided a summary of the key elements of part 3 of the Children and Families Bill as it
relates to health services and the responsibilities for the CCGs. MC gave an overview of the
SEN reform/implications and the ongoing work towards assuming responsibility in
September 2014.
The issues were complex and the briefing outlined the changes affecting Special Educational
Needs (SEN). The paper had also been reviewed at JSCB and the Children & Families
Partnership Board. The local offer was available on line, via the web site( link could be
provided by MC if required). JoP indicated that the whole process was in line with NICE
guidance and MYHT involvement.
SH expressed concern re the comment at the end of the report (decommissioning) and MC
clarified that it was more about personalisation with clear outcomes, short term goals,
different way of working and that an independent key worker being allocated up to the age
of 26. Funding risks were also highlighted and MC explained that the EHC plan was a risk
MEz commented that it was a leading pathway of mental health which was thought to be a
joint risk. AC advised caution over educational costs risks which were significant (speech
therapy etc.).
Members commented that it was an excellent brief and IT WAS RESOLVED:
I.
II.
III.
IV.

The contents of the report were noted;
Further discussions re medical offerings;
Informal negotiations with MYHT;
Proposal to be discussed at Informal Clinical Cabinet

4

9

CLINICAL CABINET ANNUAL REPORT
MEz highlighted the main themes in the report indicating that it had been a good
opportunity to review the decisions and lessons learnt over the last 12 months which in
included:
Outcomes:






paper free meetings;
reduction in the size of the papers;
moving paper to a different route;
Developing of the paper going forward;
Clinical Lead identified for each issue

Brought Forwards:



2014/15 Diabetes Foot Service to be reviewed again in March 2015
Health equalities funding to be reviewed again in July 2015

Members agreed that it was a good report which provided reflection and the opportunity to link
back to the Strategic Plan and integration work.
IT WAS RESOLVED:
i. Note the contents of the report;
ii. Note the current position of the Clinical Cabinet and the work in progress

10

PATIENT EXPERIENCE REPORT – MATERNITY
LE stated that the paper focused on maternity services with an hospital based analysis by
site at MY sites at DDH, Pinderfields and Pontefract indicating that PALS and patient
feedback was positive. It was noted that the report would be shared with Mid Yorks and
the voluntary sector.
LE commented that the next review would focus on Children and Young People’s services.
It was RESOLVED
i.

11

Note the contents of the report for information

OPERATIONAL RESILIENCE & PLANNING 2014/15

AS introduced the paper stating that it was based on guidance received from Barbara Hakin re
urgent and unplanned care. Members noted that the paper outlined the local mechanisms already
in place which will be used to implement this guidance to include the allocation of non‐ recurrent
funding allocated for operational resilience to support unplanned care.

5

It was noted that funds had been allocated and SB updated that Wakefield was in a good position
advising that the Terms of Reference had been revised accordingly to



Increase awareness of the guidance;
Detailed review of winter in the operational plans.

SB stated that a summary would be sent out to Urgent Care Working Group colleagues, Primary
Care, Network Chairs and Voluntary sectors which would clarify issues such as 7 day working
indicating that Catherine Riddle (Chair) had issued the guidance with very detailed measures. AS
advised that £2.5m for Wakefield CCG Urgent Care with RTT Resilience allocated ( £1.2m North
Kirklees) and were looking for delegated authority for AS and JoW. AS commented that the ‘fair
share’ basis should be taken out of the paper as this should be outcomes. POST meeting NOTE: SB
advised that ‘fair shares’ in the paper had been taken out but missed the reference on the cover
sheet of the paper.
The Urgent Care Group meeting on the 17 July would agree the proposals going forward re Bids and
assurance to NHS England all of which had been discussed with WY Area Team.
AS advised that there was a need to work closely with partners particularly North Kirklees and a
letter had been sent out to providers asking for feedback towards the response required back to
NHS England before the end of July. PE declared an interest for all GPs.
Members comments included:
 there were not enough specialties;
 clear guidance was required around nursing home localities;
 query around the extended work in terms of funding.
AS responded that a paper was being presented at Integrated Governance next week.
SB stated that there was a need to analyse all data and updates will send out through the newsletter
and to network chairs.
IT WAS RESOLVED that:
i.
ii.
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Noted the contents of the paper;
Approval given subject to clearance of governance issues

RTT RECOVERY PLAN

ME presented the RTT Recovery Plan and explained the different processes in the Area Team bid
process of funds (£8.5m) for the health economy. ME indicated that since receiving the process,
Mid Yorks had come up with actions which needed to be delivered between July and September and
included:





External validation re waiting list;
Additional joint admin capacity to support the process;
Additional validations and diagnostics to reduce waiting times;
Transfer to internal capacity or to an independent provider with capacity. There was a risk
re transfer and a need to carry out a detailed assessment.

6

ME explained the process re transfer of patients with the risk remaining with Mid Yorks.
issues re risks were capacity and sustainability over key holiday periods.

The key

The process bid project needed to be signed off by 7 July with the plan then being submitted to NHS
England. It was noted that North Kirklees were fully engaged in the ongoing work.
PE was concerned about specific issues not being looked into such as Neurology, respiratory,
medical specialties and noted that a root cause analysis was being carried out within the service
review. JoP commented that it was also the issues sitting underneath which required external
validation and these should be combined within the root cause analysis. Other comments included:




Transparency from MYHT to WCCG;
Choice ‐ conversations with NHS England re IS providers/sub contracting;
Investigate any change in throughput at MYHT over this year e.g. ophthalmology and plans
to increase the pathway.

IT WAS RESOLVED
i Note the process
ii Members expressed thanks to ME for excellent work done in a short timeframe
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STRATEGIC PLAN

EA updated members that next Tuesday, the Area Team would feedback to WCCG on the draft
Strategic Plan with work to be done around impact and Plan on a Page. The document would then
be taken to the Health & Well Being Board to link with their Strategic Board. There was also
engagement with North Kirklees, Mid Yorks, Voluntary and Community Sectors.
It was understood that risks were around IT and Governance with new work to be done on Business
Planning to provide evidence. Members noted that work was also ongoing with Communications
to devise an interactive PDF to link into these relative documents.
AS congratulated Esther on the progress thus made acknowledging that it was hard and difficult
work.
IT WAS RESOLVED:
i.

14

Noted the contents of the plan document.

QIPP UPDATE

KP referred to the QIPP paper and advised that there will be a more in depth report for the next
meeting as changes in CSU had caused transitional problems.
The QIPP programme for 14/15 comprises 21 schemes. Transactional initiatives have a planned
£7.3 million budget reduction against a total savings target of £14 million for the financial year.
There was a query on the overtrade activity and KP explained that QIPP would not achieve cash
savings which could be monitored. Processes have been changed and referred to the QIPP
Programme Structure (App. 1).
7

Members acknowledged that it was important to receive ideas (re page 6) which would be reviewed
and would show how these are progressing next month. KP believed that there was a need to think
about clinical Leads, schemes, engagement, input from the Clinical Cabinet and there was a
discussion around Clinical Lead engagement via Networks.
AS and PE commented that there was a need for good information to be shared with Network chairs
which needed to be detailed by Practice. AP commented that the GP Tool as demonstrated by
Rachel Spilsbury at the last Clinical Cabinet has the capacity to do the work. AS suggested that
there was a need to pick 2 or 3 which could be delivered and then get the information out to Target.
Members acknowledged that the savings should be recurrent.
IT WAS RESOLVED
i.
ii.

To note the contents of the paper;
A detailed report would be presented next month.

15

NETWORK UPDATES

Members discussed Network Chair feedback to Clinical Cabinet and members thought that this could
be done through the Network Development Unit Manager. AS updated members around PE and
AS involvement at the Network meetings.
16

PCLIF EVALUATION REPORT

Members noted that PCLIF had been discussed at previous Clinical Cabinet with no need to discuss
further.

17

SERVICE REVIEW UPDATE

SR presented the update on the progress made in respect of service reviews which included
gastroenterology. The progress was not rapid which impacted decision making and one of the
solutions being considered was a half day workshop so that the detail could be reviewed. It was
noted that the review on Ophthalmology was due to commence in July. AS commented that there
was a need to make sure that:



Procurement was right;
Delegated authority was in place

JoP commented on the requirement for transparency re risk in the contract renewals and AQP
procurement with a requirement to gather evidence. AP also emphasised governance risks in
respect of objective setting around the services and national guidance.
It was acknowledged that the issue was complex with a need for expertise to manage through the
process and it was agreed that it would be discussed at Informal Clinical Cabinet in August re ‘horses
for courses’.
CH suggested that the process was put on a page for ease of understanding.
Action: Service Review item to be on the agenda of the August Informal Cabinet meeting
8

18

GASTROENTEROLOGY UPDATE

JM attended to give members an update on the Gastroenterology redesign service review underway
with the Steering Group at MYHT and other providers being engaged. Soft market testing was
ongoing and the service specification had been shared with the Steering Group. The Business Case
would be finalised by 17 July, with procurement to follow. JoP acknowledged the work done and
stated that there were risks involved.
PE commented that there was a need to ensure engagement was in place with the Networks re
changes. Members agreed that a paper should be presented to the next Clinical Cabinet.
Action: Gastroenterology to be on the agenda of the next Clinical Cabinet

19

SUMMARY OF AGREEMENTS WITH WMDC

FC presented the paper on the year end position providing an overview of the agreements held with
the local authority at 31 March 2014. The analysis provided by the local authority and agreed by the
CCG, detailed the individual reserve amounts held over the year end by the local authority for jointly
commissioned services such as CCH, Enablement etc. Legacy issues were noted to be taken forward
re Sections 21 and 75.
Member acknowledged that there needed to be a pragmatic solution to DN services which would be
better contracted through the CCG to NHSE.
IT WAS RESOLVED:


20

Note the contents of the report

MENTAL HEALTH : UPDATE FROM BOARD DEVELOPMENT SESSION

CH confirmed that it was an interesting session which captured rich information around cases and
patient scenarios.

21

CROYDEN LIST PROJECT END AND LESSONS LEARNT REPORT

Members noted the contents of the report.

22

MINUTES FROM SUB GROUPS

22.1

Medicines Optimisation Group held 26 June

Minutes to be shared at the Clinical Cabinet 31 July 2014

9

Date and time of the Next Meetings
Informal Clinical Cabinet:
Thursday, 7 August 2014 11.00 am – 12.30 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 28 August 2014 9.00 am – 12.30 pm
Seminar Room, WRH
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Agenda item: 18b (iii)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 31 July 2014
09.30 – 1.00 pm
Boardroom, White Rose House
Present:
Adam Sheppard (Chair) (AS)
Jo Pollard (JP)
Andrew Pepper (AP)
Dr Clive Harries (CH)
Dr Ann Carroll (AC)
Dr Avijit Biswas (AB)
Dr David Brown (DB)
Dr Patrick Wynn (PW)
Sandra Greenwood (SG)
Stephen Hardy (SH)

Asst. Clinical Chair, NHS WCCG
Chief of Service Delivery and Quality, NHS WCCG
Chief Financial Officer, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Nurse, NHS WCCG
Lay Member

In Attendance:
Jo Webster (JW)
Helen Childs (HC)
Linda Driver (LD)
Liz Howarth (LH)
Jane Maskill (JM)
Jenny Feeley (JF)
Simon Rowe (SE)
Martin Sutcliffe (MS)
Steve Page (SP)
Dr Phil Foster (PF)
John Cartwright (JC)

Chief Officer, NHS WCCG (Item 15)
Interim Director of Community Transformation (Item 15)
Head of Service Development & Transformation, WCCG
Interim Associate Director of Strategy, WCCG (Item 11)
Commissioning Manager, WCCG (Item 5)
Senior Commissioning Manager, WCCG (Item 6, 7, 8, 9)
Senior Commissioning Manager, WCCG (Item 6)
GP S&R, Lupset
Director of Quality, YAS (Item 8)
Medical Director, YAS (Item 8)
Interim Urgent Care Programme Lead, YAS (Item 8)

Kate Trevelyan (KT)

Senior Management Support, NHS WCCG

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr P Earnshaw, Dr Paul Dewhirst, Jo Fitzpatrick,
Michele Ezro, Laura Elliott, Dr A Furber

2

DECLARATIONS OF INTEREST
Item 13 –Clinical Network: All GPs

3

A MINUTES OF THE MEETING HELD ON 3 JULY 2014
The minutes were agreed as a true record.

1

4

ACTION LOG
The Action Log was reviewed and updated accordingly.

5

GASTROENTEROLOGY
LD introduced the Gastroenterology paper which outlined a proposal for the redesign of
Gastroenterology services as a result of the review and updated national guidance to
promote the case for change. It was recommended that Clinical Cabinet



Note the Service Specification, Business Case, Quality Impact Assessment and
recommendations of the Procurement Options evaluation;
Approve the Service Specification and Business Case and note the recommendations
of the Procurement Options.

It was noted that in respect of the improving pathways, it was possible that one provider
could do all elements of the service in the community setting.
The service specifications had been shared with the existing providers building on the work
of the Steering Group, and also an independent advisor was very supportive of the approach
being taken. LD confirmed that the QIPP targets for 14/15 was not affected by the
proposal. LD also informed that it was anticipated that there would be no change in pricing
but there was a need to do a review with KP, ME, JM and LD.
Action: Pricing to be reviewed by KP, ME, JM and LD
LD proposed that the AQP process was followed for all reasons given and it was noted that
any decision made about the procurement would need to go to IGC.
Members commented on the waiting times for routine appointments and noted that they
were within national waiting times. AC felt that the information was confusing and
requested a copy of the flow diagram for clarity. The current contract ends at the end of
March and the issues were about choice for patients and impact on the existing provision.
DB queried the March 2015 procurement timeline and members acknowledged the need for
discussion at the August IGC.
PW indicated that assurance could be provided from Mid Yorks via monitoring at EQB/ECB
explaining that any provider who was JAG accredited could be eligible to provide the service.
JoP indicated that
1.
2.
3.

There needed to be agreement on the Clinical model;
Proposed that the flow chart be shared and discussed at Informal Clinical Cabinet;
AQP procurement route decision to go to IGC

IT WAS RESOLVED to
i.
ii.
iii.

The paper was noted;
The recommendations were supported by a majority vote taken of members;
Gastroenterology Service Flow Chart to be discussed at the August Informal Clinical
Cabinet
2

6

KING STREET EVALUATION
SR informed members around the minor alterations and issues in the revised version which
had previously been presented to Clinical Cabinet in April 2014. The papers seeks the
approval of the Clinical Cabinet for the review paper to be approved as a final version which
could be made available to the public on request which is part of the transparent
commissioning process. The recommendations were noted as:
i.

ii.

Approve the final Service Evaluation Report on the Walk‐in Centre review
acknowledging this has now been signed off by the commissioners, communications
& engagement teams and the provider;
Note a short communication plan to be commenced to inform the public of the
outcome of the review and ongoing service provision of the walk‐in‐service till
March 2016, along with the production of a Public Evaluation Report.

AS commented that the changes were in respect of the Urgent Care decisions around 7 day
working and the increased opening times at Kings Street which was in line with the approach
agreed. AP informed that LCD were delivering services without a signed contract and that
the funding of the Walk in Centre was still under decision and therefore a risk.
It was noted that the Communications Plan when released would need to go to the
Executive Team to provide assurance that it was patient friendly.
IT WAS RESOLVED that:
i. Support the recommendations
ii. Communications Plan to be presented at the Executive Team meeting

7

UPDATE TO CLINICAL COMPACT FOR ARTHROSCOPIC KNEE WASHOUT
JF presented the update paper and it was noted that the clinical compact for knee washout
was introduced following an evidence based review. The amendment suggestion had been
made by an expert Knee Surgeon at MYHT.
The recommendation was that the Clinical Cabinet agree the amendment to the Clinical
Compact for Arthroscopic Knee Washout. JF commented that both Dr Greg Connor and Dr
Patrick Wynn had reviewed the evidence.
PW confirmed his approval and outlined the
evidence to members.
IT WAS RESOLVED:
i.
ii.

Note the contents of the Report;
To support the recommendation.

3

8

URGENT CARE PRACTITIONER (UCP) BUSINESS CASE
AS introduced the attendees from YAS – Steve Page, Dr Phil Foster and John Cartwright who
were attending to support the paper, and explained that a commissioner only discussion
would take place immediately after the presentation.
The recommendations were:
i.
ii.
iii.

Review and approve the UCP proposal presented by YAS;
Approve the financial cost being used from the Care Closer to Home non recurrent
allocation
Agree that the urgent care commissioning team to closely support a regular project
group to monitor the implementation of the pilot.

It was noted that UCP fits into a number of strategies going forward and PF explained the
process of developing UCP in Wakefield treating patients in the community which links into
the Prime Minister’s Challenge. At this stage precise details were vague but the model
would integrate with the CCG and would be developed through the Urgent Care Group.
AS commented that it enabled an opportunity to work with the provider paramedics and
funding was set aside in the Close to Home Care fund.
Members discussed issues at length particularly around the proposal of the introduction of 5
UCPs towards understanding the benefit of the proposal . There were queries whether YAS
could provision of transport to GP surgeries, cover of early call outs which were usually
related to falls, mental health and end of life.
AS thanked SP, PF and JC for attending and they left the meeting. The Commissioners only
discussion followed.
JOP advised that it was a two year programme. The proposal fits strategically and the pilot
would be monitored and was for an initial 6 month period. The Task and Finish process
would grind down on the pathways and non recurrent funds were allocated (£300K)
IT WAS RESOLVED:
I. The contents of the report were noted;
II. Agreed on the recommendations made to move forward.
9

PATIENT TRANSPORT : 365 TRANSPORT
JF presented the 365 Urgent Care Transport paper and highlights were




999 Emergency;
Patient Transport Service;
Dedicated discharge scheme

The recommendations are for Clinical Cabinet to approve the Business Case for the provision
by 365 response of the following services:

4



Urgent (non emergency) Health Care Professional calls currently commissioned
through the 999 contract;
AE support discharge transport service



JF informed that the purpose of the scheme was to:



to set up teamwork process which would create a very innovative new service;
Test the market re the framework with short questions rather than just a
procurement;
Possibility to test out two services:
o GP urgent
o Take home support ie. Falls patients



AS commented that they were testing ways of working on the two services. Patients would
be admitted in safety but there would be a financial risk in the first year.
There was a query around the procurement framework as to who the CCG would be
contracting with. The issue of community transport was also raised and JF explained the
details of the system, with AS commenting that it will relieve the system, noting that it
would make a difference in the quality of care.
Members noted that YAS were aware of 365 and JF explained the mini procurement system
in place.
IT WAS RESOLVED:
i.
ii.

Note the contents of the Report;
Approved the recommendations

10
10.1

CHILDREN AND YOUNG PEOPLE STRATEGY
Children and Young Peoples’ Outcomes Framework
AC presented the paper which outlined graphically on a single page how the partnership will
contribute towards the overarching District plan produced by Wakefield Together. The
District Plan identifies two outcomes which will influence the work of the partnership:
i.
ii.

Ambitions for our Young People
Modern Public Services

The recommendation was for the Clinical Cabinet to note the content of the Partnership
Outcomes Framework and the Programme Plan for the Partnership.
AC updated members around the Outcome Framework (to be Chaired by AC/Karen Stone)
and working with partners which was the way to move forward.
JoP commented that there was a meeting next week between John Wilson and his team
with JoP/AC. It was noted that Childrens Maternity Services would be brought to a future
Clinical Cabinet.
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IT WAS RESOLVED to
i.
ii.
iii.

10.2

Note the report;
Approve the recommendations;
Note the proposal that Childrens Maternity Services would be brought to a future
Clinical Cabinet.

ASD/ADHD Transformation Programme Update
This item was deferred as Louise Quinn was unable to attend the meeting.

11

CCG STRATEGY AND ANNUAL DELIVERY PLAN
Liz Howarth explained that the development of the Annual Delivery Plan for 2014/15 was
part of the CCG commitment to ensure effective delivery of the 2 year Operational plan and
5 year strategic plan. LH highlighted the key themes:






To provide a line of sight to every priority and project undertaken;
identification of clear accountability;
project management support of processes;
Progress would be monitored across the organisation;
The plan had to be delivered by end of August.

JoP advised that it was really important to give clear transparency of responsibilities and AP
comment that IGC were sighted on any performance issues.
It was thought that updates should be brought to Clinical Cabinet on an exception basis.
Members indicated their preference for succinct papers which were linked to an ambitions
interface diagram proving a summary of the ambitions.
IT WAS RESOLVED:
i.
ii.

12

The contents of the report were noted;
Updates to be brought to Clinical Cabinet on an exception basis.

QIPP UPDATE
AS welcomed MK to the meeting who advised that the paper was more detailed than the
previous general outline of scheme.
AP updated members from a financial perspective reflecting that there were lots of ambers.
There was also focus on networks, GP Urgent Care, Local Authority but there were risks and
Next Steps ideas were needed.
The recommendations of the paper were
i.
ii.

Note the contents
Agree closure of the Patient Transport GPs Urgent Patients Transport Scheme;
6

iii. Agree closure of the Review Tariff Application on Other Local Arrangements scheme.
MK referred to Page 2 split of priorities highlighting the planned care and mental health
shortfall of £3.5m indicating that they were working the gap. MK indicated that there was a
meeting next week to move forward on schemes and working with networks introducing
Consultant to attend as a way to move forward.
AC thought the pathway redesign and QIPP were confusing indicating that Neurology and
Gynaecology should stay with a need to run in parallel. LD indicated that savings could be
made through the pathways and there was a discussion around the possibilities of
decommissioning.
JO P informed that there was a need to acknowledge concern around the pace, some of the
schemes were not big enough, there was not enough time with the staff to support. JoP
proposed that QIPP should be discussed at the September Informal Clinical Cabinet to debate
the issue of Decommissioning.
Action:

QIPP ‘decommissioning of services’ to be on the agenda of the
September Clinical Cabinet.

IT WAS RESOLVED:
I. Note the contents of the report update;
II. Note the current position;
III. Remain as standing item for updates.

13

CLINICAL NETWORK UPDATES and FEEDBACK FROM MEETINGS WITH NETWORK CHAIRS
GC attended the meeting to update members and provided a written update which was
shared. The meetings with Network Chairs had been discussed at ET last Tuesday in respect
of supporting Network Chairs and £15K had been allocated to support Network GPs or a
Practice Nurse. ET viewed this as a good use of money.
GC indicated that the proposal had been discussed with 7 networks with positive response
and that the integration work had also been discussed with Helen Childs. The proposal was
being brought to Clinical Cabinet for comment.
AS declared an interest for all GPs.
Members thought that if the process was successful then it could become part of the Network
Development Framework going forward and workforce issues were acknowledged.
SG indicated that nurses wanted to be more involved in the Clinical Commissioning and this
was being worked on with Kerry Munday and GC.
It was RESOLVED
i.
ii.

Note the verbal and written updates;
Members welcomed the proposal

7

14

ACUTE SERVICE RECONFIGURATION
JOP informed that progress was being made at Mid Yorks, advising that a Childrens
Assessment Unit at Dewsbury DDH would be opened on 11 August as approved via Meeting
the Challenge. There was a need for assurance re staffing beds as there was a clinical risk
and it had been confirmed by Caroline Griffiths that individual letters had been sent to GP
Practices in Wakefield and Kirklees.
JoP indicated that details around the new unit would be available shortly and would be
shared appropriately. JoP advised that she had taken the opportunity to invite Caroline
Griffiths to Clinical Cabinet August or September to give an update.
Action: Confirmation of date with Caroline Griffith’s Office re attendance at
Clinical Cabinet
IT WAS RESOLVED :
i. Noted the verbal update and proposal therein;

15

SERVICE INTEGRATION UPDATE
JW and HC attended the meeting and tabled documents
 Report to the Health and Wellbeing Board 24 July 2014
 Developing a Sustainable and Integrated Care System for Wakefield
JW explained the process, engagement, delivery and the work with providers, outlining the
progress with public engagement with a consistent message about our commitment to work
through difficulties. JoW outlined the themes which included:







Better Care Fund
Bed day reduction, Emergency admissions
Social Care concerns/Local conflicts
Performance risks re underperformance and risk share
New Logo Connecting Team Care
Engagement and membership stakeholders

AS commented that this was a massive challenge with a model which would need providers
to work symbiotically together towards full implementation by September.
HC indicated that Communications and Engagement were developing a workshop for
September to invite Primary Care colleagues (GP practices, 3rd Sector, Pharmacists) to
contribute to the provider alliance implementation plan. It was acknowledged that there
were risks around the Primary Care contribution with a need to support this as an
organisation.
The proposals were being taken to JSCB, Clinical Cabinet, Health and Well Being Board with
great emphasis on how we are going to make it happen.
It was acknowledged that there were historical QIPPS which needed closing around the
Childrens agenda. Risks were around the workforce capacity and commercial strategy.
8

AS indicated that an update had been provided at the Urgent Care Group. It was noted that
money had been allocated.
IT WAS RESOLVED
i
ii
16

Members noted the documents and the update;
noted the significant progress made.

MEDICINES OPTIMISATION GROUP
The minutes of the Medicines Optimisation Group meeting dated 26 June 2014 were noted.

17

ANY OTHER BUSINESS
JoP informed members that Michele Ezro would be supporting AC in Children Services.
JoP further explained that she would be leading on Urgent Care commissioning with LD
refocusing on Planned Care. Alix Jeavons would lead on Mental Health.
Members noted the update.
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DATE OF THE NEXT MEETING
Informal Clinical Cabinet:
Thursday, 7 August July 2014
Boardroom, WRH
Clinical Cabinet:
Thursday, 28 August 2014
09.00 – 12.30 pm
Seminar Room, WRH
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Assurance
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Information

Rhod Mitchell – Lay Member
13 May 2014

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Executive Approvals Group
held on 13 May 2014.
Executive Summary:
13 May 2014




Evaluation report of the Primary Care Improvement Framework Evaluation report was presented and
discussed. Member practices will be sent a letter acknowledging their achievements in relation to this
scheme.
Network Development Framework (NDF) 2014/16 – details of the additional practice capacity to be funded
by the scheme was presented. At the end of each quarter the NDF Scrutiny Panel will verify the returns
from each practice to ensure the additional capacity has been utilised for patient care. A quarterly update
will be presented to the Executive Approvals Group.

Agenda item: 18c (i)
NHS Wakefield Clinical Commissioning Group
EXECUTIVE APPROVALS GROUP
Minutes of the Meeting held on 13 May 2014
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Sandra Cheseldine
Jo Webster
Andrew Pepper
Jo Pollard

In Attendance:

Hany Lotfallah
Sharon Fox

Lay Member
Lay Member
Lay Member
Chief Officer
Chief Finance Officer
Chief of Service Delivery and
Quality
Secondary Care Consultant
Independent Nurse Member

Greg Connor
Justine Joy
Angela Peatfield

Executive Clinical Advisor
Project Manager, Transformation
Minute Taker

6

Apologies
None

7

Minutes of the meeting held on 27 March 2014
The minutes of the meeting were agreed as a correct record.

8

Evaluation of the Primary Care Improvement Framework (PCLIF) Final
Evaluation Report
Justine Joy attended the meeting to present this report containing an evaluation
of the scheme, the recommendations and lessons learnt to help support the
approval of the new Network Development Framework for 2014/16.
It was noted that the scheme commenced in July 2013 and 39 out of 40 practices
signed up to deliver the scheme.
Justine advised that she worked with colleagues from the Practice Support Unit
and Public Health to look at ways to support practices to achieve project targets
and ensure consistency across the patch. Best Practice workshops were held for
practice nurses and this resulted in improvements to the care planning template
which has now been rolled out to practices to improve the patient experience.
A discussion followed and it was agreed that Jo Webster would send out a letter
to practices signed by Rhod Mitchell and Jo Webster acknowledging the member
practices achievements.
It was RESOLVED that
i

the Committee noted the Primary Care Improvement Framework Evaluation
Report
Page 1 of 2

9

Network Development Framework 2014/16 – additional capacity
Greg Connor presented this report providing details of the additional practice
capacity to be funded under the Network Development Framework (NDF). All 40
practices have signed up to the NDF. Greg advised that the NDF Scrutiny Panel
has reviewed the capacity plan of each practice and considers that all 40 meet the
requirements of the scheme.
Greg advised of the following amendments to the Wakefield CCG Baseline NDF
(Inputs) annual payment information that had been shared:
Network 5 – The Grove should read £27,465
Network 7 – Crofton and Sharlston should read £30,534
Network 7 – Kings Medical Practice should read £38,757
Also, the GP hourly rate for Alverthorpe should read £75 not £120.
Following discussion it was acknowledged that practices work in a variety of ways
to free up the necessary staff to achieve their targets and the framework
represents good value for money.
At the end of each quarter the NDF Scrutiny Panel will verify the returns from
each practice to check that at least 90% of the additional capacity has been
utilised for patient care.
Greg asked how often the Executive Approvals Group would wish to meet to
receive reports. It was agreed that the group would meet in July, October and
January to receive the utilisation report and update against key performance
indicators.
Greg queried how the scheme is to be published, it was noted the
Communications team should be contacted to arrange this.
It was RESOLVED that
i

10

the Executive Approvals Group approve the practice plans for additional
capacity

Any Other Business
None

11

Date of next meeting
Agreed meetings to take place in July, October 2014 and January 2015
Dates and venues will be agreed and shared with members
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HEALTH AND WELLBEING BOARD
Thursday, 19 June 2014
Present:

The Chair (Councillor Mrs Garbutt)
The Deputy Chair (Dr P Earnshaw)
Councillor Mrs Rowley
Ms J Roney OBE Chief Executive, WMDC
Mr J Wilson
Corporate Director, WMDC
Mr A Balchin
Corporate Director, WMDC
Dr A Furber
Director of Public Health
Dr L Kamal
CCG Representative
Dr A Carroll
CCG Representative
Mr S Hardy
Non-Executive Member of CCG
Ms A Knowles
Commissioning Director, NHS England
Mr A Battle
West Yorkshire Police
Mr S Michael OBE SWYFT

1.

ACCEPTANCE OF APOLOGIES FOR ABSENCE
Apologies for absence submitted prior to the meeting were accepted on behalf of
Councillor Mrs Cummings, Mr K Dodd, Mr S Eames, Mr P Loosemore and Mr A
Sheppard.

2.

MINUTES - 13 MARCH 2014
Resolved – That the minutes of the meeting of the Health and Wellbeing Board held on
13 March 2014 be approved as a correct record.

3.

CHAIR'S ANNOUNCEMENTS
The Chair welcomed Mr Andy Battle to his first Board meeting as the West Yorkshire
Police representative.
Mr Steven Michael was congratulated on recently being awarded an OBE.

4.

URGENT ITEMS
The Chair added the following item to the agenda as an urgent item in order for the
CCG to inform and seek support from the Board on possible changes to commissioning
arrangements.
•

Primary Care Commissioning Responsibilities

5.

MEMBERS DECLARATIONS OF INTEREST
No declarations of interest were made.

6.

CCG FIVE YEAR PLAN
Consideration was given to a report detailing the progress made on the Strategic Plan
for NHS Wakefield CCG. The current draft of the Plan was circulated to the Board for
comment in order that it could be submitted to NHS England by the deadline of 20 June
2014.
The Plan was based on the national ambitions identified in the Everyone Counts
guidance and also included priorities specific to the Wakefield District. Board Members
were assured that the Plan was aligned with other relevant plans and strategies, such
as the District Outcomes Framework and the priorities of the Health and Wellbeing
Board, and that Wakefield was in a good position due to the work already undertaken on
priorities and vision. Wide engagement and consultation had taken place and would

HEALTH AND WELLBEING BOARD - THURSDAY, 19 JUNE 2014
continue until July 2014.
An early draft of the Plan had been submitted to NHS England in April 2014 and positive
feedback had been received. Following a further submission to NHS England on 20
June 2014, it was hoped that only minor changes would need to be made before the
Plan was submitted to the CCG Governing Body in July 2014 for final approval. It was
hoped that the Plan would then be launched in late August/ early September 2014.
It was felt that the Plan could have more focus on housing-related issues and it was
suggested that a draft of the Plan be sent to Kevin Dodd, Wakefield and District
Housing, for input.
A query was raised regarding the impact of planning applications and developments on
GP surgeries and whether this issue should also be reflected in the Plan. The need for
effective joint working was acknowledged and it was reported that the CCG had started
working with the Council’s Planning Department in order to look ahead and anticipate
demand.
The importance of monitoring the delivery of the Plan was emphasised and it was
envisaged that the Health and Wellbeing Board would have a role to play in this respect.
Further information on performance and delivery of the Strategy would be presented to
the Board at the July 2014 meeting.
The Board congratulated the CCG on a clear and comprehensive Plan and suggested
that the final version should go through the Cabinet system given the significance of the
document.
Resolved – (1) That the alignment of the CCG Strategic Plan to the Health and
Wellbeing Strategy be noted.
(2) That the progress made on the development of the Strategic Plan since March 2014
be noted.
(3) That a draft of the Strategic Plan be forwarded to the Chief Executive of Wakefield
and District Housing for comment/input.
(4) That the outline draft Strategic Plan, as circulated prior to the meeting, be approved
for submission to NHS England.
(5) That the Board receive a final copy of the Strategic Plan for comment prior to its
publication over the summer.
(6) That the final version of the CCG Strategic Plan go through the Cabinet decisionmaking system.
7.

PHYSICAL ACTIVITY AND ITS CONTRIBUTION TO HEALTH
Consideration was given to a report outlining key issues relating to physical activity and
health, including the impact of physical inactivity, the cost of inactivity to the District and
how physical activity could contribute to the priorities identified within the Health and
Wellbeing Strategy.
It was reported that the Wakefield District was the second most inactive District in
Yorkshire and Humberside, despite the amount of work undertaken within communities.
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Board Members were provided with information regarding the work that was already
being undertaken, which included the development of the Physical Activity, Sport and
Health (PASH) Partnership in 2012, together with details of future key priorities and
challenges.
It was noted that much of the information within the report was based on national
surveys and statistics and it was suggested that further work needed to be undertaken
to gather data and information that related specifically to Wakefield. A District-specific
analysis would provide a better understanding of the issues that were particular to
Wakefield and would enable funding and prevention strategies to be targeted more
effectively.
Resolved – (1) That a District-specific analysis be undertaken to inform future decisionmaking.
(2) That the impact of physical inactivity on the ill health suffered within the District be
noted.
(3) That Increasing Physical Activity become a priority for the Health and Wellbeing
Board partners.
8.

SEND REFORMS
Board Members were provided with an overview of the readiness to meet the
requirements of the new SEND (Special Educational Needs and Disabilities) legislation
and the key risks involved in implementing aspects of the SEND Reforms by September
2014.
Members were advised that the reforms were the most significant to take place in thirty
years and would therefore have significant repercussions on current practice and
procedures. The report highlighted the key areas of change, which included the
requirement for integrated services and joint commissioning arrangements, together
with details of progress to date. Although significant progress had already been made
towards the implementation of the reforms, there were a number of areas that were at
risk of not being in place. This included the readiness of Health partners to provide
personal budgets and the implications of the SEND legislation applying to all children
and young people aged 0-25 years, rather than 0-18 years as at present.
Resolved – (1) That the report be noted.
(2) That the Board support the prioritisation of this work to enable the implementation
deadlines to be adequately met.

9.

HEALTHWATCH UPDATE
No update was provided as the Healthwatch representative had been unable to attend
the meeting.

10.

HEALTHY LIVING PHARMACY
Consideration was given to a report detailing the development of the Healthy Living
Pharmacy programme over the last twelve months, together with information on the
community pharmacy development Academy and the new arrangements for the
Wakefield Health and Pharmacy Action Group (HPAG). Any queries or feedback relating
to the membership of the Group could be forwarded to Dr Andrew Furber.
Resolved – That the report be noted.
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11.

HEALTH PROTECTION SUB GROUP - ANNUAL PERFORMANCE UPDATE 2013/14
Consideration was given to the 2013/14 Annual Report of the Health Protection Sub
Group. In accordance with the Group’s Terms of Reference, the Annual Report was
submitted to the Health and Wellbeing Board to provide assurances that the Local
Authority’s health protection duties were being effectively and efficiently discharged. The
performance indicators showed that, in general, good systems were in place; however
there were also some identified areas for improvement.
Resolved – That the report be noted.

12.

PRIME MINISTER'S CHALLENGE
Board Members were informed that Wakefield had been successful in a bid to the Prime
Minister's Challenge Fund. The funding was awarded to enable pilot schemes that
aimed to improve GP access and improve patient experience through innovative service
delivery methods. Wakefield’s proposal was particularly ambitious as it was so digitallyled and would be piloted in six GP surgeries throughout the District. It included aims
such as:
•
•
•

Extending access to GP Surgeries to 8.00am to 8.00pm, 7 days a week
Introducing a Mobile Health and Wellbeing Pod
Introducing a range of innovative digital services and new technologies

It was acknowledged that the increased use of technology was ambitious and would not
suit everyone; however it was assured that technology would be used to enhance,
rather than replace, current services and that traditional access methods would remain.
The Board was supportive of the pilot scheme and encouraged wide consultation and
promotion. It was also suggested that a Member Briefing could be held to further raise
awareness of the project.
Resolved – (1) That the report be noted.
(2) That a Members Briefing to raise awareness of the pilot scheme be arranged.
13.

URGENT ITEM - PRIMARY CARE COMMISSIONING ARRANGEMENTS
Dr Earnshaw explained that when the CCG had been formed, commissioning
responsibilities for primary care had been handed over to NHS England. It had since
become apparent that the split of responsibilities had made it difficult to get a picture of
the District as a whole. As a result, a proposal would be made to NHS England asking
them to reconsider the current commissioning arrangements with a view to moving
towards co-commissioning. Further details on this proposal would be presented to the
Board at a future meeting.
Resolved – (1) That the report be noted.
(2) That the Board support the CCG’s proposal to request changes to the current
primary care commissioning arrangements.

14.

DATE AND TIME OF NEXT MEETING
Resolved – That the next meeting of the Health and Wellbeing Board be held at
12.30pm on Thursday 24 July 2014 in the WDH Boardroom, Merefield House, Whistler
Drive, Castleford.

M11746

