PROBITY COMMITTEE
TUESDAY 22 MARCH 2016
BOARDROOM, WHITE ROSE HOUSE
AT 2.30PM
AGENDA
No.

Agenda Item

Lead officer

1.

Apologies for Absence – Jo Webster, Pat Keane, Nichola
Esmond

Rhod Mitchell

2.

Declarations of Interest

Rhod Mitchell

3.

i) Minutes of the meeting held on 26 January 2016
ii) Action sheet from the meeting held on 26 January 2016

Rhod Mitchell

4.

Matters Arising

Rhod Mitchell

5.

Improvement in Prescribing Plan

6.

Probity Committee Self Assessment

Katherine Bryant

7.

Deliotte Conflicts of Interest Review

Katherine Bryant

8.

Co Commissioning Update

9.

Any Other Business

10.

Date and Time of Next Meeting

Lyndsay Clayton

Catherine Wormstone

Thursday 21 April 2016, 1.30pm, White Rose House
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Agenda item: 3i
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 26 January 2015
Present:

Rhod Mitchell (Chair)
Sandra Cheseldine
Sharon Fox
Stephen Hardy
Hany Lotfallah
Dr Greg Connor
Jo Pollard

Lay Member
Lay Member
Independent Nurse
Lay Member
Secondary Care Consultant
Executive Clinical Advisor
Chief of Service Delivery and
Quality
Chief Finance Officer

Andrew Pepper
In Attendance:

Nichola Esmond
Katherine Bryant
Gemma Reed
Cllr Pat Garbutt

Director – Healthwatch
Governance and Board Secretary
Minute Taker
Health and Wellbeing Board
Representative
Programme Manager
Research Fellow, University of
Manchester

Catherine Wormstone
Dr Imelda McDermott

15/66

Apologies
Apologies were received from Jo Webster, Pat Keane, Kathyrn Hilliam and Mark
Jenkins.

15/67

Welcome and Introductions
Rhod Mitchell welcomed everyone to the meeting.
Dr Imelda McDermott outlined the research being undertaken regarding the
development of primary care co commissioning which will be shared
anonymously with NHS England.

15/68

Declarations of Interest
No declarations were made.

15/69

Minutes from meeting held on 24 November 2015
The minutes from the meeting held on 24 November 2015 were agreed as an
accurate record.

15/70

Actions from meeting held on 24 November 2015
1

No actions were noted from previous meeting.
15/71

Matters Arising
There were no matters arising.

15/72

Use of Transition Fund - Equitable Funding Review
Catherine Wormstone updated members regarding the Equitable Funding
Review process, a ring fenced Transition Fund of £172,180 has been identified to
support four practices whose estimated budget for 2016/17 budget is likely to
be reduced by 5%-9%, to allow these practices a 12 month period to work
towards achieving a financially sustainable position.
Concerns were raised regarding the proposed payment plan of 100% being paid
over the financial year at quarterly milestones and where a practice fails to
achieve the milestones, up to 25% of the total sum may be reclaimed at the end
of the financial year. It was therefore agreed that up to 100% of the total sum
may be reclaimed at the end of the financial year. It was also agreed that
quarterly monitoring of progress towards achievement should take place
throughout the year and reported back to Probity Committee.
There is a need to maintain primary care offer, noting that finances will change
once the new contract is in place. Therefore the CCG need to facilitate how
practices will respond to change. There is a need to be more bespoke regarding
action plans required to support change process. Therefore practices are to
include their project outcomes of achieving the plan.
Concerns were also raised regarding the appeals process where it was agreed
that the LMC would not provide an independent review, however an alternative
appeals review process to be identified.
Nichola Esmond outlined that Healthwatch can offer a temperature check on
four practices affected.
Dr Connor confirmed that four practices were selected as they have a loss which
is greater than 5%, they are small practices and capacity to make change is
difficult.
All practices are to be encouraged to be accreditations for Young Persons,
Dementia Friendly etc.
It was RESOLVED that the Probity Committee:
(i) Approves the deployment of the Transition Fund which has been
identified to support practices during 2016/17 as part of the
implementation of the Wakefield Practice Premium Contract. Ensuring
there was monitoring of the progress during the year
(ii) Remove the LMC as part of the appeals process
(iii) Allow up to 100% of the fund to be reclaimed if practices make no effort
to implement
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15/73

NDF Q3 update
Dr Connor outlined the NDF provides funding of £5 per registered patient per
annum for two years paid in quarterly instalments - £3 for additional patient
care and £2 for achievement of other key performance indicators (KPIs). It was
noted that thirty eight practices have met or exceeded the KPI target for
additional clinical activity in Q3; one practice has missed the target for Q3 and so
failed to deliver its remediation plan.
Overall practices have provided 35,245 additional patient contacts in Q3 and the
total additional contacts provided by practices in the nine quarters of the NDF to
31 December 2015 are 244,814.
All 40 practices have achieved the other KPIs for Q3.
Nine practices delivered 90% to 100% of the contacts funded by the NDF (green)
including remediation plans where applicable. One practice, Ash Grove,
delivered 50% to 90%, and one practice, King Street, delivered less than 50% of
required contacts this quarter.
It was RESOLVED that the Probity Committee:
(i)

15/74

Approve the report of the NDF Scrutiny Panel including the proposals for
payments to practices.

Co Commissioning Update
Catherine Wormstone updated the members of key areas of interest, noting:
NHS England requested the CCG and practices submit bids as part of the Primary
Care Infrastructure Fund for estates and premises. Two of the schemes
submitted were partially successful.
As part of the primary care transformation fund, bids were to be submitted to
NHS England by the end of February. However the guidance to support this is
currently unavailable.
An interim estates strategy is now in place and the CCG has developed a local
estates forum which is chaired by Andrew Pepper.
It was noted that the CCG allocations against plan are complete or are on track,
however there is a need to secure an incident reporting system.
GP choice initiative has been reoffered to practices, only one practice expressed
an interest in this.
Internal Audit of co commissioning has taken place which provided significant
assurance. However there is risk regarding the resource available to support co
commissioning and steps are being taken to address this. It was noted that
contracting support is now in place.
3

A communication and engagement plan is now in place regarding the branch
closure at Netherton Medical Surgery. The CCG has support the practice in this
and has been discussed at the practice’s patient reference group. This
engagement will commence in February 2016.
It was noted that notice has now been served to Westgate Hostel.
As part of the vulnerable practice fund, five practices have been recommended
for consideration.

It was RESOLVED that the Probity Committee:
(i) Notes the verbal update provided.

15/76

Any Other Business
No other business discussed.
it was RESOLVED that:
(i)
representatives of the press and other members of the public be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on
which would be prejudicial to the public interest” (Section 1 (2)
Public Bodies (Admission to Meetings) Act 1970).

15/77

Date and Time of Next Meeting
Tuesday 22 March 2016, 2.30, White Rose House.
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Agenda item: 3ii
NHS Wakefield Clinical Commissioning Group
ACTION POINTS FROM PROBITY COMMITTEE
HELD ON 26 JANUARY 2016

Minute
No
15/72

Topic

Action required

Who

Use of Transition Fund –
Equitable Funding Review



Catherine
Wormstone





Ensuring regular monitoring of the progress
during the year
Allow up to 100% of fund to be reclaimed if
practices make no effort to implement
Link outcomes to financial achievement of
plan
Appeals process to be determined

1

Date for
completion
January 2016

Progress
Complete

Title of meeting:

Probity Committee

Date of Meeting:

22 March 2016

Paper Title:

Improvement in Prescribing Plan 2016/17

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
Assurance
paper is for):
Report Author and Job Title: Joanne Fitzpatrick, Head of Medicines Optimisation
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Information

Responsible Clinical Lead:

Chris Barraclough, Clinical Lead GP - Medicines Optimisation Team

Responsible Governing
Board Executive Lead:
Recommendation (s):

Jo Pollard, Chief of Service Delivery and Quality

It is recommended that the Group approve the Improvement in Prescribing Plan for 2016/17.
Executive Summary:
The ImPP provides an opportunity for practices to focus on quality and/or cost-effective indicators that are
important to delivering QIPP for Wakefield CCG. An incentive scheme of this type for prescribing has
successfully been in operation in Wakefield for over 10 years. The indicators within the scheme are based on
quality and/or cost and are a national and/or local prescribing priority for the QIPP Medicines Optimisation
Plan.
The outline for the ImPP scheme for 2016/17 has been updated slightly to include a medicines safety element in
the eligibility criteria to promote the reporting and learning from medicine related incidents. Aside from this it
remains largely unchanged from the previous year as there is evidence to demonstrate that the improvements
that were made to scheme before have increased the engagement with member practices and has
demonstrated marked improvement in the prescribing indicators in terms of cost-effectiveness and quality.
The 10 prescribing indicators have been reviewed and refreshed following consultation with member practices;
some indicators have been retired, some have remained, and new ones have been introduced to keep the ImPP
current and abreast of current national and local prescribing guidelines for quality and cost-effectiveness. Table
1 shows rationale behind each decision taken. Each practice will be required to achieve 6 out of 10 indicators to
generate an award, this is an increase from 5 last year to provide extra stretch and challenge to practices; and
there will be an initiative for practices within networks to work together to achieve a further award. Those
practices that look unlikely to achieve 6 indicators will be provided with extra intensive support and peer review
from the Medicines Optimisation Team and the Clinical Lead GP for Medicines Optimisation.
The cost of the scheme will again be top-sliced from the prescribing budget before it is divided between
practices, and hence is self-funding.
Indicator targets relate to national and local current prescribing levels.
The Medicines Optimisation Group has been involved in the development of the ImPP and recommend it to the
Probity Committee for approval.
Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care



A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

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



Not applicable

Not applicable

This item would present a conflict of interest for GPs and is therefore
presented to the Probity Committee. No conflicts of interest are identified
for members of the Probity Committee.
Medicines Optimisation Group

Reference document(s) /
enclosures:

ImPP 16/17

Risk Assessment:

Not on risk register

Finance/ resource implications:

Awards top sliced from prescribing budget, but provide a return on
investment through QIPP of an estimated £600k.

Improvement in
Prescribing Plan (ImPP)
2016/17

Version:
Approved by:
Date Approved:
Authors:
Date issued:

0.4
to be approved
to be approved
Joanne Fitzpatrick/ Dr Chris Barraclough
to be issued

General Practice Improvement in Prescribing Plan (ImPP) 2016/17
Introduction
The 2015/16 ImPP Scheme along with other Quality, Innovation, Productivity, and
Prevention (QIPP) indicators have significantly contributed to improving the quality in
certain areas of prescribing where safety concerns have been identified e.g. reducing overall
prescribing rates of antibacterials; and stepping down from high dose proton pump
inhibitors (PPIs). In addition to the quality areas, other indicators have brought about a
control of cost growth in those areas where more cost-effective products can be prescribed.
Prescribing is a key QIPP target locally and nationally. The ImPP indicators have been agreed
with the QIPP agenda in mind and offer real opportunities for maintaining or improving
quality and enhancing value for money.
The changes to the 15/16 scheme are:
 Introduction of a new eligibility criteria which promotes the sharing of and learning
from medicines-related incidents
 Prescribing indicators have been reviewed and refreshed to ensure that they are up
to date with current guidance.
Payment Structure
Payments will be made pro-rata for achievement of thresholds and on a weighted capitation
basis as per the table below:
Practice list size
0 – 4,999
5,000 – 9,999
10,000 – 14,999
15,000 – 19,999
20,000 – 25,000

£ per point
£75
£100
£125
£150
£175

Max payment
£7,500
£10,000
£12,500
£15,000
£17,500

The payment for achieving 10 out of 10 indicators will be: 10% of practice award
The payment for achieving cost growth equal to or less than 0% will be: 5% of practice
award
The payment for achieving underspend against budget will be: 10% of practice award
Payment for Local Clinical Network Achievement
In addition there is an award available for collective achievement of indicators across a Local
Clinical Network, i.e. if every practice achieves the same indicator; payable to each individual
practice to a maximum of 30p per registered patient, in accordance with the table below:
Number of SAME Indicators achieved
Less than 4
4
5
6
7
8
9
10

% of total award value
0%
40%
50%
60%
70%
80%
90%
100%

Rationale for Choice of Indicators
Indicators are chosen to support NHS Wakefield CCG practices to achieve prescribing targets
by encouraging quality, cost-effective and safe prescribing. The rationale for choice of these
indicators consists of the following:












Prescribing indicators for the National QIPP Key Therapeutic Topics 2016
NHS England/MHRA Patient Safety Alert: Improving Medication Error Incident
Reporting and Learning1
NHS England Quality Premium 2016/17
CQC safety ratings
NHSE Medicines Optimisation Dashboard and Right Care tool
Report of the National Audit Office on Prescribing Costs in Primary Care2
Medicines and Healthcare products Regulatory Agency (MHRA) safety alerts
NICE technology appraisal, quality standards, and clinical guidelines implementation
Local clinical pathways and medicines optimisation guidelines
Reducing medicines-related risks to patients
Local QIPP medicines optimisation initiatives

Monitoring
NHS Prescription Services ePACT data will be used on a monthly basis (non-cumulative) to
measure performance and each practice will be provided with a report on its performance
against the ImPP indicators, along with areas identified for cost savings. Figures based on the
quarter October to December 2015, excluding antibacterials and over the counter (OTC) hay
fever products, will be provided to practices at the launch of the ImPP for benchmarking
purposes.
Additionally each Local Clinical Network, through their Medicines Optimisation Technician,
will receive a quarterly update on their collective performance against indicators. This will
encourage peer review and support in order to gain achievement.
Prescribing data from Q4 2016/17 will be used for the measurement of achievement against
prescribing indicators for the purposes of the ImPP; this excludes the OTC hay fever and the
two antibacterial indicators which will be based on data from the full year 2016/17. Targets
will be set at the beginning of the year using national benchmarking as a guide, unless stated
otherwise.
Support
Medicines Optimisation pharmacists and technicians will continue to work with practices in
maximising cost effectiveness, quality, and patient safety in relation to medicines. Intensive
support will be provided to those practices identified with highest need. This support will be
in the form of providing recommendations and facilitating meetings in order to achieve ImPP
indicators; it will not routinely be the actual transactional work that practices will be
receiving an award for.
A technician is allocated to each Local Clinical Network to act as their point of contact for
support.
1

http://www.mhra.gov.uk/home/groups/comms-po/documents/news/con341183.pdf
Prescribing Costs in Primary Care, National Audit Office
http://www.nao.org.uk/publications/0607/prescribing_costs_in_primary_c.aspx
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Improvement in Prescribing Plan 2016/17
Outline
Practice meets the eligibility criteria described in point 1 below and works towards achieving
a basket of 10 indicators that provide the opportunity for improvement in quality and costeffectiveness. It is advised that the practice develops an internal plan for their own use for
improvement in those indicators where they are not achieving the specified target.
Payment will be dependent upon achievement of the eligibility criteria and the practice’s
position at the end of 2016/17 in relation to the targets set for each indicator.
1.

Eligibility criteria for payments from indicator achievement:
a.

The Prescribing Lead GP takes an active leadership role within the practice
and engage with members of the Medicines Optimisation team to undertake
work allocated in a timely manner

b.

Nominate a Medicines Safety Champion in the practice and submit their
details to lyndsey.clayton@wakefieldccg.nhs.uk by 30th June 2016.

c.

Report (using the recommended incident reporting system) at least 1
medicines-related incident per 1000 practice-registered patients during the
year 2016/17: individual targets will be shared with practice

d.

Practice can demonstrate it has actively engaged in the implementation and
utilisation of prescribing support software e.g. ScriptSwitch®:
Productivity will be monitored by the Medicines Optimisation team by the
number of items logged at prescriber level; this may indicate whether all or
specific prescribers in a practice are actively using ScriptSwitch®. Those
practices with a low items logged figure will be contacted by a member of
the Medicines Optimisation team to check for any problems with activation.
Similarly; the number of computer terminals active should correlate roughly
with the number of prescribers in the practice; practices with low numbers
of computers active will be contacted by Medicines Optimisation team.
Practices with prescribers purposely deactivated will not be eligible for entry
into the ImPP.

e.

Practice has been represented by a prescriber (preferably Prescribing Lead
GP) at all Prescribing Leads events in 2016/17. It is expected that any nonattendance will only be in exceptional circumstances and that the practice
will contact the Medicines Optimisation team to provide an update of the
content of the event at a practice meeting within 4 weeks of the event
taking place.

f.

Practice actively engages with the Medicines Optimisation Pharmacists and
Technicians so that they become part of the practice team e.g. invited to
attend practice meetings on a regular basis, plus meetings with the practice
manager and prescribing lead GP as and when appropriate.

g.

Attendance by the majority of prescribers in the practice at an annual
prescribing meeting with a member of the Medicines Optimisation Team at
the beginning of the financial year to review prescribing and set a future

plan to address any areas for improvement or innovation; plus further
meetings throughout the year as required.
2.

Prescribing Indicators
a. The 10 indicators are listed in Appendix 1.
b. Payment will begin at the threshold when 6 out of the 10 indicators are achieved
by a practice
c. An extra payment of 10% of the total award will be provided to those practices
that achieve 10 out of 10 indicators

3.

Prescribing Budget and Cost Growth
An extra payment of 10% of the total award will be provided to those practices that
underspend against their allocated prescribing budget.
An extra payment of 5% of the total award will be provided to those practices who
achieve a cost growth (Q4 16/17 vs Q4 15/16) of either: 0% or less or a reduction in
2 percentage points.

Notes
1. Prescribing budgets will be notionally adjusted in the context of the ImPP if there is a
5% increase or decrease in practice ASTRO-PUs between April 2016 and March 2017

Appendix 1: ImPP 10 Prescribing Indicators

Indicator (Quality, Cost)

Indicator 1:
Low Dose Proton Pump
Inhibitors* (PPIs) (Q,C)
*omeprazole 20mg; lansoprazole
15mg; pantoprazole 20mg;
rabeprazole 10mg; esomeprazole
20mg

Indicator 2:
Antacids & Alginates

Description

Average Daily Quantity per
ASTRO-PU
Target: Equal to or less than
800.34

Average Cost per ASTRO-PU
Target: Equal to or less than
£32.42

Points

CCG Average
Benchmark
position
(Oct-Dec 15)

15

926.15

15

£58.23

Comments/ Rationale

NICE guidance states that PPIs should be prescribed at lowest effective
dose. Many PPIs are prescribed at a higher dose for long periods without
proper, regular reviews leading to increased risk of adverse effects such as
hypomagnesaemia, osteoporosis and C. diff. Patients prescribed a
treatment dose of a PPI should be reviewed for step down to maintenance
dose and all patients taking PPIs should be reviewed regularly with an aim
to stopping them completely if problem has resolved. NB when stopping a
PPI be aware of rebound hyperacidity and prescribe a 2-4 weeks course of
alginate e.g. Peptac® to manage this.
There is no evidence to suggest that prescribing doses of PPIs above their
licensed maximum dose confers any extra therapeutic benefit, but risk of
adverse effects will be increased. PPI Patient Information Leaflets are
available from the Medicines Optimisation Team to support prescribers
when initiating PPIs or attempting to step down doses.
Peptac® is the recommended alginate in Wakefield CCG and it is widely
prescribed. However, there is still some prescribing of more expensive
products, accounting for over £300k of prescribing costs per year in
Wakefield.
Alginates such as Peptac® are recommended for stepping down or
stepping off PPIs for a short 2-4 weeks course to manage rebound
hyperacidity. These should be issued on acute prescription; or the patient
may be advised to buy these over the counter (OTC) for any rebound
symptoms that may arise.
Gaviscon Advance® for the use of laryngopharyngeal reflux (LPR) is
currently being assessed locally. Many areas advise that alginates may be
purchased OTC for this. However, less than 5% of patients in Wakefield
being prescribed Gaviscon Advance have a LPR read code.

Indicator

Description

Points

CCG Average
Benchmark
position
(Oct-Dec 15)

Comments/ Rationale

Indicator 3:
Number of
Antibacterial Items
Prescribed (Q)

Items per antibacterial
therapeutic STAR PU
Target: Less than or equal to
1.161

10

1.162

Wakefield is an outlier in the number of antibacterial items that are
prescribed compared to other CCGs locally and nationally. There are valid
concerns about increasing resistance to antibacterials and NHS England has
included this target as a Quality Premium for every CCG.
Practices should take the following action to reduce the volume of
antibacterial prescribing:
 Use of ‘Treat Your Infection’ and other patient information leaflets
which are available from RCGP TARGET website and are in a variety of
languages link here, can be a useful way of promoting self-care in
those patients who expect an antibiotic for a self-limiting viral illness
 Limit the number of antibacterial items prescribed through telephone
consultation
 Review patients on cyclical and non-cyclical prophylactic antibacterials
to ensure continuation is appropriate
 Perform monthly audits on acute antibiotic prescribing in the practice
to reflect whether an antibiotic was the most appropriate choice for
the management of the patient’s presenting condition
The antimicrobial formulary for primary care (www.swyapc.org ) is
recommended for use when deciding whether an antibiotic should be
prescribed or not; and the type recommended. Appropriate antibiotic
prescribing is recommended to reduce the development of antimicrobial
resistance and risk of C.difficile.

Indicator 4:
Cephalosporins,
quinolones, and coamoxiclav

Cephalosporins, quinolones
and co-amoxiclav items
prescribed as percentage of
all antibacterial items
Target: Less than or equal to
81.36

5

86.08

Appropriate antibiotic prescribing is recommended to reduce the
development of antimicrobial resistance and risk of C.diff. Refer to SWYAPC
Antimicrobial Guidelines www.swyapc.org for further information

Indicator

Description
Points

Indicator 5:
Dosulepin

Indicator 6:
Steroid/Long Acting
Beta Agonists (LABA)
combination inhalers
(Q,C)

Items per ASTRO-PU
Target: Less than or equal to
0.35

Cost effective steroid/LABA
combination inhalers* as a %
of all steroid/LABA
combination inhalers
Target: More than or equal to
60%

10

15

CCG Average
Benchmark
position
(Oct-Dec 15)

0.52

55%

*Cost effective Inhalers currently;
Flutiform®/Fostair®/DuoResp

Comments/ Rationale

Dosulepin is a drug which has safety concerns that highlighted by the MHRA
as long ago as 2007. NICE CG90 for depression in adults states: “Do not
switch to, or start, dosulepin because evidence supporting its tolerability
relative to other antidepressants is outweighed by the increased cardiac risk
and toxicity in overdose.”
It is recommended that dosulepin is not initiated in patients; and that existing
patients are reviewed with a view to a gradual withdrawal of treatment.
Supporting documentation will be issued during the year.
More cost-effective steroid/LABA combination inhalers are now available for
the management of asthma and COPD. Consider prescribing these devices in
asthma patients who are new to the steroid/LABA asthma management
treatment step; or for those patients who are have poor compliance with
their current steroid/LABA combination device. Ensure good counselling is
provided on the use of the inhaler and check that the patient uses the device
effectively before prescribing.

Spiromax®/Relvar Ellipta®

Indicator 7:
Number of items
prescribed from the
DROP list

Number of items of products
on the DROP-list prescribed
Target: Less than or equal to
4.50

5

5.34

The Drugs to Review for Optimised Prescribing list prepared by PrescQIPP is a
useful tool to use as a benchmark for those products that are less suitable for
prescribing.
The PrescQIPP DROP list has been amended locally; lists of DROP drugs will be
made available to individual practices for them to identify and prioritise their
own areas of work
http://www.prescqipp.info/droplist

Indicator

Description

Indicator 8:
DROP list- OTC hay
fever products
(including nasal
sprays)

Items per ASTRO-PU
Target: Equal to or less than
11.55

Indicator 9:
Emollients

Actual Cost per ASTRO-PU
Target: Equal to or less than
£130

Indicator 10:
Oral
phosphodiesterase
inhibitors

Cost per ASTRO-PU
Target: Equal to or less than
£54.11

Points

5

10

10

CCG Average
Benchmark
position
(Oct-Dec 15)

Comments/ Rationale

13.44

Wakefield is promoting self-care by encouraging patients to buy their own
products where they are widely available over the counter (OTC). From 2016,
this will include antihistamines for hay fever and other allergic conditions
where the products can be bought easily and cheaply OTC.
This will free up time currently being used prescription administration and
clinical checks and reduce waste of the medicines.

£133.25

The CCG has recently issued emollient guidelines for primary care; these
advise when it is appropriate to use an emollient and recommends the most
cost-effective products to use; ScriptSwitch will also prompt this.
http://skyline.wakefieldccg.nhs.uk/Interact/Pages/Content/Document.aspx?i
d=3151&SearchId

£53.65

Since the patent expired on Viagra and the subsequent price fall of generic
sildenafil, erectile dysfunction patients have been able to be prescribed the
generic product on the NHS, whether or not they fulfil SLS criteria. It should
be noted that this only applies to generic sildenafil. Any ‘non-SLS’ patient
unable to take generic sildenafil can only be issued with other ED products via
a private prescription.
SLS patients being prescribed more expensive ED products should be
reviewed with a view to switching to a more cost-effective product. Switching
tools and guidance will be available to practices.

Appendix 2
Practice Use of Improvement in Prescribing Plan (ImPP) Payments
The Department of Health produced guidance for Primary Care Organisations on ‘Strategies to
Achieve Cost-effective Prescribing’ (October 2010 Gateway reference 14802). This states “All
payments under a scheme should go into practice funds and not to individuals. The scheme rules
should specify that payments must be used for the benefit of patients, and, for audit purposes,
practices should keep written records of expenditure”
The Executive Approvals Group has applied increased scrutiny to the way in which the awards are
spent, in order to ensure that they are used for direct patient benefit, and that the items have not
already been funded by the CCG. To this end, practices may find that items that have been approved
in the past may no longer be allowed under the stricter criteria. In order to promote greater
transparency, any claims will be assessed by a panel to assess suitability for reimbursement.
Before committing to large amounts of expenditure, it is advised that practices contact the MOT
for advice on whether this request will be approved under the terms of the scheme.
The ImPP shall be such that a payment shall be made to a practice only on condition that is to be
applied:
a) For the benefit of patients of the practice;
b) Having regard to the need to ensure value for money;
c) For any one or more of the purposes specified in Part I (see below) and not for any of the
purposes specified in Part II (see below); and
d) Within one year of the end of the financial year in respect of which the ImPP payment was
due.
Patient engagement on the planning of how to spend the award is strongly encouraged; some
practices have discussed the ImPP award with their Patient Participation Group to find out what
would make the patient experience better in the practice, and put a claim through as a result of this.
Part I Authorised purposes of ImPP payments:

1. The purchase of material or equipment from a pre-approved list which will be agreed by the
WCCG and which will directly benefit the patient by provision of services closer to home rather
than an outpatient setting including diagnostic equipment, ambulatory blood pressure monitors,
ECG machines, blood testing equipment, sterilisers, nebulisers, foetal heart detectors,
cryothermic probes and defibrillators – excluding recurrent costs, such as staff costs, but
allowing costs of training for the use of new approved equipment.

2. Where the scheme will deliver financial savings, such as sessional payment to eg dieticians
Practice commissioned medicines optimisation support.

3. The purchase of material or equipment which will benefit the safe and efficient operation of the
Practice including telephone and mobile equipment, switchboard headphones, laptops or
mobile tablet devices, patient information display systems, notice boards, patient booking
systems, electronic or bar coded dispensing systems. All IT and electronic systems will be
required to meet Department of Health and, if applicable, Wakefield CCG specifications.

4. The purchase of material or equipment relating to training and health education including
television, DVDs, leaflets and posters and payment for advice on how best to disseminate health
education advice to patients.

5. The purchase of material or equipment to improve medicines adherence and to reduce
prescription waste including patient decision aids, food fortification guide and other relevant
leaflets and posters.

6. The purchase of training directly related to medicines optimisation and backfill for practice staff
e.g. CPD for practice nurses, reception staff, prescribing clerks etc. NB not mandatory training

Part II Purposes on which ImPP payments may NOT be spent include:

1. The purchase of services or equipment which are unconnected with health care or which are
expected to be covered already by GMS/PMS contracts.

2. To reduce a Practices’ contribution to the employment costs of existing Practice staff.
3. The purchase of land or premises.
4. To pay off pre-existing loans taken out by members of the Practice
5. The purchase of drugs, medicines or appliances or other items which have been funded by other
NHS sources.

6. The purchase of hospital services.
7. The improvement of facilities which are intended solely for the benefit of Practice staff.
8. Any item that increases the capital value of the Practice premises
9. Items that improve the quality of the patient experience in the Practice. This includes the
purchase of material or equipment which will enhance the comfort or convenience of patients of
the Practice, including: furniture, furnishings, security features, heating/air conditioning, vending
machines or minor improvements to Practice premises, such as: new carpet, waiting room chairs
or examination couch (including the improvement of the Practice environment by decorating,
cleaning or other maintenance tasks). These should be regarded as Practice expenses and do not
support the delivery of the commissioning objectives of Wakefield CCG (unless the improvement
was linked to a new service in the Practice which met the Wakefield CCG priorities)

10. Consumables that practices would use in the normal course of business, e.g. office consumables,
ink cartridges, disposable instruments, cleaning materials and replaceable parts of medical
equipment
How to Make a Claim:
Those practices that have achieved an award will be informed by letter of the amount they have
achieved

Practices are encouraged to make claims throughout the financial year. Processing of the claims
may be delayed if they are all submitted just before the end of March deadline.
Practices should submit an invoice to the Medicines Optimisation Team accompanied by the
following:



Details of how their purchased item fits the criteria above and will directly benefit patients
Proof of payment

Appropriate requests which fulfil the necessary criteria will be processed and paid to the practice.

Payments for the 2016/17 ImPP must be spent by 31 March 2018

Appendix 3
ScriptSwitch®

ScriptSwitch® is a real time prescribing support tool allowing locally authored advice to be presented
to clinicians at the point of prescribing through prompts on the clinical information system. With the
potential to support both national guidance and local initiatives, ScriptSwitch® can be used to
promote cost-effective, consistent, and quality prescribing patterns. Using a simple one screen
interface, requiring only a single click to continue, ScriptSwitch® will enable the Medicines
Optimisation team to provide straight forward non-invasive messages to support prescribers.
It is important that all prescribers are activated to receive ScriptSwitch® so as to receive the benefits
described above.
The centralised reporting system can indicate the number of items logged on the ScriptSwitch®
system by practice; it also informs how many of these items generated a message. If the number of
items logged is low, this may indicate that not all prescribers within the practice are activated to
receive ScriptSwitch® and this will be used as part of the eligibility criteria for the ImPP.
Although the system will give advice, it does not diminish clinical choice as prescribers can choose to
prescribe against the advice given if they feel that it is clinically appropriate to do so. Each time a
prescriber accepts or rejects advice given the system records it, and a monthly report will indicate
the proportion of switches accepted or rejected and calculate the actual savings that the practice
has made by accepting a suggested switch.
The Medicines Optimisation team are responsible for the building and maintenance of the
prescribing profile. Prescribers are requested to contact the Medicines Optimisation team if there
are any messages that are causing concern.

Version

Date

Author

Status

Comment

0.1

January 2016

Joanne Fitzpatrick

Draft

First draft of indicators for
consultation to GP practices

0.2

March 2016

Joanne Fitzpatrick

Draft

Amendments made to indicators
following comments from GP
Practices. Update to what practices
can spend ImPP money on

0.3

March 2016

Joanne Fitzpatrick

Draft

Amendments following Medicines
Optimisation Group

0.4

March 2016

Joanne Fitzpatrick

Draft

Weightings amended

Title of meeting:

Probity Committee

Date of Meeting:

22 March 2016

Paper Title:

Probity Committee Annual Self-Assessment

Agenda
Item:
Public/Private Section:

Public
Private
N/A

6

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

Purpose (this

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

Not Applicable

Responsible Governing
Board Executive Lead:
Recommendation (s):
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Information

It is recommended that members of the Probity Committee:
a)
Note the outcome of the annual committee self-assessment questionnaire;
b)
Consider which actions are required in response to the results.
Executive Summary:
Members of the committee were asked to complete a committee self-assessment form to consider the
effectiveness of the Probity Committee. This is an annual process undertaken by all CCG committees to ensure
that they are operating effectively.
The attached paper details the results from this process. There will be an opportunity for members of the
committee to consider the results of the survey and agree any necessary follow-up actions. Initial analysis
suggests the following areas require additional focus over the coming months:
Areas for improvement
Clarity about the objectives the
committee wants to achieve and
the regular cycle of business.
Reporting to the committee,
including:
a) quality of committee papers
received,
b) level of information received,
c) key sources of assurance to
the committee,
d) balance of agenda items;
focusing on quality, data,
performance and finances.

Link to overarching principles
from the strategic plan:

Comment / suggested response
Committee work plan which outlines the
objectives for the committee will be circulated
to members of the committee on a quarterly
basis.
Consider further (during meeting on 22 March
2016) the reporting received by the
committee.

Lead
Gemma
Reed

Deadline
April 2016

Rhod
Mitchell

March
2016

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

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

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

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

None identified.

Finance/ resource implications:

None identified.

Not applicable

None identified.
Chair of the Committee

Not applicable



Summary of Probity Committee Effectiveness Checklist: March 2016
Theme 1 – Committee Focus
1
2
3
4
5

The committee has set itself a series of objectives it wants to achieve this year.
The committee has made a conscious decision about how it wants to operate in terms of the
level of information it would like to receive for each of the items on its cycle of business.
Committee members contribute regularly across the range of issues discussed.
The committee is fully aware of the key sources of assurance and who provides them in
support of the controls mitigating the key risks to the organisation.
Equal prominence is given to both quality and financial assurance.

Theme 1
4.5
4
3.5
3

Strongly Agree
Agree

2.5

Disagree

2

Strongly Disagree

1.5

Unable to answer

1
0.5
0
Question 1

Question 2

Question 3

Question 4

Question 5

Theme 2 – Committee Team Working
1
2
3

4

5
6
7
8
9

The committee has the right balance of (or reasonable access to) experience, knowledge
and skills to fulfil its role
The committee has structured its agenda to cover, quality, data, quality, performance
targets and financial control.
The committee ensures that the relevant executive director/manager attends meetings to
enable it to secure the level of understanding of the reports and information it recieves (i.e.
the right executive lead is there to discuss risk and internal matters in their area of
responsibility rather than the committee having to rely on the CFO to act as conduit to the
executive team).
Management fully beliefs the committee via the assurance framework in relation to key
risks and assurances received and any gaps in control/assurance in a timely fashion thereby
eradicating the potential for 'surprises'.
Other committees provide timely and clear information in support of the committee thereby
eradicating the potential for 'surprises'.
I feel sufficiently comfortable within the committee environment to be able to express my
views, doubts and opinions.
I understand the messages being given by the organisation's assurance advisors (External
audit/internal and audit/counter fraud specialists).
Members hold their assurance providers to account for late or missing assurances.
When a decision has been made or action agreed I feel confident that it will be implemented
as agreed and in line with the timescale set down.

Theme 2
3.5
3
2.5
2
1.5
1
0.5
0

Strongly Agree
Agree
Disagree
Strongly Disagree
Unable to answer

Theme 3 – Committee Effectiveness
1
2
3
4
5
6
7

The quality of committee papers received allows me to preform my role effectively
Members provide real and genuine challenge - they do not just seek clarification and/or
reassurance
Debate is allowed to flow and conclusions reached without being cut short or stifled due to
time constraints etc
Each agenda item is 'closed off' appropriately so that I am clear what the conclusion is; who
is doing what worked well, not so etc
Debate is allowed to flow and conclusions reached without being cut short or stifled due to
time constraints etc
The committee provides a timely and clear well written summary report of its meetings to
the Governing Body
The governing body challenges and understands the reporting from this committee.

Theme 3
3.5
3
2.5
Strongly Agree
2

Agree

1.5

Disagree
Strongly Disagree

1

Unable to answer
0.5
0
Question Question Question Question Question Question Question
1
2
3
4
5
6
7

Theme 4 – Committee Engagement
1
2
3

The committee actively challenges during the year to gain a clear understanding of their
findings
The committee is clear about the complementary relationship it has with other governing
body committees
I can provide two examples of where we as a committee have focused on improvements to
the system of internal control as a result of assurance gaps identified.

Theme 4
3.5
3
2.5
Strongly Agree
2

Agree
Disagree

1.5

Strongly Disagree
1

Unable to answer

0.5
0
Question 1

Question 2

Question 3

Theme 5 – Committee Leadership
1
2
3
4
5

The committee chair has a positive impact on the performance of the committee
Committee meetings are chaired effectively and with clarity of purpose and outcome
The committee chair is visible within the organisation and is considered approachable
The committee chair allows debate to flow freely and does not asset his/her own views too
strongly
The committee chair provides clear and concise information to the governing body on the
activities of the committee and the implications of all identified gaps in assurance/control

Theme 5
3.5
3
2.5
Strongly Agree
2

Agree
Disagree

1.5

Strongly Disagree
1

Unable to answer

0.5
0
Question 1

Question 2

Question 3

Question 4

Question 5
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Information

Gemma Reed, Senior Governance Officer
Katherine Bryant, Governance and Board Secretary
Not applicable
Andrew Pepper, Chief Finance Officer

It is recommended that the Probity Committee:
a)
Note the report prepared by Deloitte.
b)
Note the action plan prepared to address recommendations made by Deloitte.
Executive Summary:
The CCG were selected and agreed to participate in an audit undertaken by Deloitte (as NHS England’s internal
auditors) about conflicts of interest management.
The audit included a desktop review of documents and interviews with individuals involved in the CCG’s
management of conflicts of interest plus a number of external stakeholders.
A Conflicts of Interest Management action plan has been developed following the audit undertaken by Deloitte
on behalf of NHS England to ensure the CCG complies with the NHS England ‘Managing Conflicts of Interest:
Statutory Guidance for CCGs’ issued in December 2014.
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:
Management of Conflicts of
Interest:

Not applicable

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

Chief Officer – Jo Webster
Andrew Pepper – Chief Finance Officer
Sandra Cheseldine – Lay Member

Previously presented at
committee / governing body:

Audit Committee – February 2016

Reference document(s) /
enclosures:

Deliotte Audit – Appendix 1
Conflicts of Interest Action Plan – Appendix 2

Risk Assessment:

None identified

Finance/ resource implications:

None identified

Not applicable

Deloitte External Audit Report and Action Plan
Deloitte External Audit Report - Primary Care Co Commissioning – Conflicts of Interest Management
Primary care co-commissioning arrangements are likely to increase the number of real and perceived conflicts of
interest for CCGs and their governing body members, particularly under delegated arrangements. For example,
CCG primary care commissioning committees that approve the commissioning of GP services are made up of GP
members who may have an involvement with a potential provider for those services. The NHS England ‘Managing
Conflicts of Interest: Statutory Guidance (statutory guidance) for CCGs’ issued in December 2014 states ‘A conflict
of interest occurs where an individual’s ability to exercise judgement, or act in a role, is or could be impaired or
otherwise influenced by his or her involvement in another role or relationship’.
The statutory guidance reinforces the obligation to comply with Section 14O of the National Health Service Act
2006, which sets out the minimum requirements in terms of what CCGs must do in terms of managing conflicts of
interest, including the need to:
 Maintain appropriate registers of interests.
 Publish or make arrangements for the public to access those registers.
 Make arrangements requiring the prompt declaration of interests by members and employees and
ensure that these interests are entered into the relevant register.
 Make arrangements for managing conflicts and potential conflicts of interest e.g. developing appropriate
policies and procedures.
 Have regard to guidance published by NHS England and Monitor on conflicts of interest.
The audit aimed to identify and share good practice and learning in conflicts of interest management providing
an opportunity for an external review of the CCG’s systems and processes for managing conflicts of interest.
The audit included a desktop review of documents and interviews with individuals involved in the CCG’s
management of conflicts of interest plus a number of external stakeholders.
A copy of the Deloitte audit is available at Appendix 1. Deloitte have recommended the CCG take forward a
number of actions, including:







A review of the conflicts of interest policy to ensure clarity about what processes should be followed
when a breach or non compliance with the policy is detected;
Register of Interests to be developed for all employees including nil returns;
Ensure minutes of meetings reflect any conflict of interest declared, documenting nature of conflict and
how it was agreed by the chair this would be managed within the meeting;
Training to be provided for Governing Body, Committee Members and all employees;
Review management of conflicts of interest during procurement processes;
Procedure to be developed to capture lessons learned from managing conflicts of interest.

It should be noted that informal feedback from Deloitte recognised NHS Wakefield CCG benchmark higher than
other CCGs who took part in the audit.
Conflicts of Interest Management – Action Plan
Following the Deloitte audit, a number of recommendations were made and an action plan has been developed
to ensure the CCG complies with the NHS England ‘Managing Conflicts of Interest: Statutory Guidance for CCGs’
issued in December 2014.
The action plan was approved at the February Audit Committee and is available at Appendix 2.
Recommendation:

It is recommended that the Probity Committee:
a)
Note the report prepared by Deloitte.
b)
Note the action plan prepared to address recommendations made by Deloitte.

NHS Wakefield CCG: Action Plan to address issues highlighted by Deloitte Review
Area

Ref

Action

Lead

Policy Review

1.1

Review of Conflicts of Interest Policy to take place

Gemma Reed

1.2

Agree mechanism to detect breaches / non compliance with policy

April 2016

1.3

Agree process to follow once breach / non compliance detected including
review and action taken. This will include clarity about what processes

Gemma Reed /
Katherine
Bryant
Gemma Reed /
Katherine
Bryant
Gemma Reed /
Katherine
Bryant
Gemma Reed

April 2016

Katherine
Bryant /
Gemma Reed
Gemma Reed /
Katherine
Bryant
Gemma Reed

April 2016

Gemma Reed

April 2016

Gemma Reed

April 2016

Gemma Reed /
Katherine

April 2016

should be followed by the CCG with regards to managing any commissioning
decisions that may have been impacted by non-compliance with the Policy.

1.5

Outline process for declaring, monitoring and managing interest when
discussing contract performance

1.6

Include examples of where conflicts may arise and steps taken to manage
these
Process to be developed for managing conflicts for decision flows within
CCG to manage any conflicts

1.7

Register of
Interests

1.8

Outline arrangements to manage any conflicts within GP Federations

2.1

Process to be developed to include employee quarterly return and update
to Audit Committee
Update website to confirm network members and employees register
available upon request
Register of interests to be developed for all employees including nil returns

2.2
2.3
2.4

Register of interests to include joint committees and sub committees of
the Governing Body i.e. Connecting Care Executive and Vanguard

Completion
Date
April 2016

April 2016

April 2016

April 2016

April 2016

Current
Status

Minutes, Meetings
and Reports

Governance Group.
Ensure minutes reflect conflicts of interest declared; documenting nature
of conflict of interest and how it was agreed by the Chair this would be
managed within the meeting.
Process to be developed to ensure any interests declared are included on
register of interests where appropriate
Cover sheet to include management of conflicts of interest

Bryant
Gemma Reed

February 2016

Gemma Reed

March 2016

Gemma Reed

January 2016

Gemma Reed

March 2016

4.1

Review format and content of conflicts of interest reports to Audit
Committee to include further assurance
Training to be provided to Governing Body and Committee members

June 2016

4.2

Training to be provided for all employees

4.3

Pat Keane/
Katherine
Bryant
Katherine
Bryant /
Gemma Reed
Gemma Reed

Strengthen support for Chair’s to ensure conflicts of interest managed
effectively during meetings including the development of a Chair’s checklist
Further Internal Audit of conflicts of interest to take place
Katherine
Bryant
Develop procurement register
Katherine
Bryant /
Lorraine
Chapman
Publish procurement register on CCG website
Lorraine
Chapman /
Katherine
Bryant
Review management of conflicts of interest during procurement processes Lorraine
Chapman/
Katherine
Bryant /
Gemma Reed

3.1

3.2
3.3
3.4
Training

4.4
Procurement

5.1

5.2

5.3

Complete

April 2016

April 2016
February 2016
October 2016
January 2016

February 2016

April 2016

Complete

Learning

6.1

Procedure to be developed to capture lessons learned from managing
conflicts of interest and reported to Audit Committee

Prepared by Gemma Reed and Katherine Bryant
January 2016

Gemma Reed

April 2016
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Pat Keane, Director of Strategy and Organisational Development

It is recommended that the Probity Committee notes the content of the attached report which sets out an
update on the Co-Commissioning of Primary Care.
Executive Summary:
This paper summarises work undertaken as part of delegated responsibility for the commissioning of primary
medical care services in the following key areas:
1. Annual national primary care contracting agreement concluded
2. Implementation of the Wakefield Practice Premium Contract and Equitable Funding Review
3. NHS England Self Certification and new process of quarterly reporting
4. Safe Haven Contract Review
5. Vulnerable Practice Fund
6. Request for consideration of a branch closure (Netherton Surgery) by Orchard Croft Medical Centre
7. Contract documentation
8. Estates and Primary Care Transformation Fund

Link to overarching principles
from the strategic plan:

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

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

Not applicable

Assurance departments/

Not applicable

Not applicable

Not applicable





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

Not applicable

Reference document(s) /
enclosures:

https://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2016/02/ros-roughton-lettr-regnl-colleags.pdf

Risk Assessment:

Not applicable

Finance/ resource implications:

Further detailed guidance is expected which will allow for a detailed analysis
of the CCG’s delegated budget for Co-Commissioning of Primary Care. The
additional funding required as part of the national contract agreement will,
in the main, be covered by the growth received in the CCGs allocation.

Co-Commissioning Update for Probity Committee – March 2016

1. Purpose
The purpose of this report is to:
a) Update Probity Committee on progress with Co-Commissioning Issues
2. National Contracting Agreement
The letter at Appendix 1 sets out the outcome of the contract negotiations between the General
Practitioners Committee (BMA) and NHS Employers (on behalf of NHS England). This contract negotiation
takes place each year and applies directly to GMS contracts. The same agreement is also applied locally to
PMS contracts.
The key points to note are:
a) Significant additional investment to cover a pay uplift of 1% and increased business expenses (e.g. CQC
registration)
b) Increase in the Item of Service payment for vaccination and immunisation to £9.80 – this will not impact
financially on the CCG as these services are commissioned by NHS England.
c) A freeze on QOF points but a change to the value of a QOF point to reflect increasing list sizes and
registered population,
d) An end to the Dementia Directed Enhanced Service (DES) at 31 March 2016 and the money to be added
back to core contract values
e) A change to the Avoiding Unplanned Admissions DES to amend the timeframe for care plan reviews
f) A number of changes to Patient Online Services
Further guidance is expected, particularly around the application of the uplift and the value of the Dementia
DES to be added back to the core sum. Finance colleagues are working through the estimated implications
of the changes within the delegated Co-Commissioning budget.
3. Wakefield Practice Premium Contract (WPPC)
a) Transition Fund 2016/17
The four practices have received the template to access the one year £172k Transition Fund which was
top sliced and set aside from the PMS premium. These were the practices that were estimated to lose
between 5-9% of their contract sum as a result of the Equitable Funding Review. Practices are working
on completion of these templates, with support from the CCG and with a view to implementing plans to
become more sustainable from 1st April 16.
The draft template brought to Probity Committee in January was subsequently amended to reflect the
required changes (ability to claw back up to 100% of funding, closer quarterly monitoring and a financial
link to delivery of the plan)
b) Implementation Workshops
Two implementation workshops were held for practices towards the end of January. The workshops
were held on the 26 January 16 (West of the patch) and 2 February 16 (East of the patch) and were very
1

well attended with representation from 39 out of 40 practices. The workshops were run by the CCG and
led by Dr Greg Connor alongside Dr Lyn Hall from the LMC and Alison Sugarman as Practice Manager
Governing Body representative. The evaluation of the events was very positive. The content explained
the detail of what would be required from practices to enable them to meet the requirements of the
WPPC.
c) Access Workshops
Two further workshops have been arranged in May 2016 to focus very closely on the access domain of
the WPPC. They will have a particular focus on helping practices to find and release additional capacity
within their practices, how to completed the capacity and demand audit and the issue of a template
access policy setting out the 4 hour triage offer, the 48 hour routine access requirements and the
prescription turnaround. Workshops will be funded by the WPPC Transition Fund (approved at January
Probity Committee)
d) Implementation Resources
A number of resources to support the implementation of the WPPC contract have been made available
to practices and have been published on Skyline. These include the contract specification, an FAQ
document, letters and templates. The team is now working on finalising an implementation pack which
will set out read codes, templates and best practice. An interim solution has been created for the
reporting of interface incidents and significant events in advance of a final tailored solution from Datix.
e) “Youth Approved” Accreditation by the Wakefield Youth Association
Negotiation has concluded with the Youth Association to provide the “Youth Approved” accreditation to
the remaining practices in Wakefield. This was a joint approach together with Senior Commissioning
Manager (Maternity & Children) and will be part funded by an engagement budget and the transition
fund. It is estimated that this work will take approximately six months to complete.
f) Weighting, phasing and penalties
A set of principles and an approach to the weighting, phasing and claw back of payment for the WPPC
has been drafted and discussed with the LMC. The final detail of this methodology is being reviewed by
the WPPC Task and Finish Group but with particular emphasis of finance and contracting colleagues.
4. NHS England Self-Assessment & Quarterly Reporting
NHS England has implemented a system of self-certification for progress with the delegated tasks for CoCommissioning. This will sit alongside a new draft quarterly reporting template which will be implemented
to report against a number of key criteria (see Appendix 2). At the last quarter, NHS Wakefield CCG reported
the self-assessment position as “good” (see Appendix 3). Once complete, both reports will be presented to
future Probity Committee meetings.
5. Safe Haven Contract Review
A contract monitoring meeting has taken place for the Safe Haven (Violent Patients) contract. The meeting
was held on 7 March 2016 and was attended by the CCG, the provider (Lupset Health Centre) and NHS
England (who retain a role as part of the appeals and complaints process). NHS England reported that the
service benchmarks positively for:
a) Numbers of patients on the scheme (22)
b) The relative cost of the service and value for money
c) The numbers of patients returned to mainstream General Practice
d) Service outcomes
A number of refinements and updates have been made to the service specification for this service (based on
a national specification) and will be implemented as a contract variation for a further 12 month period to
2

cover 2016/17. One patient on the scheme remains particularly challenging and discussions regarding this
individual have been escalated to ensure a joined up approach from the three organisations involved.
6. Vulnerable Practice Fund
5 local practices were nominated as potential recipients of a national ‘Vulnerable Practice Fund’. Practices
were initially identified by NHS England and then prioritised by the CCG, in partnership with the LMC. NHS
England is working with CCGs to identify what sort of support practices might benefit from and whether the
match funding can be provided by practices.
7. Orchard Croft Branch Closure Request for Netherton Surgery
Orchard Croft has commenced a patient engagement exercise prior to consideration of a request for the
branch closure of Netherton Surgery. The practice is working to an engagement plan which was drafted with
support from the CCG and approved by the practice’s Patient Reference Group.
Representatives from Orchard Croft Medical Centre recently attended Overview and Scrutiny Committee
where they were requested to extend their engagement period by a further two weeks. This would be to
allow for further engagement with Sitlington Parish Council and to give patients additional time to give
feedback on the proposals.
8. Contract Documentation
Preparations are under way to re-issue revised PMS contracts imminently. This is being done with a view to
bringing the documentation up to date for national contract changes and to ensure that local changes (such
as partnership changes) are included. This is also part of the process of changing contract funding as a result
of the Equitable Funding Review.
The Wakefield Practice Premium Contract (WPPC) will be contracted via an NHS Standard Contract. To date,
the national template for the 2016/17 NHS Standard Contract has not yet been issued. Following legal
advice, a letter of agreement will be issued to practices to indicate their acceptance of the terms of the
WPPC.
All seven GMS practices have recently been re-issued with up to date contracts by NHS England. This
collective work will ensure that all local PMS, GMS and WPPC contracts are accurate, signed and up to date
from 1st April 2016.
9. Estates & Primary Care Transformation Fund
a) Local Estates Forum
Work is underway to implement the NHS Wakefield CCG Interim Local Estates Strategy which was agreed by
Integrated Governance Committee in advance of the 31 December 2015 deadline.
As part of the implementation of this strategy, a Local Estates Forum has been established and the first
meeting of this Group was held on 23 February 2016. The Group was chaired by Andrew Pepper and was
well received and well attended. The Local Estates Forum will bring together local stakeholders, including
 NHS Property Services
 Local Authority colleagues - development, planning and public health representatives
 Primary Care
3





SWYT
NHS England
CCG – Primary Care, Strategy, Connecting Care and Digital Roadmap

Terms of reference have been drafted and agreed. It was mutually beneficial to have a forum to discuss live
examples of major developments (City Fields and Castleford) and look at ensuring a joined up approach to
the planning of services in these areas and ensuring provision of appropriate for primary care services to
meet the requirements of the growing local population. It also provides the opportunity to have input into
potential transformation bids from practices prior to submission to Probity Committee.
b) Primary Care Transformation Fund (PCTF)
Guidance for the criteria and process for the PCTF was initially due in December 15 and then was
subsequently delayed until February 16. Unfortunately this has not yet been published. Early indications
suggested that bids would need to be co-ordinated and prioritised by the CCG for submission by the end of
April 2016 however that may also be deferred (or practices will have a shorter time in which to submit bids).
Once the process has been confirmed and bids submitted, these will be presented to Probity Committee.
c) 6 Facet Survey and Utilisation Studies
NHS Property Services are working with the CCG and with practices to refresh the 6 Facet Survey. This
survey assesses buildings for physical condition, statutory requirements, utilisation, functionality, quality and
patient environment. This will provide contribute to providing current and accurate information on which to
base decisions about future investment and prioritisation. It should also help to direct optimum usage of
estate and reduction of void costs.
10. Recommendations and next steps
It is recommended that Probity Committee notes the update on Co-Commissioning.

C Wormstone
16 March 2016
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Gateway Reference 04839
To: Directors of Commissioning
Regional Heads of Primary Care and
Heads of Primary Care
Accountable Officers (CCGs with full
delegated authority)

Medical Directorate
Quarry House
Quarry Hill
Leeds
LS2 7UE

19th February 2016

Dear Colleague,
Outcome of 2016/17 GMS Contract Negotiations
This letter confirms the outcome of the contract negotiations between NHS
Employers (on behalf of NHS England) and the BMA’s General Practitioners
Committee (GPC) on amendments that will apply to GMS contractual arrangements
in England from 1 April 2016.
An agreement has been reached with GPC on changes to the GMS contract for
2016/17 which delivers on the public commitments made as part of the Five Year
Forward View to make significant investment in primary care, building on last year’s
extensive changes. The agreement has been approved across Government. We
know that locally you will want to consider how the contract will aid you in your joint
endeavour to improve primary care services, for practitioners and patients alike.
We are working with others across the health service to tackle the issues that GP
practices are telling us are causing them concern, and will soon announce more
details on a range of initiatives to support GPs in delivering a high-quality service for
patients.
As last year, we will now work with NHS Employers and GPC to develop more
detailed guidance on all of the agreed changes which are provided in the attached
annex.
The NHS Employers website provides details of the agreement and we will be
updating this and NHS England’s dedicated GP contracts page with details of the
implementation guidance, links to supporting legislation and standard contract
documentation in time for these new arrangements to take effect from 1 April 2016.
Given the timing of this announcement we will however be implementing the
changes to the Regulations by July 2016.
I would be grateful if you can ensure that this letter is shared with all relevant people

Health and high quality care for all, now and for future generations

OFFICIAL

within your teams.
Yours sincerely

Rosamond Roughton
Director of NHS Commissioning
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Annex
Key Changes to GMS Contract for 2016/17
1. Contract Uplift and Expenses
We have agreed an investment of £220 million in the contract for 2016/17.
This investment is to uplift the contract and to take into account increasing
expenses, covering:





a pay uplift of 1 percent
an increase in the item of service fee for vaccinations and
immunisations to £9.80
changes in the value of a QOF point as a result of a Contractor
Population Index (CPI) adjustment,
funding to cover increased business expenses (including additional
Care Quality Commission costs)

2. Quality and Outcomes Framework (QOF)
There will be no change to the number of QOF points available or the clinical
or public health domains, as well as no changes to QOF thresholds. However,
CPI will be adjusted to reflect the changes in list size and growth in the overall
registered population for one year from 1 January 2015 to 1 January 2016
3. Enhanced Services
We have agreed to end the directed enhanced service on dementia at 31
March 2016. It is felt that clinical guidelines and current QOF indicators for
dementia are sufficient to ensure appropriate care for patients. The £42
million funding for this service will be transferred into global sum, with no out
of hours deduction applied.
The Avoiding Unplanned Admissions Directed Enhanced Service (DES) will
continue for a further year with minor changes to clarify the timeframe for care
plan reviews.
All other enhanced services will continue unchanged for a further year.
4. Vaccinations and Immunisations
All programmes are to continue in 2016/17 with the exception of changes to
meningococcal B, meningococcal C and meningococcal ACWY. These
changes are as follows:






For meningococcal B, we have agreed to withdraw the catch-up
element of the programme which comes to an end from April 2016, as
well as to withdraw the delivery of paracetamol as this will no longer be
centrally supplied.
We have agreed to implement the JCVI (Joint Committee of
Vaccination and Immunisations) recommendation to remove the infant
dose of MenC from the Childhood Immunisation Programme from April
2016.
We have agreed to extend the MenACWY 18 years programme to
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allow opportunistic vaccination of 19-25 year olds.
5. Patient Online Services
 Electronic prescriptions:
GP practices will be encouraged to transmit prescriptions electronically
using EPS Release 2, unless the patient asks for a paper prescription
or the necessary legislative or technical enablers are not in place. We
have agreed to aim for at least 80 percent of repeat prescriptions to be
transmitted electronically by 31 March 2017.


Electronic referrals:
GP practices will be encouraged to make referrals electronically using
the NHS e-Referral Service. We have agreed to aim for at least 80
percent of elective referrals to be made electronically by 31 March
2017.



Summary Care Record:
NHS England and GPC will jointly consider ways in which GP practices
can be resourced to offer patients the opportunity to add additional
information to their summary care record (SCR). Separately, the GMS
regulations will be amended to say SCR will be enabled on an
‘ongoing’ rather than ‘daily’ basis.



GP2GP:
GP2GP compliant practices will continue to utilise the GP2GP facility
for the transfer of all patient records between practices, when a patient
registers or de-registers (not for temporary registration). The GMS
regulations will be amended so that GP practices are no longer
required to seek permission from NHS England not to print out the
electronic record where patient records successfully transfer to a new
practice using GP2GP.



Access to online services:
NHS Employers and GPC have agreed to aim for at least 10% of
registered patients to be using one or more online services by 31
March 2017.



Apps for patients to access services
GP practices will receive guidance on signposting the availability of
apps to patients to allow them to book online appointments, order
repeat prescriptions and access their GP record. Apps will be clinically
and technically validated through the GPSoC programme during
2016/17 before being made available to patients. Technical support for
patients in using the Apps will be provided by the App suppliers.



Online access to clinical correspondence:
GP practices will provide patients with online access to clinical
correspondence such as discharge summaries, outpatient appointment
letters, and referral letters unless specific requirements of the Data
Protection Act 1998 apply to restrict this. Hospitals and other
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secondary care providers will be expected to copy patients into
correspondence as standard, and patients should be enabled to have
dialogue with the provider as the primary route to discuss such
correspondence. GP practices will have the facility to make available
online only those letters received from a chosen prospective date
which will be no later than March 2017.


Information sharing agreements between practices:
NHS England and GPC will jointly develop a national template data
sharing agreement, to facilitate information sharing between practices
locally for direct care purposes. This will allow formal sharing
agreements to be put place where practices choose to work
collaboratively in providing care.



Shared discharge summaries and event posting:
To support the increased use of interoperable records, the NHS
Standard Contract requires providers to send their discharge
summaries electronically to GP practices from 1 October 2015. From
April 2016, GP practices will be required to receive all discharge
summaries and subsequent post-event messages, electronically.



Cyber security:
NHS England and GPC will continue to promote the completion of the
Health and Social Care Information Centre (HSCIC) information
governance toolkit, including adherence to the requirements outlined
within it. GP practices will also continue under the GMS regulations to
nominate a person with responsibility for practices and procedures
relating to the confidentiality of personal data.

6. Data Collection
 Named GP:
NHS England will discuss with GPC during 2016/17 how appropriate
and meaningful data relating to the named accountable GP can be
made available at practice level through automatic extraction. This will
be particularly relevant for patients being case managed and also
those aged 75 and over. The data would be shared internally within
practices and used for peer review and quality improvement. It is
recognised that there are a number of system issues to overcome
before this can be implemented.


Access survey:
GP practices will be contractually required to record data on patient
access to GP services and allow it to be extracted or manually
reported. The data required and the form in which it is to be collected
will be discussed between GPC and NHS England. It will be used to
inform NHS England of the availability of evening and weekend
opening for routine appointments and is to be collected until 2020/21.
The data will be collected every six months. This data collection will go
through the appropriate corporate governance channels once details
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have been firmed up.

7. Locum GPs
In line with other areas of healthcare, where the use of agency staff attracts
high fees, NHS England propose setting a maximum indicative rate based on
a set of rates (which may have some degree of regional variation) for locum
doctors pay.
NHS England will amend the electronic declaration system to include
recording on the number of instances where a practice pays a locum doctor
more than the maximum indicative rate.
8. Access to Healthcare
GPC agree to work with DH and NHS England to develop arrangements for
identifying patients with European Health Insurance Card (EHIC) and S1 and
S2, through patient self-declaration at the point of registration and recording
their details with the aim of implementation in December 2016. Discussions
will consider how to address any additional workload for GP practices.
9. Further Work
NHS England and GPC have committed to take forward discussions in the
coming months on a national approach to reducing bureaucracy and workload
management in general practice, a national promotion of self-care and
appropriate use of GP services, SFE arrangements for sickness payments
and approach to expenses. On expenses, we have also agreed to undertake
work in 2016/17 that seeks to determine an agreed methodology that all
parties might use. Following the Prime Minister’s announcement about plans
for an alternative contract, we are clear that the GMS contract will remain
available to those practices who wish to continue with it for the foreseeable
future.
Other formats of this document are available on request. Please send your
request to england.gpcontracts@nhs.net
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Appendix 2 – Draft CCG Reporting Template
CCG Name:

Example CCG

Level of Delegation:

Reporting Period:

Quarter X (X month - X
month)

CCG Primary Care Lead:

Practice Overview
GMS
PMS
APMS

Contractual Overview
Contract Termination
Contract Mergers
Applications for list closures approved
Applications for list closures rejected
Applications for boundary changes
approved
Applications for boundary changes
rejected
Branch Surgery Changes
Contractual/Financial Appeals to NHS
England
Contractor inclusions
Contractor resignations
Contractor retirements
Referrals to Safe Haven Service
Out of Area Registrations

Financial Information
Average GMS £ per patient
Average PMS £ per patient
Average APMS £ per
patient
Quarter
2

Quarter 1

Quarter
3

Quarter 4

Contract Start
Date
DATE

Contract Expiry
Date
DATE

£s per patient Comments
£ XX

Premises overview
New developments approved
Number of GP Practices on actual
rent
Number of GP Practice on notional
rent

2013/14

2014/15

2015/16

GP Rent Review
Rent review completed
Rent reviews outstanding

Quarter 1

Quarter 2

Quarter 3

Time Limited Contract Overview
XX Contract
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Quarter 4

Rent appeals received
Primary Care Directed Enhanced Services
Yes

No

No Return

YTD Spend (£)

CQRS up to
date

YTD Spend (£)

CQRS up to
date

Average %
uptake

Total £s

Exception
Rate

Exception
Outliers

Unplanned Admissions
Extended Hours
Dementia
Learning Disabilities
Level 2 Minor Surgery

Public Health Directed Enhanced Services
Yes

No

No Return

Seasonal Flu
Seasonal Pneumococcal
Childhood Influenza
Shingles (routine)
Shingles (catch up)
MenC (freshers)
MMR (aged 16 and over)
Pertussis (Pregnant
women)
Rotavirus
Hepatitis B (new born
babies)
HPV Booster
MenB (infants)
MenACWY
MenC (booster)

Quality and Outcomes Framework
2014/15
Total
Points
CCG
West Yorkshire
National

Clinical Points

CCG Primary Care Performance
Overview
Primary Care Web Tool
Quarter 1
Practices under review
Practices approaching
review
Achieving practices
High achieving practices

Quarter 2

Quarter 3
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Quarter 4

Primary Care E-Declaration
Number of practices completing
Number of practices not completing
Number of practices not compliant
Number of practices completing
k041b
Number of practices not completing
k041b
Complaints
Complaints to NHS England
Complaints upheld
Complaints over turned

Quarter 1

GP Patient Survey Data
(latest)

Overall
Experience
(fairly to very
good)

2013/14

2014/15

n/a
n/a
Quarter 2

Recommend to a friend (yes
probably to yes definitely)

Quarter 3

Quarter 4

Ease of getting through on
the phone (fairly to very
good)

Experience of
making an
appointment
(fairly to very
good)

CCG data
West Yorkshire data
Yorkshire & Humber data
National data
Patient Online Data

Enabled the
functionality (2)

Have not yet enabled the
functionality (1)

No functionality (0)

Availability of
functionality is
not known (9)

Booking appointments
Ordering prescriptions
Viewing test results
Viewing medical record
Viewing subset of med
records
View letters electronically
Friends and Family Test
Practices submitting data
Practices not submitting
data

Quarter 1

Quarter 2

Quarter 3

Quarter 4

CQC
Number of visits completed
Number rated outstanding
Number rated good
Number rated requires
imp
Number rated
inadequate
Number in special
measures

Quarter 1

Quarter 2

Quarter 3

Quarter 4
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Appendix 3 - CCG Self-Certification Template (Quarter 3)

Annex A
CCG Assurance Framework 2015/16
Delegated Functions - Self-certification
CCG Name or joint committee of CCGs
NHS Wakefield Clinical Commissioning Group
Quarter/year to which certification applies Quarter 3
1. Assurance Level
To support ongoing dialogue, CCGs are asked to provide a self-assessment of their level of
assurance for each Delegated Function (as appropriate).
Assurance Level
Change since last period
Delegated commissioning
Assured as good
Not applicable
OOH commissioning
Choose an item.
Choose an item.
2. Outcomes
Briefly describe progress in last quarter towards the objectives and benefits
the CCG set out in taking on delegated functions, in particular the benefits for
all groups of patients
<maximum 200 words>
S
NHS Wakefield CCG has completed an internal audit on Co-commissioning during
Quarter 3. Significant Assurance was provided that NHS Wakefield CCG has put in
place measures to meet the requirements associated with primary care cocommissioning. However, the availability of resource, as identified in a review
completed by Internal Audit in 2014/15 (Co-Commissioning Readiness) continues to
be a significant risk in this area. The issue was put forward for escalation to the
Corporate level Risk Register and this has now been actioned.
During Quarter 3, the CCG has produced an interim Local Estates Strategy (which
was in place by 31st December 2015 and a Primary Care Strategy. These key
documents will ensure that the CCG continues to address and develop:
 Increasing capacity in Primary Care
 Premises improvement and use of IM&T (through Primary Care Infrastructure
Fund and Primary Care Transformation Fund)
 Addressing variability in core hours provision (through the Wakefield Practice
Premium Contract)
 Having a Strategy for ensuring equitable funding within general practice –
through the Equitable Funding Review and the Wakefield Practice Premium
Contract.
The CCG continues to work to a transition plan that clarifies existing tasks and
9

functions undertaken by the NHS England Primary Care Team and the working
arrangements for both parties during 2015/16. The Primary Care Strategy Group
continues to regularly monitor and manage progress against the transition plan. A
Quarter 3 Gateway review has been undertaken and internal assessment has shown
“good” progress with all functions. In addition to the capacity issue highlighted
above, there were two outstanding items relating to the population of the CCGs
corporate contract register with primary care contracts and the procurement of a new
system to report significant events (Datix contract ends on 31/3/16). Work is ongoing
to ensure all these issues are addressed before the end of quarter 4.
3. Governance and the management of potential conflicts of interest in relation to primary
care co-commissioning (this section should be completed by those CCGs which
undertake joint commissioning with NHS England as well as those that have delegated
commissioning arrangements)
Co-commissioning
No

OOH commissioning
No

Have any conflicts or potential
conflicts of interest arisen during the
last quarter?
If so has the published register been Yes
Yes
updated?
Is there a record in each case of how Yes
Yes
the conflict of interest has or is
planned to be managed?
Please provide brief details below and include details of any exceptions during
the last quarter where conflicts of interest have not been appropriately
managed
<maximum 200 words>
All decisions related to primary care co-commissioning have been made by the
Probity Committee. No conflicts of interest have arisen; the Probity Committee does
not include any GPs and thereby actual and perceived conflicts of interested are
managed. Further details about the items discussed are available at:
http://www.wakefieldccg.nhs.uk/category/probity-committee-meetings-2015/

The register of interests was updated during October 2015 and reported to the
Governing Body on 10 November 2015. A copy is available at:
http://www.wakefieldccg.nhs.uk/wp-content/uploads/2015/11/Declarations-of-InterestFinal-for-Website-November-2015.pdf

4. Procurement and expiry of contracts
Briefly describe any completed procurement or contract expiry activity during
the last quarter in relation the Delegated Functions and how the CCG used
these to improve services for patients (and if and how patients were engaged).
<maximum 250 words per Delegated Function>
APMS Contract Expiry for King Street (Registered List) contract. Original contract
expired May 2014. Contract extension agreed by CCG Probity Committee until 30
September 2016. Offer of Contract extension has been accepted in writing and a
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contract variation is being prepared. A planned period of patient engagement and
communication is planned for March 2016.

Local Incentive Schemes
Is the CCG offering any Local Incentive Schemes to GP
practices?
Was the Local Medical Committee consulted on each new
scheme?
If any of those schemes could be described as novel or
contentious did the CCG seek input from any other
commissioner, including NHS England, before introducing?
Do the offered Local Incentives Schemes include alternatives
to national QOF or DES?

Yes
Yes
No

No

Choose an item.
If yes, are participating GP practices still providing national
data sets?
What evidence could be submitted (if requested) to demonstrate how each
scheme offered will improve outcomes, reduce inequalities and provide value
for money?
<maximum 250 words for each Delegated Function>
The Local Incentive Scheme which is currently offered pre-dates Co-Commissioning.
The Network Development Framework began in April 2014 and will cease on 31
March 2016.

5. Availability of services
Briefly describe any issues raised during the last quarter impacting on
availability of services to patients (include if and how patients were engaged).
<maximum 250 words for each Delegated Function>
None in this quarter

How many providers are currently identified
by the CCG for review for contractual
underperformance?
And of those providers, how many have been
reviewed and there is action being taken to
address underperformance?
During the last quarter were any providers
placed into special measures following CQC
assessment?

Delegated
commissioning
1

OOH
commissioning
[number]

1

[number]

No

Choose an item.

If yes, please provide brief details of each case and how the CCG is supporting
remediation of providers in special measures
<maximum 50 words per case>
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In the last 12 months has the CCG published benchmarked
results of providers OOH performance (including Patient
experience)
If yes, please provide link to published results:

Choose an item.

6. Internal audit recommendations
Co-commissioning
Yes

OOH commissioning
Choose an item.

Has internal audit reviewed your
processes for completing this selfcertification since the last return?
If so, what was their conclusion and recommendations for improvement?
<maximum 200 words for each Delegated Function>

Significant Assurance is provided that NHS Wakefield CCG has put in place
measures to meet the requirements associated with primary care co-commissioning.

Use this space to detail any other issues or highlight any exemplar practice
supporting assurance as outstanding
PMS Equitable Funding Review
During Quarter 3, the CCG has made considerable progress with the Equitable
Funding Review in Wakefield. Practices have been notified of their indicative budgets
for 2016/17 and the content of the Wakefield Practice Premium Contract (WPPC) was
shared with practices at a CCG Membership Meeting in December. The specification
for the WPPC has been developed with expertise from the Executive Clinical Advisor
and through constructive negotiation with Wakefield LMC. The CCG’s Probity
Committee approved the draft specification in November 2016.
Primary Care Strategy
The Wakefield Primary Care Strategy was signed off by the CCGs Clinical Cabinet in
November and has also been shared with Probity Committee during a development
session in Quarter 3.
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