PROBITY COMMITTEE
25 SEPTEMBER 2018
3:00PM, MEETING ROOM 5A, WHITE ROSE HOUSE
AGENDA
No.

Agenda Item

1.

Apologies for Absence –

Richard Hindley

2.

Declarations of Interest

Richard Hindley

3.

i) Minutes of the meeting held on 23 January 2018
ii) Action sheet from the meeting held on 23 January 2018

Richard Hindley

4.

Matters Arising

Richard Hindley

5.

Community Vasectomy Service

Michala James

6.

Wakefield Integrated Urgent Primary Care Provision – Strategic
Outline Case

Katie Roebuck

7.

Patient Survey 2018

Chris Skelton

8.

Wrenthorpe Communication and Assurance Report

Chris Skelton

9.

General Practice Development – objectives - including
presentation

10.

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

11.

Date and Time of Next Meeting
27 November 2018, 3:00pm, The Boardroom, White Rose
House

Lead officer
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Dr Greg Connor

Agenda item: 3i
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 14 August 2018
Present:

Melanie Brown

Programme Commissioning
Director Integrated Care
Executive Clinical Advisor
Lay Member (Deputy Chair)
Lay Member (Chair)
Interim Chief Nurse
Secondary Care Specialist
Lay Member (Audit)

Dr Greg Connor
Stephen Hardy
Richard Hindley
Clare Linley
Mr Hany Lotfallah
Richard Watkinson
In Attendance:

Lorraine Chapman
Nichola Esmond
Pat Keane
Karen Parkin
Katie Roebuck
Simon Rowe
Amrit Reyat
Chris Skelton
Pam Vaines
Elaine Wyllie

18/078

Head of Contracting and Performance (item
18/083)
Healthwatch Representative
Chief Operating Officer (item 18/083)
Associate Director of Performance and
Contracting
New Models of Care Programme Manager
(item 18/086)
Head of Analytics (Item 18/083)
Governance and Board Secretary
Head of Primary Care Co-Commissioning
Minute Taker
Programme Manager

Apologies
Apologies were received from Diane Hampshire, Jonathan Webb, Cllr Pat Garbutt,
Anna Hartley , Anna Ladd and Ruth Unwin

18/079

Public Questions and Answers
Richard Hindley thanked members of the public for attending the meeting and
reminded them that it was a meeting in public, not a public meeting. The members
of public had been asked for their questions prior to attendance. These would be
responded to by members of the Committee. However, members of the public
would not be asked to comment on the responses during the meeting.
Four questions were received from members of the public who attended the
meeting. All four questions related to item 18/083 and will be detailed in that
section of the minutes.

18/080

Declarations of Interest
There were no declarations of interest made

18/081

(a) Minutes of the meeting held on 29 May 2018
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The minutes from the meeting held on 29 May 2018 were agreed as an accurate
record subject to the following amendments:
Item 18/062, Final paragraph
Clare Linley clarified that all practices have not ceased to provide ear irrigation.
The wording has been amended to read:
Clare Linley asked how changes to ear irrigation processes will free up nursing
time and whether that time can be re-deployed. Mel Brown confirmed that this
would be investigated.
Item 18/66, Paragraphs 6 and 7 should read:
Chris Skelton identified and apologised for an error in the reporting of the relevant
percentages. The figure shown in the report was 47% but should be 52%.
Stephen Hardy noted the improved performance but regretted that four practices
had poor results. Dr Connor confirmed that he would work with Conexus to improve
this.
(b) Action sheet from the meeting held on 29 May 2018
The action sheet was noted.
18/082

Matters Arising
There were no Matters Arising

18/083

Proposed commissioning decisions (outpatients and diagnostics) for
contracts that expire in 2018
Richard Hindley thanked Pat Keane and Simon Rowe for the paper which had
been shared with, and read by, all members of Probity Committee.
It was acknowledged that the paper was clear, detailed and informative. Simon
Rowe was thanked for the work he had undertaken.
Pat Keane explained that the paper sets out the commissioning duty to ensuring
patient choice. The Probity Committee will need assurance regarding the proposed
decisions.
NHS Wakefield CCG has a duty to ensure access to services which meet the
needs of the whole of the local population. This must be evidence based to
underpin best practice. There also needs to be ongoing engagement with the
public regarding proposed changes to commissioning intentions.
It is acknowledged that needs of the population and the provision of services are
both dynamic issues which constantly change.
Pat Keane reminded the committee that it is necessary to work within the financial
envelope of the CCG to ensure that value for money is achieved and also to
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ensure that statutory responsibilities are met.
Pat Keane explained that the paper sets out the background and the rationale for
changes, in order to show that the CCG has reflected both on the legal advice
received and the advice received from the regulators, NHS England and NHS
Improvement. The CCG has also taken into careful account the opinions of
providers, patients and members of the public.
The Committee were reminded that the ongoing work in this area would continue to
be modified in light of information received. It is important to note that the process
being recommended and the rationale behind it are clear, and that work will
continue following the decision of Probity Committee.
Finally Pat Keane stressed the importance of the recommendations and the work
which has gone into producing the paper. He asked members to consider that the
paper was “not a blanket ‘no’, rather a conditional ‘yes’”.
Richard Hindley then read out the questions from the members of the public and
asked Simon Rowe to respond.
Question 1:
The consultant led outpatient services.
Does not deliver a wide range of treatment (page 34)
• Where is the evidence of this?
• Day case activity is sent to the CCG each month, the extensive range of
treatments was one of the reasons the CCG commissioned and external
consultant report to check the procedures were coded correctly
• Did the CCG check both outpatient and daycase data before preparing this
report – it is our opinion is misleading (sic)
Simon Rowe explained that the data used to produce the report was from provider
returns. This is the monthly return which the CCG uses to validate payment for
provider. Simon acknowledged that there had been issues with coding but
confirmed that this has been taken into account. The CCG is therefore able to plan
with confidence that the information is accurate and complete.
Question 2:
Has the significant difference in national tariff and local tariff for minor hand surgery
service procedures been fully considered?
Simon Rowe explained that tariffs had not been specifically considered. The CCG
is looking for value for money, access, quality and choice. The Integrated Impact
Assessments embedded in the report show how the service was commissioned.
The tariff has been recognised but has not been a driving force for decision.
Question 3:
I have been referred 2wk gynae. Appointment offered exactly 2 weeks. Booking
Clarke stated hard to get extra clinic so there is no hope for urgent or routine, this
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will have increased impact if community services are ceased.
ESR states limited availability on these services so new patient are put in holding
pot!(sic)
Simon Rowe responded that the report was not recommending “an absolute no”,
but rather a conditional “yes”. The CCG aims to meet regulations in their entirety,
which includes the consideration of whether a provider can supply consultant lead
care. Any provider will need a clear, robust and fair plan for delivering outpatient
and diagnostic care. In addition they will need to identify a clear plan for obtaining
and retaining any contract they seek.
Question 4:
How do the hospital (sic) propose to absorb not only the existing patients but also
the new patient referrals into an ENT service that is already over-subscribed and
severely under-staffed. Have all vacancies now been filled in the ENT service at
the hospital?
Simon Rowe stated that the paper for ENT identifies that ENT has shown a vast
improvement. 92% of referrals are seen within 18 weeks. He again stressed that
the paper is not saying “no” to consultant lead services provided by AQPs. The
report aims to highlight where the CCG wishes to prioritise. The regulations which
are a key part of the basis of this review do not take into account that there may be
priority and non-priority patients, but only require consultant led care.
Richard Hindley thanked members of the public for raising questions and confirmed
that responses will be recorded formally. He then asked for comments or questions
from the Committee members.
Stephen Hardy commented that the Any Qualified Provider (AQP) contracts had
originally been developed because Mid Yorkshire Hospitals NHS Trust (MYHT)
was unable to respond adequately to the demand for these services. He
acknowledged that this has now changed. However, he noted the different levels of
quality and inequities across the district. Whilst a difference in service may be
acceptable providing there is no adverse impact on patients, he was concerned
about possible unwarranted delays. He gave the example that the suggestion not
to re-procure for ultrasound doesn’t clarify whether MYHT could absorb this without
leading to increased waiting times. Nor is it clear where there is a cross over into
gynaecological services or whether this could this lead to delays.
Simon Rowe clarified that the regulations concern consultant led provision
regardless of who provides it, which is not necessarily the hospital trust. NHS
Wakefield CCG has a duty to ensure that procurement and re-procurement
processes are fair and robust.
Assumptions have been made regarding ultrasound demand; however, data shows
a very clear east/west split for service provision. 17 of the 22 non-hospital settings
are at GP premises in the east, which means that half the population do not
frequently use the non-hospital provision. There is variation between ultrasound
providers re respect of the referral methods and clinical governance arrangements.
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Pat Keane responded that changes to NHS Wakefield CCG’s commissioning
intentions will inevitably impact on providers. As commissioners, NHS Wakefield
CCG has a duty to consider patients’ need first. The development of AQPs aimed
to stimulate provision of responsive and accessible healthcare services, which has
happened in some areas but doesn’t cover the full population. Therefore Access
and choice have to be addressed. While AQPs have stimulated the market to an
extent, their development has not always been aligned to the strategic intent of the
CCG, which has led to other pressures in the system. He reiterated that NHS
Wakefield CCG needs to ensure that the correct level provision has been
commissioned for all patients across the Wakefield district.
Stephen Hardy commented that GPs in the west of the patch can refer patients to
the providers based in the east.
Dr Greg Connor commented that it was important to consider patient need, access,
choice, quality and waiting time targets. It was necessary to consider the whole
system. He supported the four key lines of enquiry in paper but raised three points:
•
•

•

Dependence on out of hospital provision for ultrasound. How will the CCG
address dependence on out of hospital appointments in future?
Discrete procedures. Whereas it can disadvantage patients to have an initial
out of hospital appointment only to be referred on to the hospital for
treatment, there can be advantages to having specific non-consultant
procedures completed out of hospital.
Consequences for provider viability. How will provider viability be maintained
if the outcome is that the location of provision is inappropriate?

Simon Rowe commented that the CCG is statutorily bound to go through a robust
procurement or re-procurement process for all contracts. This is a routine function
for all CCGs.
He acknowledged that GPs in the west can refer to services in the east but this
would result in longer travel times. Patient engagement demonstrates that distance
is a large factor in patient choice.
Simon Rowe asked the Committee to consider the Minor Hand Surgery history.
MYHT were struggling to manage demand and highlighted several areas of
targeted treatment which could be procured elsewhere. MYHT have resolved a
number of issues and are now in a better position to manage demand. This means
that the local health provision has changed which allows the CCG to reflect
whether or not it is appropriate to continue to commission a ‘like for like’ service.
Simon Rowe explained that the report contains elements relating to ‘market place’
which are direct guidance from NHS Improvement. CCGs are bound by this
guidance which includes a set of economic guidance. It is clear that CCGs do not
have liability for a provider’s viability but do need to take the provider’s economic
situation into account when reaching decisions. He reminded the Committee that
other providers could raise a legal challenge if the CCG’s commissioning decisions
are not regularly reviewed.
Pat Keane commented that as a responsible commissioner, NHS Wakefield CCG
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needed to support and encourage providers to be forward thinking and responsive.
A number of contracts are due to expire shortly and accordingly, these have been
identified as requiring a review. The aim is to support a healthy environment for the
provision of healthcare in the area whilst mirroring the need to improve or maintain
quality and retain financial stability.
Clare Linley drew members’ attention to page 56 of the pack which set out implicit
quality service criteria. Page 31 included implicit quality identifiers when assessing
contractors. The cover paper for this agenda item also references consideration by
the Clinical Senate.
Simon Rowe responded that the implicit nature of the quality indicators was raised
at the April 2018 Finance Committee. The paper today seeks approval on the
criteria so that they may be explicitly expressed in future. It will be necessary to
seek approval for clinicians to develop the relevant criteria. However, in view of the
possible conflict of interest relating to local clinicians - consideration is being given
to seeking approval from the Yorkshire and Humber Clinical Senate. Work to
develop this process is continuing.
Clare Linley sought assurance of how monitoring of the Integrated Impact
Assessment (IIA) will be embedded in future.
Simon Rowe explained that discussions relating to data submission are currently
taking place. Monitoring of quality and performance is already in place. Simon
suggested that it may be appropriate to establish one working group to monitor all
aspects. The paper suggests quarterly update reports to both IGC and Probity
Committee.
Mel Brown acknowledged the significant work already undertaken to be able to
present the paper at Probity Committee and asked for clarification regarding the
mobilisation process.
Simon Rowe commented that the mobilisation processes were understood but the
approval of the paper was required before work could commence. Pat Keane
confirmed that NHS Wakefield CCG has had significant experience of reprocurement and reassured the Committee that the process would be monitored by
IGC.
Nichola Esmond asked whether August was appropriate to commence a review of
contracts which end in 2018 and whether the process should have started earlier.
She commented on the thorough engagement process and asked whether the
Committed could be assured that waiting times will not increase. She sought
assurance that the changes would not place too much pressure on MYHT and that
the quality of services for patients would be maintained.
Simon Rowe confirmed that contracts have been extended to allow the review to
take place. He gave assurance that contract end dates/change dates would be
staggered so as to have as little impact on patient care as possible. It was noted
that a diagnostic service would be handled differently to a full case handing service
(eg hand surgery which is 13 weeks from referral to end of treatment.)
6

Pat Keane confirmed that plans are in place to ensure the necessary planning
required to deliver this piece of work. The Chief Nurse’s role in ensuring that quality
is maintained going forward will be a key part of the commissioning process going
forward.
The review process has taken longer than originally planned, but this has ensured
that it was fair and robust. It was recognised that it is vital to ensure that there was
the right quality of service, safety and access and that whilst there is a financial
envelope to consider this has not been the driver to this process. Finally, Pat
Keane gave assurance that, subject to recommendations being approved, there
will be a significant roll project plan to support roll out of the process subject to the
decisions of the Probity Committee.
Stephen Hardy questioned sustainability. He asked whether consideration had
been given to ensuring that there is sufficient provider capacity in the area, should
difficulties be encountered in the future. Specifically, in an instance where an AWU
contract is terminated because there is adequate capacity in the main provider, will
there be sufficient subcontract options available if the market has been diminished
should the main provider have difficulty in maintaining service delivery?
Simon Rowe responded that the paper is about criteria for consultant led services.
There is also an implied statutory duty for non-consultant led services. He
commented that CCGs do not have a role to establish possible subcontract routes.
The guidance does not look at particular providers.
Richard Hindley thanked everyone who had contributed to the discussion and
clarified that this is an on-going process and therefore any decision reached at the
meeting is a step on the way and does not finalise any route of enquiry or decision.
Richard Hindley asked for confirmation that the members of the Probity Committee
would ‘Note’ the relevant recommendations contained in this paper. All voting
members confirmed.
Richard Hindley asked for confirmation that the members of the Probity Committee
would ‘Approve’ the relevant recommendations contained in this paper. Dr Greg
Connor noted that the non-obstetric ultrasound was a concern regarding the
number of cases seen outside hospital. He recommended that this should be a
separate point. All voting members accepted the changes and approved remaining
recommendations subject to that change.
Simon Rowe confirmed that a paper would be presented at the Integrated
Governance Committee on 20 September 2018 regarding implementation and
monitoring.
At the end of the discussion the Chair commented that communication with
patients and members of the public would continue as part of the work programme.
He invited members of the public to remain for the rest of the meeting or to leave if
they did not wish to hear the remainder of the agenda items.
All of the members of public left at this time.
7

It was RESOLVED that:
i.
The Probity Committee approved the contract expiry of all of the outpatient
and diagnostic service contracts that have an end date in 2018.
ii.
The Probity Committee approved the subsequent proactive re-procurement
of consultant-led outpatient services for the priority areas of:
gastroenterology; non-urgent ophthalmology; urology and general/vascular
surgery.
iii.
The Probity Committee approved that the CCG will not formally seek the reprocurement of consultant-led outpatient services for the non-priority areas
of: Ear, Nose and Throat and gynaecology.
iv.
The Probity Committee noted that the CCG would not be able to refuse a
provider a place on its list for contracted services, regardless of whether this
is within a CCG defined priority or non-priority area.
v.
The Probity Committee reviewed and state what changes, if any, they would
wish to be made to the criteria within the provided expressions-of-interest
process.
vi.
The Probity Committee approved that explicit quality criteria are developed
and assured by the Clinical Senate;
vii.
The Probity Committee approved that the CCG will not formally seek the reprocurement of nurse-led micro suction; ring pessaries and minor hand
surgery.
viii.
The Probity Committee noted that the CCG have an obligation for nonconsultant led care to monitor whether patient choice of provider would be
securing the needs of its registered population.
ix.
The Probity Committee noted that the CCG would be obliged to review this
stance, if a service provider could demonstrate that to they could deliver one
or more of these procedures, as part of a comprehensive consultant-led
service.
x.
The Probity Committee approved that the CCG will not re-procure MRI,
DEXA or x-ray, and that it will not hold direct contracts with providers for
direct access tests.
xi.
The Probity Committee noted that the CCG have an obligation for diagnostic
care to monitor whether patient choice of provider would be securing the
needs of its registered population.
xii.
The Probity Committee approved the proposed position that the CCG would
review any proposed sub-contracting arrangements that a service provider
may wish to make for ultrasound (non-obstetric), MRI, DEXA or x-ray.
xiii.
The Probity Committee approved the approach that would monitor the
implementation of the proposed commissioning decisions. Approve that the
monitoring process would be overseen by the Integrated Governance
Committee, and that quarterly updates are provided to the Probity
Committee.
xiv.
The Probity Committee agreed that a plan to mobilise the proposed
commissioning decision is developed for the approval of the Integrated
Governance Committee.
xv.
The Probity Committee approved a review of the options for non-obstetric
ultrasound provision including quality assurance and access
18/084

Interim Provider Policy
Chris Skelton reminded the Probity Committee that under delegated authority from
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NHS England, NHS Wakefield CCG is required to have a policy in place to detail
how the termination of a GP contract would be managed.
The current policy has been used successfully within the previous year and is
therefore proven to be fit for purpose.
Mel Brown commented that NHS Wakefield CCG signed the new Eastmoor GP
contract during the week of 6 August 2018, with a new Partner. Mel asked whether
there was any learning from this process which should be reflected in the policy.
Chris Skelton responded that each circumstance is unique and whilst it isn’t always
possible to cover every eventuality, he was satisfied that the Policy provides a
sound generic basis to support any future requirements.
Clare Linley acknowledged that the proposed policy wording included ‘roll-over’
wording from the previous version but suggested that the wording of Appendix A
was mis-leading in its reference in the title to quality and clinical effectiveness.
Quality is not the only subject for consideration in the framework. Chris Skelton
agreed to amend the policy accordingly.
It was RESOLVED that:
i.

18/085

The Probity Committee approved the CCG’s Interim Provider Policy for a
period of two years subject to the agreed amended wording regarding
Appendix 1.

Probity Committee Terms of Reference
Amrit Reyat explained to the Committee that NHS Wakefield CCG conducts and
annual review of terms of reference for all committees. Each committee should
review the relevant Terms of Reference in August for presentation at the
September Governing Body for approval.
A number of amendments are recommended to reflect the current position.
Stephen Hardy commented that one of the submissions from the providers for item
18/083 states that the Integrated Governance Committee sees the Commissioning
Policy but the Terms of Reference state that the Probity Committee will make
decisions on behalf of the Governing Body when there is a conflict of interest. He
asked that this be clarified.
Clare Linley commented that the approval of the policy took place at the Integrated
Governance Committee (IGC) which is a formal sub-committee of the Governing
Body. However, this was approval of the process for the Policy.
Mel Brown added that several members of the Governing Body are owners or
partners of provider organisations. Therefore, whenever there may be a conflict of
interest at Governing Body or Integrated Governance Committee, decisions are
made at Probity Committee.
It was agreed that this principle is clearly stated in the opening paragraphs of the
Terms Of Reference.
It was agreed that Amrit Reyat would review NHS Wakefield CCG’s Constitution to
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ensure that the proposed Terms of Reference comply with the Constitution. Any
concerns will be presented at the September Probity Committee.
Clare Linley commented that from September 2018 the correct title for her role will
be Chief Nurse, and suggested that the draft Terms of Reference should be
amended to reflect this.
Mel Brown commented that her correct title will be Director of Commissioning –
Integrated Health and Care and asked that the Terms of Reference be amended to
reflect this.
It was RESOLVED that:
i.
ii.

iii.

18/086

The Probity Committee considered the proposed amendments to the Probity
Committee Terms of Reference;
The Probity Committee discussed whether any further amendments to the
Terms of Reference are required; in particular:
a. membership of Probity Committee
b. ‘responsibilities’ section
The Probity Committee recommended the approval of the amendments to
the Terms of Reference to the Governing Body, subject to assurance that
they are in line with the Constitution.

Late Visiting Specification Update
Katie Roebuck provided the Committee with an update of the late visiting service.
She explained that the pilot started eight months ago, funded via the Vanguard
programme.
The Late Visiting Specification includes a nurse lead model for housebound
patients, giving a 45 minute appointment allowing the nurse to advise on the
connecting care hub.
Ten GP practices were involved in the pilot at a cost of £106K. Positive feedback
has been received from patients and carers. Anecdotal evidence suggests that the
pilot may have reduced admission of this cohort of patients by up to 55% and allow
care closer to home.
The January 2018 New Models of Care Board approved the roll out of the Late
Visiting Specification across the whole of Wakefield district.
Mel Brown commented that a meeting will take place on 16 August 2018 with Mid
Yorkshire Hospitals NHS Trust to consider the capacity challenges and future
commissioning objectives. Financial benefits of the Late Visiting service will be
considered. Updates will be brought to future Probity Committee meetings.
Dr Greg Connor expressed the opinion that funding from the £3 per head
programme has led to good outcomes for patients. GP resilience has been
supported too by this option.

10

It was RESOLVED that:
i.

The Probity Committee reviewed and considered the late visiting service
evaluation
The Probity Committee approved the revised service specification

ii.
18/087

General Practice Forward View – Document management
It was agreed that this item would be deferred to the Private section of the meeting.

18/088

Wakefield Practice Premium Contract Update (including SEND update )
Quarter 1 2018/19
Chris Skelton drew the Committee’s attention to the six domains detailed within the
report. He specifically commented on the following points.
Access – the patient survey was published on 9 August 2018 and as a result,
eleven practices are to establish action plans, supported by the CCG.
Medication – 37% of patients with regular repeat prescriptions are now registered
to receive their prescriptions on-line. Electronic prescriptions have contributed to a
decrease in footfall in practice and have helped to free up time for practice staff,
both clinical and clerical.
Learning Disability Health Checks – low levels of compliance are due to the fact
that historically these are not carried out by practices at the start of the year. The
CCG has received assurance that targets will be achieved by year end.
Chris also commented that urgent access audits have been completed. Where
evidence is not available, the CCG has again been given assurance that these will
be completed on time.
Mel Brown questioned whether the GP Survey publication would impact on the
CCG Integrated Assessment Framework (IAF) and sought assurance regarding the
CCG’s resulting actions.
Chris Skelton responded that NHS Wakefield CCG showed as being 1% below the
national average which is a similar status to the previous year. The national
benchmarking data is not expected until next Quarter.
It was RESOLVED that:
i.
ii.

18/089

The Probity Committee noted the progress regards to performance
against the Wakefield Practice Premium contract up to Quarter 1.
The Probity Committee agreed the KPI payments in regard to the Access
3 indicator for Quarter 1.

Co Commissioning Update
Chris Skelton provided a verbal update of co-commissioning and commented that
the patient survey which was published on 9 August 2018 was for the period
January to March 2018 which therefore has a built in data lag.
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Detailed analysis of the survey is underway and will result in the development of a
work-plan which will be presented at the next Probity Committee.
Chris Skelton informed the Committee that practice assurance visits are underway,
with 16 already completed. A full report will be presented at year end. The main
focus for the 2018/19 assurance visits is to review the benefits of the New Models
of Care schemes and will include 360 degree feedback, which may result in
additional actions for NHS Wakefield CCG.
It was RESOLVED that:
i.
18/090

The Probity Committee noted the content of the verbal report.

Wrenthorpe Branch Closure – communication and assurance plan
Mel Brown commented that there has been some robust challenge to the proposal
to close Wrenthorpe Branch surgery. This has involved two appearances at
Overview and Scrutiny Committee (OSC) prior to the decision to close being
accepted.
A detailed communication plan is in place which includes involvement of locally
elected members, who are aware of the branch closure and the work associated
with this.
The proposed date for closure is Friday, 14 September 2018. This allows a month
for the roll out of the detailed communication plan by the Communication Team.
The communication plan has been shared with OSC.
The OSC will require a further meeting in three months to ensure that NHS
Wakefield CCG is closely monitoring the change.
Richard Hindley highlighted a typing error in the report and clarified that the
assurance dates for January and March should read 2019 not 2018
It was RESOLVED that:
i.
ii.
iii.

18/091

The Probity Committee approved the communications plan for the branch
closure
The Probity Committee approved the timetable and contents of Probity
Committee oversight of the branch closure
The Probity Committee acknowledges the feedback from the Overview and
Scrutiny Committee and the response provided by the CCG

Quality and Outcomes Framework (QOF) 2017/18
Chris Skelton presented the annual Quality and Outcomes Framework (QOF)
report for 2017/18.
He highlighted that there had been a spend of £4.7m which reflected an
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achievement of 96% across patch with six practices achieving 100%.
In respect of Exception reporting, Chris Skelton clarified that NHS England retains
responsibility for post payment verification and exception reporting. Intelligence
from previous years has been used for the basis of the 2017/18 data.
Exception reporting has been pursued and all practices with exceptions have
declared. NHS England does not intend to take any action as a result.
The review proposes five main changes, subject to further engagement and

negotiations:
(i)

(ii)

(iii)

(iv)

(v)

to modify indicators to improve efficacy and impact where there is good
evidence (for example through a more targeted approach to population
segments) - accounting for up to half the scheme
to update and rebrand exception reporting, to be termed the
personalised care adjustment for all indicators. This would operate at the
individual indicator level rather than the domain level, which would bring
it into closer alignment with the way in which clinical decisions are taken
and patient choice is expressed. It would also improve data quality and
reduce scepticism around the use of the mechanism;
to include a new quality improvement (QI) domain, applying quality
improvement cycles to address around 3 priority areas each year. This
would utilise points freed up through indicator retirement as below;
to undertake moderate retirement of indicators, identified through a
transparent indicator assessment methodology. A case could be made
for up to a quarter of current indicators;
whilst the Review concluded that wide-scale implementation of a network
QOF may be premature, it proposes to run a national trial of a network
level QOF, with a select number of sites. Whilst it is likely to take a
number of years to phase in all of the reforms to QOF described in the
report, and to learn from evaluations of new components (particularly the
QI domain and network trial), there was consensus amongst the advisory
groups that this was the likely direction of travel, and well aligned with
current strategic priorities. NHS England and the GPC will remain
mindful of the workload implications and the views of GPs once the
report is public.

Karen Parkin asked whether the QOF payments states that data is checked by
exception and asked how a number of practices declared 100% achievement when
they declared a high exception rate.
Chris Skelton explained that NHS England carry out the data analysis although
they may seek clarification from NHS Wakefield CCG. No financial penalties have
been made during 2017/18.
It was noted that payments made under the QOF scheme increase each year in
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line with a national agreement.
It was RESOLVED that:
i.
ii.

18/092

The Probity Committee noted the Wakefield GP practice performance
against the Quality and Outcomes Framework for 2017/18
The Probity Committee noted the future direction of the Quality and
Outcomes Framework.

Matters to be referred to other committees or Governing Body
The following papers are to be referred to other Committees:
i.
Outpatients and diagnostic decision to Integrated Governance Committee
for monitoring
ii.
Probity Committee Terms of Reference to Governing Body (following
confirmation that they support the Constitution)
iii.
The minutes of this meeting will be shared with the Governing Body.

18/093

Any Other Business
Nichola Esmond asked where funding from West Yorkshire and Harrogate
Healthcare Partnership is being received within the structure of NHS Wakefield
CCG.
Mel Brown responded that £357k has been received together with a maturity matrix
to complete regarding Federations in order to identify recipients. The timescale for
submission is 14 September 2018. The proposals are to be considered.
Consideration will be given to issues regarding primary care networks and
members were reminded that Primary Care Network and Primary Care Home were
two separate entities.
Mel Brown commenced that the Executive Team have been briefed on this issue.
A further pot of money has been received for the primary care workforce. This is
£10k and an application has to be submitted by 7 September 2018. This fund is to
support work to enhance communities and is part of an over-all fund of £1m.
Any funding received during 2018/19 must be spent during that financial year.

18/094

Date and Time of Next Meeting
Tuesday 25 September 2018, 3pm, Boardroom, White Rose House
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Agenda item: 3ii
NHS Wakefield Clinical Commissioning Group
ACTION POINTS FROM PROBITY COMMITTEE
HELD ON 14 AUGUST 2018

Minute
No
18/031

Topic

Action required

Who

Outwood Park Branch
Closure

Chris Skelton
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General Practice
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development:
Probity Committee
Terms of Reference

Request to discontinue the provision of
patient transport from Wrenthorpe to
Outwood Park
Update required and review of projects
to support he delivery of the strategic
objectives (Appendix 2)
Consider whether Terms of Reference
support NHS Wakefield CCG’s
Constitution
Patient Survey work-plan

18/085

18/089

Co-commissioning
update

1

Date for
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appropriate

Dr Greg
Connor

Sept 2018

Amrit Reyat

Sept 2018

Chris Skelton

Sept 2018

Progress
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Title of
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Probity Committee

Date of
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25 September 2018

Paper Title:

Vasectomy Services

Purpose (this
paper is for):

Decision



Discussion

Agenda
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Public/Private Section:

Public
Private
N/A
Assurance

Information

Report Author and Job Michala James, Senior Service Delivery and Transformation
Title:
Manager
Responsible Clinical
Dr Clive Harries
Lead:
Responsible
Michele Ezro, Associate Director - Acute Commissioning
Governing Board
Executive Lead:
Recommendation (s):
It is recommended that Probity Committee;
Note the findings of the service review for vasectomy services
Approve the revised price for vasectomy services
Approve the re-procurement of vasectomy services as a single provider in multiple locations
Approve the route to market as a full open competitive procurement
Executive Summary:
Service review
• As part of the ongoing Any Qualified Provider (AQP) review, existing Vasectomy
service contracts were extended for a further 12 months to 31 March 2019 to enable a
service review to be carried out to determine the future clinical model and
commissioning intentions.
• Key findings from the service review include;
o In 2017/18 521 vasectomies were carried out as a cost of c£166k.
o Referral data also shows that community AQP providers delivered 93.6% (488)
of procedures with 6.3% (33) delivered by other providers.
o Referral data indicates that in 2017/18 89.2% (465) of vasectomies were
performed in area and 10.7% (56) of vasectomies were performed out of area.
o The Wakefield CCG prices are the second highest value for vasectomy
procedures and consultation only compared to other CCGs in West Yorkshire
and Harrogate.
• The service review considered four service model / procurement options;
o Option 1: Re-procure services under an Any Qualified Provider route
o Option 2: Procure services from a single provider, with multiple locations
o Option 3: Let the AQP contracts expire and do not re-procure community
vasectomy services.
o Option 4: Let the AQP contracts expire and decommission services

•

The service review makes 4 key recommendations. The table below outlines these and
the appropriate approval committees.

Recommendation
1: To offer a high quality and safe, minimally invasive vasectomy
(MIV) no-scalpel technique under local anaesthetic. Except when
technical considerations dictate otherwise, a MIV approach should
be used.
2: Revise the local price in line with North Kirklees, Greater
Huddersfield and Calderdale CCGs
3: Revise the service specification in line with revised guidance

Approval route
Clinical cabinet
(approved 26.07.18)

4: Re-procure vasectomy services as a single provider, with
multiple locations, with revised service specification and price.

Probity committee

Probity committee
Clinical cabinet
(approved 26.07.18)

Procurement option
The rationale for the recommended option to re-procure vasectomy services as a single
provider in multiple locations includes;
• There is a low volume of activity each year which can be most effectively delivered by a
single provider (in 2017/18 521 vasectomies were carried out).
• A single provider in multiple locations will offer patients a choice of location across the
district.
• A single provider offers more opportunity to work in partnership with the CCG to drive
innovation and can deliver a workforce model that delivers competence, recruitment
and retention.
• A single provider model would enable the CCG to monitor the service for quality more
effectively.
Revised price
The recommended change to the price for vasectomy procedures and consultation will
compare to that of North Kirklees, Greater Huddersfield and Calderdale CCGs. 8 providers in
total deliver vasectomy services, for these CCGs, therefore a market exists for services with
this reduction.
Current price
LB33Z - Vasectomy
Consultation only

£303.30
£29.84

Recommended
price
£270
£10

This will result in cost savings for the CCG of between £18,000 and £26,000 per year.
Route to market
In order for the CCG to deliver an open and transparent procurement process which is fair to
all providers, the route to market recommendation is to deliver a full open competitive
procurement.

Integrated Impact Assessment
The IIA identified the following potential impacts of the service model and procurement.
Positive impacts:
• Patients will have a choice of location across the district.
• A single provider model can have a positive impact on a seamless and locally agreed
clinical pathway, may be able to manage demand and capacity more effectively,
providing a better patient experience and more effective management of the clinical
workforce.
• There is a greater opportunity for a single provider to work with the CCG to drive
forwards innovation.
• A reduced price will generate financial efficiencies for the CCG delivering care in a cost
effective way.
Negative impacts:
• Patient choice of provider will be limited to one provider.
• Changing from a multiple provider model to a single provider model could be less
resilient. Provider issues could result in a temporary loss of service. However, if the
situation of provider failure arose, the CCG could enter into emergency commissioning
arrangements with another provider.

Link to overarching
principles from the
strategic plan:

Outcome of Integrated
Impact Assessment
completed (IIA)

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients



The IIA identified the following potential impacts of the service
model and procurement.
Positive impacts:
• Patients will have a choice of location across the district.
• A single provider model can have a positive impact on a
seamless and locally agreed clinical pathway, may be able to
manage demand and capacity more effectively, providing a
better patient experience and more effective management of
the clinical workforce.
• There is a greater opportunity for a single provider to work
with the CCG to drive forwards innovation.
• A reduced price will generate financial efficiencies for the
CCG delivering care in a cost effective way.
Negative impacts:

•
•

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

Patient choice of provider will be limited to one provider.
Changing from a multiple provider model to a single provider
model could be less resilient. Provider issues could result in
a temporary loss of service. However, if the situation of
provider failure arose, the CCG could enter into emergency
commissioning arrangements with another provider.
Provider engagement was undertaken with the current providers
of vasectomy services as part of the service review.
The Planned Care clinical lead has been an integral part of this
work.
As part of the engagement work around the AQP programme a
survey has been developed and vasectomy is part of this. This
was presented to Probity Committee on 14 July by the Head of
Analytics.

Management of Conflicts
of Interest:
Assurance departments/
organisations who will
be affected have been
consulted:

The procurement options and model to deliver the service is
being presented to the Probity Committee to manage any
conflicts of interests.
Finance (Contract Accountant)
Commissioning (Associate Director – Acute Commissioning)
Contracting (Head of Contracting, Contracting Manager and
Head of Business Intelligence)
Medicines Optimisation (Medicines Safety Officer)
Clinical lead (Clinical lead – Planned Care)
Quality (Quality Manager)
eMBED (Procurement Manager)

Previously presented at
committee / governing
body:

Clinical cabinet approved the clinical model and service
specification on 26 July 2018.

Reference document(s) /
enclosures:

Vasectomy Service Review
Procurement Options Evaluation
Integrated Impact Assessment
Not applicable.

Risk Assessment:
Finance/ resource
implications:

The recommended price for vasectomy services will result in
cost savings for the CCG of between £18,000 and £26,000 per
year.

Commissioned Service Review
Community Vasectomy Service
August 2018
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1. SUMMARY
1.1 SUMMARY
•
•

•

•

•
•
•
•

A vasectomy is an operation to cut or tie the vas deferens, the tube that delivers sperm from the testicles.
Evidence shows that vasectomy is a safe and cost effective form of permanent contraception.
The contract for community non-consultant led vasectomy services was approved for procurement on an
AQP (Any Qualified Provider) basis in September 2014. The AQP providers contracted to deliver vasectomy
services in 2018/19 are Phoenix Health Solutions, Marie Stopes International, The Grange, and Livingcare
Medical Services. The AQP vasectomy provision is non-consultant led and a local tariff was set.
Under choice, patients are also able to access other NHS commissioned providers either contracted services
at NHS Trust or Non Contracted Activity. These are predominantly consultant led services that are charged
at National tariff.
The original contract expiry date was 31 March 2018. As part of the ongoing AQP review, existing
Vasectomy service contracts have been extended for a further 12 months beyond the original expiry date to
31 March 2019 to enable this service review to be carried out to determine future commissioning
intentions.
In 2017/18 vasectomy services cost c£166k.
Referral data indicates that in 2017/18 89.2% (465) of vasectomies were performed in area and 10.7% (56)
of vasectomies were performed out of area.
Referral data also shows that community AQP providers delivered 93.6% (488) of procedures with 6.3% (33)
delivered by other providers.
Four commissioning options are explored in the review;
o Option 1: Re-procure community vasectomy services under an Any Qualified Provider route with
the recommended service specification and tariff changes.
o Option 2: Procure community vasectomy services from a single provider with the recommended
service specification and tariff changes.
o Option 3: Do not commission community vasectomy services. Let the AQP contracts expire and do
not re-procure community vasectomy services. Patients would access vasectomies via acute
provision as part of the NHS Standard Contract.
o Option 4: Let the AQP contracts expire and develop a commissioning statement that states the CCG
does not routinely commission vasectomy services. Options for specific referral criteria and
Individual Funding Requests to be explored.

1.2 RECOMMENDATIONS
Recommendation 1: The clinical recommendation is to offer a high quality and safe, minimally invasive
vasectomy (MIV) no-scalpel technique under local anaesthetic. Except when technical considerations dictate
otherwise, a MIV approach should be used to identify the vas deferens, as this results in a low rate of early
complications.
Recommendation 2: Revise the local tariff in line with North Kirklees, Greater Huddersfield and Calderdale
CCGs.
Recommendation 3: Revise the service specification in line with revised guidance.
Recommendation 4: Re-procure vasectomy services as a single provider, with multiple locations, with revised
service specification and tariff.
4
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VASECTOMY OVERVIEW

A vasectomy is an operation to cut or tie the vas deferens, the tube that delivers sperm from the testicles. The
operation aims to provide permanent sterilisation (permanent contraception) and is recommended by the Royal
College of Obstetricians and Gynaecologists (RCOG) as the preferred method of sterilisation.
Evidence shows that vasectomy is a safe and cost effective form of permanent contraception. The RCOG
guidelines state that vasectomy carries a lower failure rate in terms of post procedure pregnancies than female
sterilisation and there is less risk related to the procedure. There are also fewer operation related risks with
vasectomy as it avoids a laparoscopy and usually avoids a general anaesthetic.
In September 2014 NHS Wakefield CCG commissioned non-consultant led vasectomy services using the AQP
(Any Qualified Provider) route. The original contract expiry date was 31 March 2018. As part of the ongoing
AQP review, existing Vasectomy service contracts have been extended for a further 12 months beyond the
original expiry date to 31 March 2019 to enable this service review to be carried out to determine future
commissioning intentions.
The AQP providers contracted to deliver vasectomy services in 2018/19 are;
•
•
•
•

Phoenix Health Solutions
Marie Stopes International
The Grange
Livingcare Medical Services.

Vasectomies may also be carried out at Mid Yorkshire Hospitals Trust under the NHS Standard Contract.
Other providers which have provided vasectomy services for Wakefield CCG residents in the last 3 years
include.
•
•
•
•
•
•
•
•
•
•
•
•
•

Novus (previous community provider under Any Qualified Provider route until 31 March 2018)
North Lincs & Goole Hospitals NHS Trust
Barnsley Hospital NHS Foundation Trust
Calderdale & Huddersfield NHS Foundation Trust
Care UK (as Non Contracted Activity)
Doncaster & Bassetlaw Hospitals NHS Foundation Trust
Leeds Teaching Hospitals NHS Foundation Trust
Ramsay Healthcare UK Operations Ltd
Sheffield Teaching Hospitals NHS Foundation Trust
Spire Healthcare
York Teaching Hospital NHS Foundation Trust
Bradford Teaching Hospitals NHS Foundation Trust
Harrogate & District NHS Foundation Trust
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2.1 BRIEF DESCRIPTION OF SERVICE
The aims of the current NHS Wakefield CCG vasectomy services are to provide a high quality and safe, no-scalpel
technique vasectomy under local anaesthetic. Commissioning community providers via the Any Qualified
Provider route offers patients a choice of location and appointment times, ensuring equitable timely and
appropriate access.
2.1.1 Vasectomy services provide:
•

•

•

•

Patient assessment, pre-operative counselling and information; Counselling can be provided either
face to face or via telephone and should take place at least two weeks before the procedure to allow
a cooling off period before having permanent sterilisation.
Vasectomy procedures under local anaesthetic; The current service specification states that
providers who do not undertake the no-scalpel technique can continue with the scalpel procedure
but must demonstrate that they are working towards being able to provide a no-scalpel service.
Post procedure care and discharge planning; Providers ensure that post vasectomy care including
pain relief, wound care, resuming normal activities including sexual intercourse, contraception prior
to clearance and seminal analysis is given to all patients.
Follow-up and completion: Patients will require at least one clear seminal result 16 weeks after
vasectomy procedure.

2.1.2 Referral
Vasectomy services are listed as available on the e-Referral Service (ERS). All patients should be offered an
appointment for the procedure no earlier than 2 weeks following them receiving counselling and information
about the procedure to ensure that a cooling off period is allowed, and no later than 6 weeks after the preoperative assessment to ensure compliance with the 18 weeks Referral to Treatment time.
2.1.3 Vasectomy techniques
There are 2 types of vasectomy: a conventional vasectomy using a scalpel and a no-scalpel vasectomy
Conventional vasectomy
• The doctor first numbs the scrotum with a local anaesthetic. They then make 2 small cuts in the skin on
each side of the scrotum to reach the tubes that carry sperm out of the testicles (vas deferens).
• Each tube is cut and a small section removed. The ends of the tubes are then closed, either by tying
them or sealing them using heat.
• The cuts are stitched, usually using dissolvable stitches that go away on their own within about a week.

No-scalpel vasectomy (NSV)
• The doctor first numbs the scrotum with local anaesthetic. They then make a tiny puncture hole in the
skin of the scrotum to reach the tubes. This means they don't need to cut the skin with a scalpel.
• The tubes are then closed in the same way as a conventional vasectomy, either by being tied or sealed.
• There's little bleeding and no stitches with this procedure. It's thought to be less painful and less likely
to cause complications than a conventional vasectomy.
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The current service specification states that the aim of the service is to provide a high quality, no-scalpel
technique vasectomy and providers who do not undertake the no-scalpel technique can continue with the
scalpel procedure but must demonstrate that they are working towards being able to provide a no-scalpel
service. The procedures used by the community providers are outlined in the table below.

Percentage of procedures carried out with scalpel technique in
2017/18
Percentage of procedures carried out with no-scalpel
technique in 2017/18
Percentage of procedures likely to be carried out using the noscalpel technique in 2018/19 (indicated by providers)

The
Grange
0%

Phoenix

LivingCare

100%

Marie
Stopes
0%

100%

0%

100%

0%

100%

90%

100%

0%

100%

The Royal College of Obstetricians & Gynaecologists Faculty of Sexual and Reproductive Healthcare: Male and
Female Sterilisation guidance (2014) states that a number of NSV techniques are reported in the literature. It
has been suggested that these techniques should not be referred to as NSV but instead be referred to as
minimally invasive vasectomy (MIV). Within the guidance the term MIV is used to encompass NSV and any
modified versions of this technique where the skin opening is ≤10 mm, and the dissection area surrounding the
vas deferens is minimised and does not require the use of skin sutures.
There is consensus in the literature that an MIV approach during vasectomy results in more favourable
outcomes than other incision methods. Specifically, the evidence suggests that MIV is quicker to perform than
other methods and results in less perioperative bleeding. MIV is also associated with reduced pain, both during
and after vasectomy, less post-vasectomy infection and fewer haematomas. The use of MIV is advocated by the
European Association of Urology (EAU) guidelines on vasectomy.
Recommendation 1: The clinical recommendation is to offer a high quality and safe, minimally invasive
vasectomy (MIV) no-scalpel technique under local anaesthetic. Except when technical considerations dictate
otherwise, a MIV approach should be used to identify the vas deferens, as this results in a low rate of early
complications.

2.2 ACTIVITY, FINANCE AND CONTRACTS
2.2.1 Contract details
The contract for vasectomy services was approved for procurement on an AQP (Any Qualified Provider) basis in
September 2014. The current contracts commenced on 01 April 2015 for a period of 3 years on a cost per case
basis, with local prices agreed for services.
The original contract expiry date was 31 March 2018. As part of the ongoing AQP review, existing Vasectomy
service contracts have been extended for a further 12 months beyond the original expiry date to 31 March 2019
to enable this service review to be carried out to determine future commissioning intentions.
This service review is part of the wider system recovery programme which is reviewing all Any Qualified Provider
Service Provision.
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2.2.2

Activity and cost (three year period)

The table below provides activity to date and cost for financial years 2015/2016 to 2017/18, by community
provider and MYHT for Wakefield CCG patients.
AQP: Vasectomy
Activity
LB33Z - Vasectomy
Consultation only
TOTAL
Activity share

15/16
15/16
15/16
Cost
Activity
Cost
Activity
Cost
Activity
Tariff
Novus
Marie Stopes
The Grange
300.00
345
£103,500
50
£ 15,000
0
£
£
209
52
£ 1,552
0
£
29.84
7
0
£
£103,709
102
£ 16,552
352
77%
84%
22%
13%
0%
0%

15/16
Activity
Cost
Living Care
£
- £
£
- £
0
£
0%
0%

Total
15/16
Cost
Activity
Activity
MYHT
4
£ 2,600
399
0
£
59
4
£ 2,600
458
1%
£
0

AQP: Vasectomy
Activity
LB33Z - Vasectomy
Consultation only
TOTAL
Activity share

16/17
16/17
16/17
16/17
16/17
Activity
Cost
Activity
Cost
Activity
Cost
Activity
Cost
Activity
Cost
Novus
Tariff
Marie Stopes
The Grange
Phoenix Health Sol
Living Care
328
99482
303.30
50
15165
28
8492
59
17895
0
£
29.84
4
119
65
1940
0
0
0
0
0
£
£ 99,602
£ 17,105
28
£ 8,492
59
£ 17,895
0
£
332
115
5%
6%
11%
12%
0%
0%
61%
68%
21%
12%

16/17
Total
Activity
Activity
Cost
MYHT
6
£ 3,960
471
0
£
69
6
£ 3,960
540
1%
£
0

AQP: Vasectomy
Activity
LB33Z - Vasectomy
Consultation only
TOTAL
Activity share

17/18
Total
17/18
17/18
17/18
17/18
17/18
Cost
Activity
Activity
Cost
Activity
Cost
Activity
Cost
Activity
Cost
Activity
Cost
Activity
Novus
Tariff
Marie Stopes
The Grange
Phoenix Health Sol
Living Care
MYHT
23051
60
18198
91
27600
25
£ 7,583
2
£ 1,110
417
163
49438
76
303.30
4
119
0
0
0
£
0
£
97
29.84
2626
5
149
88
£ 25,677
64
£ 18,317
91
£ 27,600 £
25 £ 7,583 £
2 £ 1,110
514
168
£ 49,587
164
33%
38%
32%
20%
12%
14%
18%
21%
5%
6%
0%
£
0

15/16
Activity
Cost
Phoenix Health Sol
0
£
0
£
0
£
0%
0%

Total
Cost
£ 121,100
£ 1,761
£ 122,861

Total
Cost
£ 144,995
£ 2,059
£ 147,053

Total
Cost
£ 126,980
£ 2,894
£ 129,874

The table above highlights a potential error in the cost and activity for Marie Stopes International. The service
has been charging for consultation only and vasectomy tariff for those who have had the procedure. This has
been addressed with the provider and a credit note provided to the CCG.
2.2.3 Referral data
A referral data set for 2017/18 can be found at appendix 1. The referral data set shows which providers GP
practices are referring to for vasectomies (acute and community).
In area and out of area
The data set allows us to determine the percentage of vasectomies that were performed in area, i.e. the
Wakefield district and out of area, i.e. outside of the Wakefield district. The percentages are;
• 89.2% (465) of vasectomies were performed in area
• 10.7% (56) of vasectomies were performed out of area
Community and acute 2017/18
The table below shows how many vasectomies were carried out in acute consultant led services at national
tariff and non-consultant led community services at local tariff. This is not the total cost of service provision as it
does not include the consultation only tariff for community services.
Number of vasectomies
Tariff
Cost
Community
488
£303.30
£148,010.40
Acute
33
£533
£17,589
TOTALS
521
N/A
£165,599.40
GP Practice referrals
• Every GP practice referred patients for vasectomy services in 2017/18.
• The top three GP practice with the highest number of referrals were Outwood Park Medical Centre (34),
White Rose Surgery (33) and New Southgate Surgery (26).
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2.3 TARIFF DETAILS
The National tariff for a consultant led vasectomy procedure is £533. Community provision of vasectomy
services are not commissioned as a consultant led service and therefore National tariff does not apply. The
local price is at £303.30 with £29.84 for consultation only. The table below provides a comparison of the
Wakefield CCG price to partner CCGs within the West Yorkshire and Harrogate footprint for 2017/18.

LB33Z - Vasectomy
Consultation only

•
•
•

Wakefield
CCG
£303.30
£29.84

North
Kirklees CCG
£270
£10

Greater
Huddersfield CCG
£270
£10

Calderdale
CCG
£270
£10

Leeds
CCGs
£320
£30

Bradford
CCGs
£205
£0

Harrogate
CCG
£222
£0

The range of local prices for vasectomy procedures is £205 - £320 across the West Yorkshire and
Harrogate Sustainability and Transformation Plan (STP).
The Wakefield CCG prices are the second highest value for vasectomy procedures and consultation only.
Two CCGs do not offer a consultation only price.

Recommendation 2: Revise the local price in line with North Kirklees, Greater Huddersfield and Calderdale
CCGs.
Estimating savings from amended tariff for activity
The revised price, together with invoicing issues being resolved, is likely to generate savings for the CCG of
between £18,000 and £26,000 per year.
The table below demonstrates the revised price alone would generate circa £16,500 financial savings. Marie
Stopes International invoicing issues are resolved this would result in a further £1,800k saving. Further savings
could be made through the management of referrals.
2015/16
2016/17
2017/18
Cost at current tariff

£122,861

£147,053

£129,874

Cost at revised tariff

£108,320

£127,860

£113,560

14,551

19,193

£16,314

Savings

The following table demonstrates the range of providers delivering vasectomy services for North Kirklees CCG,
Greater Huddersfield CCG and Calderdale CCG at the reduced tariff;
North Kirklees CCG
Greater Huddersfield
Calderdale CCG
CCG
Novus
X
Marie Stopes International
X
X
X
LivingCare Medical Services
X
The Grange
X
The Ridge Medical Practice
X
X
Meltham Road Surgery
X
X
Oakland Health Centre
X
X
Elm Family Doctors
X
X
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2.4 COMMUNITY SERVICE PROVIDER DETAILS
2.4.1

The Grange

Clinic location: The Grange Medical Centre, Highfield Road, Pontefract, WF9 4DP
Activity and cost: The tables below provide three year activity and cost details for The Grange

The Grange
LB33Z - Vasectomy
Consultation only
TOTAL
Activity share

Tariff
300.00
29.84

15/16
Activity
0
0
0
0%

Cost
£0
£0
£0
0%

Tariff
303.30
29.84

1617
Activity
28
0
28
5%

Cost
£8,492
£0
£8,492
6%

2017/18
Activity
YTD
60
4
64
12%

Cost
£18,198
£119
£18,317
14%

Provider engagement
The Grange delivers a demand driven service with vasectomy appointments largely taking place on a Friday
afternoon. Where there is a need pre-assessments are carried out twice a month with a theatre list once a
month. Post procedure semen sample analysis is carried out at Barnsley Hospital.
What works well;
• The provider is positive about the patient assessment, pre-operative counselling and information
patients receive from the consultation prior to the 2 week cooling off period.
• The provider has not has any healthcare associated infections, incidents or patient complaints for the
vasectomy service.
What doesn’t work well;
• The provider indicated a low number of referrals to the service.
2.4.2

Phoenix Health Solutions

Clinic location: Phoenix Health Solutions Limited, White Rose Surgery, Exchange Street, Pontefract, WF9 2RD
Activity and cost: The tables below provide three year activity and cost details for Phoenix Solutions.

Phoenix
LB33Z - Vasectomy
Consultation only
TOTAL
Activity share

Tariff
300.00
29.84

15/16
Activity
0
0
0
0%

Cost
£
£
£
0%

Tariff
303.30
29.84

1617
Activity
59
0
0
11%

Cost
£17,895
0
£17,895
12%

2017/18
Activity
YTD
91
0
91
18%

Cost
£27,600
0
£27,600
21%

Provider engagement
Clinic sessions for vasectomy are demand driven and integrated with the community urology service. Patients
have indicated a preference for vasectomy procedures at the Friday afternoon clinic. Post procedure semen
sample analysis is carried out at Dewsbury District Hospital.
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What works well;
• The provider is positive about the patient assessment, pre-operative counselling and information
patients receive from a nurse prior to the 2 week cooling off period. The nurse is also present at the
procedure offering continuity of care.
• The provider was positive about the 2 week cooling off period as this recognises the gravity of the
decision to be made.
• Improvements in the use of System1 by the medics have created a paperless service and have enable
discharge letters to be issued on the same day.
What doesn’t work well;
•
•
•

2.4.3

The provider indicated that the tariff is low for the service and if they did not provide the community
urology service it would be difficult to continue, financially.
The 8 week waiting time indicated in the current specification can be problematic, if a patient cancels,
during the summer months and before Christmas.
Post procedure semen samples need to be provided to Dewsbury District Hospital (DDH) within one
hour which can be problematic. Patients can access a room at DDH to produce the sample on site. This
can be problematic for patients to adhere to.
Marie Stopes International

Clinic location: Marie Stopes International, The Grove Surgery, Wakefield, WF1 1PG
Activity and cost: The tables below provide three year activity and cost details for Marie Stopes International.
(As identified in section 2.2.2 the data quality below is not accurate as the provider have been charging for
consultation only for all those patients that have had a vasectomy).
2017/18
1617
15/16
Activity
Activity
Marie Stopes
Tariff
Activity Cost
Tariff
Cost
YTD
Cost
LB33Z - Vasectomy
300.00
50
£15,000 303.30
50
£15,165
76
£23,051
Consultation only
29.84
52
£1,552
29.84
65
£1,940
88
£2,626
TOTAL
102
£16,552
115
£17,105
164
£25,677
Activity share
22%
13%
21%
12%
32%
20%
Provider engagement
What works well;
•

•
•

The provider is positive about the patient assessment, pre-operative counselling and information
patients receive. As a National service the provider has access to a dedicated call centre staffed 24/7 by
clinicians where patients can also book the procedure. Most patients choose to have pre-operative
counselling over the phone however can have it in clinic if they choose.
The service has a dedicated experience vasectomy administration team where the patient pathway is
managed including post semen analysis results.
The service uses a postal service for post semen analysis which reduces the burden on patients
attending clinic again.
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•

•

The service has made many improvements after receiving patient feedback including;
o The patient feedback scores on post-operative pain were higher than anticipated so the service
made changes to the pre-operative guidance on pain to manage patient expectations. This has
resulted in a reduction.
o The service has invested in a smoke evacuator as some patients complained about the smells
associated with the technique (cauterisation).
o Vasectomy clinics operate on Friday’s and Saturday’s as patients do not want to take time away
from work.
Vasectomy services are a standard agenda item on all team meetings locally, regionally and nationally.

What doesn’t work well;
• As the provider is continually looking for improvements they did not identify any areas at present
that don’t work well.
2.4.4

Livingcare Medical Services

Clinic location: Originally the provider indicated that services would be delivered from Northgate Surgery,
Pontefract, WF8 1NF. However, at the provider engagement meeting we were informed that due to the low
number of referrals to the service any vasectomies for Wakefield CCG patients are being carried out at their
clinic in Morley, commissioned by Leeds CCGs. The provider has removed Northgate Surgery on eRS as a clinic
location. This is not in line with the original Any Qualified Provider agreement and the provider has been asked
to bring the service back in line.
The provider is carrying out scalpel procedures only. This is largely down to the preference of the medics
carrying out the procedure.
Activity and cost: The tables below provide three year activity and cost details for Livingcare.
2017/18
1617
Cost
15/16
Activity
Activity
Livingcare
Tariff
Activity Cost Tariff
YTD
LB33Z - Vasectomy
300.00
0
0
303.30
0
0
25
Consultation only
29.84
0
0
29.84
0
0
0
TOTAL
0
£0
0
£
25
Activity share
5%

Cost
7583
0
£7,583
6%

Provider engagement
Key points from the provider engagement meeting are;
•
•
•

There are low numbers of referrals to the service and as a result the provider no longer offers
vasectomy services at Northgate Surgery and instead offer Fountain Medical Centre in Morley.
The clinician carrying out the no-scalpel technique retired and therefore all procedures are now the
conventional scalpel procedures.
The provider carries out a post-operative comfort score with all patients and see good results.
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2.4.5

Novus data – for comparison

Activity and cost: The tables below provide three year activity and cost details for Novus. Please note that
Novus gave notice of withdrawal from service provision in 2017/18. Therefore they will not be a provider of
vasectomy services in 2018/19.
2017/18
1617
Cost
15/16
Activity
Activity
Novus
Tariff
Activity Cost
Tariff
YTD
Cost
LB33Z - Vasectomy 300.00
345
£103,500 303.30
328
£99,482
163
£49,438
Consultation only
TOTAL
Activity share

29.84

7
352
77%

£209
£103,709
84%

29.84

4
332
61%

£119
£99,602
68%

5
168
33%

£149
£49,587
38%

2.5 SERVICE SPECIFICATION
In 2014 the Royal College of Obstetricians & Gynaecologists Faculty of Sexual and Reproductive Healthcare
revised the Male and Female Sterilisation guidance and therefore any future specification would need to be
updated in line with these.
Recommendation 3: Revise the service specification in line with revised guidance.

2.6 QUALITY
2.6.1 Clinical guidelines and good practice
The Royal College of Obstetricians & Gynaecologists Faculty of Sexual and Reproductive Healthcare: Male and
Female Sterilisation guidance (2014) provides clinical guidance on elective male sterilisation (vasectomy) and
female sterilisation (tubal occlusion). It is intended for any health professional or service that undertakes
vasectomy and/or tubal occlusion in the UK as well as those who refer individuals for either procedure.
The European Association of Urology Guidelines on Vasectomy 2012 are also applicable to the service.
2.6.2 Patient safety, patient experience and ‘soft intelligence’
Information on patient safety and experience for all providers was sought from interrogating the soft
intelligence reported at Quality Intelligence Group. Intelligence comes from internal sources including
complaints, serious incidents, patient safety walkabouts, GP member practices and from external sources such
as Healthwatch.
•
•

No soft intelligence has been gathered in the last 3 years.
There has been one SI reported in the last 3 years by a provider that has since given notice to
withdraw from service provision.

2.6.3 Quality assurance
CQC reports were consulted for all providers. Phoenix, The Grange, Living Care and Marie Stopes were all
registered with CQC. Please note that CQC inspections relate to the provider organisation as a whole, not
specifically the individual vasectomy service.
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Phoenix (The White Rose Surgery)
A routine inspection was undertaken on 11 February 2014
The following standards were inspected:
Consent to care and treatment
Care and welfare of people who use services
Cleanliness and infection control
Requirements relating to workers
Complaints

Met this standard
Met this standard
Met this standard
Met this standard
Met this standard

The Grange Medical Centre
The inspections below focussed mainly on the general practice part of the organisation. An inspection of the secondary
care element of the organisation is imminent.
Announced comprehensive inspection - September 2015
Overall ratings for this service:
Safe
Effective
Caring
Responsive
Well-led
Overall
Focused inspection - 12 December 2016
Overall ratings for this service:
Are services effective?
Are services responsive to people’s needs?
Overall

Good
Requires Improvement
Good
Good
Good
Good

Good
Good
Good

Marie Stopes
An inspection of administrative offices to check on steps taken in relation to serious breach in regulations.
http://www.cqc.org.uk/sites/default/files/new_reports/AAAG6589.pdf was undertaken on 27-28 February
2017. This inspection was to review corporate issues and governance at a provider level. The Caring domain was
not inspected as care was not provided at this location.
CQC are carrying out checks on locations registered by this provider using their new way of inspecting services.
Reports will be published when their checks are complete.
Living Care Medical Services
This service was registered with CQC 2 June 2017and has not been inspected yet.
It was formally registered under Fountain Diagnostic Ltd. A routine inspection took place on 13 February 2014. The
following standards were inspected:
Treating people with respect and dignity
Met this standard
Providing care, treatment & support that meets people’s needs
Met this standard
Caring for people safely and protecting them from harm
Met this standard
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Staffing
Quality and suitability of management

Met this standard
Met this standard

2.6.4 CQUINs
Information was sought from provider CQUIN schemes.
•

Phoenix Health Solutions has participated in CQUIN schemes over the contract period. Quality
improvements have not been specific to vasectomy services but will have contributed to service
improvements e.g. improving staff huddles after sessions, improving record systems including use Visio to
create process mapping for service pathways.

•

Marie Stopes participated in the 2016-2017 scheme to improve the quality of their patient brochures and
information leaflets for patients using this service. They did not participate in the 2017-2018 scheme but
have signed up to the 2018-2019 scheme

•

Living Care Medical Services participated in the 2016-2017 and 2017-2018 schemes. Improvements included
becoming dementia friendly, engagement process improvements for gathering greater feedback from
service users and SUS reporting improvements.

•

The Grange has participated in CQUIN schemes over the contract period. In 2016-17 there was a focus on
hand washing for theatre staff undertaking vasectomy including a visual manual audit.

3

FUTURE COMMISSIONING INTENTIONS

3.1 KEY CONSIDERATIONS FOR FUTURE COMMISSIONING INTENTIONS
•
•
•

•

•

•

In 2017/18 just over 500 men within the district had a vasectomy.
In 2017/18 community AQP providers delivered 93.6% (488) of procedures with 6.3% (33) delivered by
other providers.
Vasectomy services are non-consultant led services and therefore local prices can be set. The
recommended revised tariff will achieve savings for the CCG of £18,300 per annum compared to current
spend.
Within the NHS Choice Framework patient choice is related to consultant-led services, with vasectomy
services being non-consultant led the regulations do not apply and the CCG can determine the patient
choice framework.
Evidence shows that vasectomy is a safe and cost effective form of permanent contraception. There are
also fewer operation related risks with vasectomy as it avoids a laparoscopy and usually avoids a general
anaesthetic.
The commissioning model chosen needs to deliver high quality, supportive of innovation, and support a
workforce model that delivers competence, recruitment and retention.

3.2 OPTIONS FOR FUTURE COMMISSIONING
Based on the data and information produced in this service review the following commissioning options will be
explored;
•
•

Option 1: Re-procure community vasectomy services under an Any Qualified Provider route with the
recommended service specification and tariff changes.
Option 2: Procure community vasectomy services from a single provider, with multiple locations, with
the recommended service specification and tariff changes.
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•

•

Option 3: Do not commission community vasectomy services. Let the AQP contracts expire and do not
re-procure community vasectomy services. Patients would access vasectomies via acute provision as
part of the NHS Standard Contract.
Option 4: Let the AQP contracts expire and develop a commissioning statement that states the CCG
does not routinely commission vasectomy services. Options for specific referral criteria and Individual
Funding Requests to be explored.

Option 1: AQP
Description
Re-procure community vasectomy services under an Any Qualified Provider route with the recommended
service specification and tariff changes.
Benefits
• Vasectomy is a safe and cost effective form of
permanent contraception option for couples not
wanting to have any more children.
• Offering vasectomy services reduces the risk of
unplanned, unwanted pregnancies that may have
otherwise resulted in termination of pregnancy
costs.
• AQP offers patients a choice of local community
providers.
• Having more than one provider deliver the service
may create resilience.
• The current service is already established as an
AQP.
• Savings would be generated with the reduced
tariff.

Risks
• Small AQP providers may not see the volume of
patients required to retain clinical competence.
• There is a risk that accrediting too many providers
will create additional administrative burdens in
processing service delivery and in provider
management.
• There is no guarantee of activity for providers and
having too many providers could limit the activity
share for providers and make them unsustainable.
• Resource intensive - resource would need to be
allocated from the CCG to undertake a
procurement process (this includes
Transformation, Finance, Quality, Clinical Lead
etc.)

Option 2: Single provider
Description
Procure community vasectomy services from a single provider, with multiple locations, with the recommended
service specification and tariff changes.
Benefits
• Vasectomy is a safe and cost effective form of
permanent contraception option for couples not
wanting to have any more children.
• Offering vasectomy services reduces the risk of
unplanned, unwanted pregnancies that may have
otherwise resulted in termination of pregnancy
costs.
• Opportunity to re-design the service in a different
way.
• A single provider model would provide some
guarantee of activity for the provider with

Risks
• A single provider would not offer patients a choice
of local community providers.
• A single provider model does not offer resilience.
In the event of any issue that causes the loss of
service or interruption to service delivery could
result in referrals to secondary care providers
which would be charged at national tariff putting
cost pressures on the budget.
• Resource intensive – resource would need to be
allocated from the CCG to undertake a
procurement process (this includes
16

•
•

increased competency.
A single provider in multiple locations will offer
patients a choice of location.
After the procurement process has been
completed, from a monitoring perspective it may
be less resource intensive (i.e. if the model was a
single provider only one contract to manage).

Transformation, Finance, Quality, Clinical Lead
etc.).

Option 3: Do not commission community vasectomy services
Description:
Let the AQP contracts expire and do not re-procure community vasectomy services. Patients would access
vasectomies via acute provision as part of the NHS Standard Contract.
Benefits
• Would be less resource intensive for CCG as there
would be no requirement to undertake a
procurement exercise.
• Vasectomy is a safe and cost effective form of
permanent contraception option for couples not
wanting to have any more children.
• Offering vasectomy services reduces the risk of
unplanned, unwanted pregnancies that may have
otherwise resulted in termination of pregnancy
costs.

Risks
• CCG costs for vasectomies would increase as all
activity would be charged at national tariff.
• Shift in activity may put additional pressure on
acute Urology services.
• The revised service specification would not be
implemented.

Option 4: Do not routinely commission
Description:
Let the AQP contracts expire and develop a commissioning statement that states the CCG does not routinely
commission vasectomy services. Options for specific referral criteria and Individual Funding Requests to be
explored.
Benefits
• There is a perception that it would maximises cost
savings against this expenditure line and QIPP
contributions (however, see first risk).

Risks
• Any reduction in costs could result in an increase
in costs for other services, i.e. termination of
pregnancy.
• An increase in the number of termination of
pregnancies due to the lack of NHS vasectomy
services;
o Is poor patient experience,
o Could expose patients to undue clinical
risks and result in poor clinical outcomes
o Could result in increased referrals to
mental health / IAPT services.
• Restricting access to vasectomy services put the
CCG at risk of legal challenge from judicial review.
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3.3 RECOMMENDED OPTION
The recommended option is to re-procure vasectomy services as a single provider in multiple locations with the
revised service specification and tariff. The rationale for this includes;
•
•
•
•

There is a low volume of activity each year which can be most effectively delivered by a single provider.
A single provider in multiple locations will offer patients a choice of location across the district.
A single provider offers more opportunity to work in partnership with the CCG to drive innovation and
can deliver a workforce model that delivers competence, recruitment and retention.
A single provider model would enable the CCG to monitor the service for quality more effectively.
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Appendix 1: GP practice referral breakdown for vasectomy services 2017/18
GP Practices referrals for vasectomy services 2017/18

CODE

B87018
B87005
B87042
B87033
B87009
B87032
B87006
B87003
B87036
B87026
B87016
B87021
B87011
B87007
B87015
B87044
B87022
B87027
B87013
B87019
B87025
B87023
B87030
B87039
B87041
B87602
B87600
B87017
B87604
B87012
B87004
B87028
B87020
B87031
B87008
B87001
B87002
B87040

PRACTICE NAME

HENRY MOORE CLINIC
RIVERSIDE MEDICAL CENTRE
TIEVE TARA MEDICAL CENTRE
NEWLAND LANE SURGERY
St. THOMAS ROAD
STATION LANE MEDICAL CENTRE
Dr SINGH AND PARTNERS
COLLEGE LANE SURGERY
Drs DIGGLE & PHILLIPS
THE GRANGE SURGERY
WHITE ROSE SURGERY
ASH GROVE SURGERY
FRIARWOOD SURGERY
NORTHGATE SURGERY
STUART ROAD SURGERY
ALVERTHORPE SURGERY
HOMESTEAD CLINIC
NEW SOUTHGATE SURGERY
OUTWOOD PARK MEDICAL CENTRE
STANLEY HEALTH CENTRE
CASTLEFORD MEDICAL PRACTICE
PINFOLD SURGERY
FERRYBRIDGE MEDICAL CENTRE
KINGS MEDICAL PRACTICE
PARK VIEW SURGERY
PATIENCE LANE SURGERY
QUEEN STREET SURGERY
TRINITY MEDICAL CENTRE
EASTMOOR HEALTH CENTRE
MAYBUSH MEDICAL CENTRE
WARRENGATE MEDICAL CENTRE
CROFTON HEALTH CENTRE
CHAPELTHORPE MEDICAL CENTRE
CHURCH STREET SURGERY
LUPSET HEALTH CENTRE
MIDDLESTOWN MEDICAL CENTRE
ORCHARD CROFT MEDICAL CENTRE
PROSPECT SURGERY
TOTALS

VASECTOMY PROVIDERS

IN AREA
Community
Marie
The
Grange Phoenix Stopes Novus
2
1
6
1
4
2
1
3
3
2
1
3
5
5
1
2
3
25
6
26
2
6
7
1
4
2
2
2
6

3

4
1

2
15
28
7
10
4
13

1

Acute

OUT OF AREA
Acute

Community

MYHT

Livingcare

Barnsley CHFT

Care UK Doncaster LTHT

Ramsay

3
2
1

5
1
2
3
3
1
7
1

1
1

Sheffield Spire

York

BTHT

Harrogate
12
14
8
5
5
5
11
13
6
25
33
22
19
15
13
7
9
26
34
10
4
24
19
25
3
1
3
20
1
5
3
15
17
20
14
19
14
22

2

1

1
1

13
7
8
5
3
1
10
6

5
3
1

1
2

1

1
1

3
6
8
11
2
1

TOTALS

1

1

1
4
2

1

1

3
1

14

1
1
1
2

2
1
2
3

2
1
64

1
5
91

10
5
9
8
12
4
9
164

2
1
1
2
2
6
6
2
6
5
4
144

1

2
1
1
1
1
2

1

2

25
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2
1
12

1

0

0

0

0

1
5

0

1
1
2
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A key principle is: commissioning and procurement should be transparent and nondiscriminatory.
Commissioning Intention Ref:
This following document relates to the procurement of Community Vasectomy Services for the
Wakefield District.
Description of Service

The Vasectomy service has been reviewed in line with NHS Wakefield CCG’s QIPP programme against the
AQP Programme/Scheme.
The service review has been completed in line with the strategic direction and in accordance with the
latest guidelines and evidence based practice.
There is currently a vasectomy service provided in the Wakefield District for males who require
sterilisation as a means of (usually) permanent contraception. The service includes counselling,
assessment, booking and patient information. This is a minor operation and the service is provided
primarily in the community with the exception of a very small number of patients who need to have the
procedure undertaken in an acute setting.
The service review outlines the procurement options for vasectomy service and makes the
recommendation to pre-procure services for a single provider in multiple locations via competitive
tender. Vasectomy services will continue to be community based.

Why is formal tendering
applicable to this service?

Principle/Key Considerations
Q1 – Is this a new service or a
significant re-design?

The service requires competitive tendering in accordance with NHS
Wakefield Standing Financial Instructions:
Formal tendering is required for all expenditure over £50,000.
Evidence (For completion by Commissioners)
This is not a new service and there is no significant service redesign. The service specification has been updated in line with
national strategy and guidelines.
In line with the Wakefield CCG Procurement Policy, a new
competitive tender exercise will need to be conducted to select
the future providers of the service, to be mobilised on 1 April 2019.

Q2 - Is the service to be funded on
a cost per case basis?

Yes. Payment will be cost per case with a revised tariff;

Q3 - Is there a likelihood that
TUPE will apply?

To be confirmed. However it is unlikely as vasectomy service
provision is a small part of provider activity.

Q4 - Is the service intended to
increase patient choice?

This is a non-consultant led service and therefore the NHS Choice
Framework does not apply. A single provider will be selected.
However the service will offer patients a choice of locations across
the district.

Q5 - Has there been sufficient
analysis to identify if there is a
competitive market for the
proposed service? Has the market
been robustly tested?
Considerations
Evidence of CCG market analysis
• What does the market look like?
• Could the market be developed
by the CCG?
• Are there any barriers to entry
• Different models of provision

LB33Z – Vasectomy: £270
Consultation only: £10

Market analysis has taken place through the service review
process. There is currently a sufficient competitive market for this
procedure, taking into account the range of current providers and
the ease of opportunity for others to enter the market.
There are no barriers to entry.

Q6 Does the proposed service
meet any of the listed reasons for
waiving tender procedures as
stated in the CCG SFI’s?

No

Is there a relevant exclusion from
the obligation to hold a call for
competition, e.g. special or
exclusive rights?

No

Yes. The service costs with the reduced tariff are estimated to be
between £140,000 - £150,000 per annum.

Q7 Does the expected value of the
contract exceed £100k?
The lowest costs are based on 2017/18 overall activity (521) at the
revised price of £270 per procedure with an estimated (10) charge
Considerations:
for consultation only £10. Assuming all activity will go through
community provider.
• Estimated value is for the
projected contract term not per
The highest cost factors in a low number of referrals to acute trusts
year
• Contracts over £50,000 must be attracting national tariff.
advertised on ‘Contract Finder’

Q8 Where the CCG can
demonstrate the service must be
provided by a particular provider
to protect essential public
services, an advertised tender is
unlikely to be necessary. This
must not be used to protect
providers not best placed to meet
the needs of the patient and the
population.
Considerations:
If the service is removed from an
existing provider will it have a
negative impact on retained
services?
Will the decision to tender the
service destabilise the existing
health economy?
Q9 Will the service sit under ‘Any
Qualified Provider’?
Considerations:
i.e. Is the service defined as
‘Routine Elective Services’ and can
it be offered through Free Choice
Q10a Does the existing provider
meet the service specification?

Essential public services are not at risk as it is not foreseen that the
provision of community vasectomy service will destabilise similar
services at MYHT or the local health economy.
It is therefore not a requirement to request that this service is
provided by any one particular provider.

The service will not sit under AQP.

The current service is delivered by four AQP providers. The future
model of provision will be a single provider delivering in multiple
locations across the district.
The service specification and Key Performance Indicators have
been updated in line with revised best practice and guidance.

Q10b Would going out to formal
tender have a detrimental effect
on an existing service?

There is a need to go out to formal tender at this time as the
current contract for vasectomy services expires on the 31st March
2019, therefore re-procurement of the service is needed to ensure
there are no gaps in service.
There may be an impact upon the four current AQP providers as
the new service model will be a single provider. Therefore all or
most of the current providers will not receive vasectomy activity
for Wakefield CCG patients in the future.

Q11a Commissioners should
commission services from the
providers who are best placed to
deliver the needs of their patients
and populations
Considerations:
Does the existing provider meet
this requirement?
Are there better alternatives?
Do we know who these providers
are?
Q11b Are there better
alternatives?

There a no quality concerns with the current AQP providers.
There are a range of providers locally and nationally which are able
to deliver high quality vasectomy services.
A single provider with multiple locations will support the delivery
of high quality services for the CCG’s population, provides more
opportunity to work in partnership with the CCG to drive
innovation and can deliver a workforce model that delivers
competence, recruitment and retention.

There are a range of providers currently providing the vasectomy
service and the options appraisal contained within the service
review concludes that this is the best option.
The new service specification and procurement model is aimed at
ensuring that all services directly commissioned by NHS Wakefield
CCG will be of the highest quality.

Recommendation:
The service review document examines four options for future commissioning of vasectomy services.
These are;
• Option 1: Re-procure community vasectomy services under an Any Qualified Provider route with
the recommended service specification and tariff changes.
• Option 2: Procure community vasectomy services from a single provider, with multiple locations,
with the recommended service specification and tariff changes.
• Option 3: Do not commission community vasectomy services. Let the AQP contracts expire and
do not re-procure community vasectomy services. Patients would access vasectomies via acute
provision as part of the NHS Standard Contract.
• Option 4: Let the AQP contracts expire and develop a commissioning statement that states the
CCG does not routinely commission vasectomy services. Options for specific referral criteria and
Individual Funding Requests to be explored.
The benefits and risks of each option are noted in the service review and makes the following
recommendation:
The recommended option, as identified within the service review, is to re-procure vasectomy services as
a single provider in multiple locations with the revised service specification and tariff. The rationale for
this includes;
• There is a low volume of activity each year which can be most effectively delivered by a single
provider.
• A single provider in multiple locations will offer patients a choice of location across the district.
• A single provider offers more opportunity to work in partnership with the CCG to drive
innovation and can deliver a workforce model that delivers competence, recruitment and
retention.
• A single provider model would enable the CCG to monitor the service for quality more
effectively.

Comments from Head of Contracting and Procurement:
I agree with the outcomes of the service review being presented and recommend the route to market
being a full open competitive procurement. This is an open and transparent route; fair to all providers.

Title of
meeting:

Probity committee

Date of
Meeting:

25 September 2018

Paper Title:

Wakefield Integrated Urgent - Primary
Care Provision - Strategic Outline Case

Purpose (this
paper is for):

Decision

Discussion

Agenda
Item:

Assurance
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Public/Private Section:

Public
Private
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Information



Report Author and Job Jenny Beckett, previous Head of Urgent Care Service Delivery
Title:
and Transformation
Presented by Katie Roebuck current Head of Urgent Care
Service Delivery and Transformation
Responsible Clinical
Dr Greg Connor, Executive clinical advisor
Lead:
Responsible
Pat Keane, Interim Chief Operating Officer
Governing Board
Executive Lead:
Recommendation (s):
It is recommended that the Probity Committee note the update for urgent-primary care redesign in the Wakefield district.
Executive Summary:
• One of the key priorities for the organisation is the delivery of safe, effective and high
quality urgent-primary care services.
• This Strategic Outline Case (SOC) proposes to transform the urgent-primary care
system across the Wakefield District as described by Keogh and in locally strategies
with aims of reducing the confusion, drive efficiency and simplify urgent care access.
• The SOC states the commissioning objectives for WCCG in relation to commissioning
urgent-primary care services.
• In line with the 5 case model of business case development, the commissioning
objectives are mapped to the critical success factors for effective delivery of a service
change.
• Two options are proposed, the preferred option, to redesign services in parallel with
wider urgent care pathway reconfigurations, is the preferred option, meeting more of
the commissioning objectives and critical success factors.
• It is noted that option 2 is not without risk, and mitigations are highlighted.
• The next steps are described, these being to work with current providers to develop
proof of concept pilot in an interim year, which will allow the CCG to understand the
best model of delivery for putting out to procurement in the preceding year.
• There is ongoing discussion with partners within the system to develop a service
specification and business case. This model will be tested within 2019/20 for
procurement in April 2020.
Link to overarching

principles from the
strategic plan:

Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients





The Integrated Impact Assessment (IIA) has been developed

There has been extensive engagement with the public to gain an
understanding of people’s patterns of behaviour in relation to
primary and urgent care services and their expectations in terms
of service provision. The Highlights are:
•
•
•
•
•

Meeting the Challenge formal consultation 2013
A review of the Walk-in Service 2014
Primary care engagement 2015
Healthwatch Wakefield report-Hear, see and Treat 2016
Healthwatch Wakefield report-Why do people attend A&E
2016
• Evaluation of West Wakefield Extended Hours (GP Care
Wakefield) 2016
• Urgent Care at Pontefract engagement (Healthwatch)
2017
Dialogue will continue with stakeholder groups as necessary and
appropriate to ensure input to local plans.
Management of Conflicts
of Interest:

As the SOC includes the provision of primary urgent care there is
the potential for conflict with our member GPs.
Therefore Greg Connor is the clinical lead for the development of
the model.
It has been agreed that other CCG GP colleagues, as with all
service developments, can be involved in the design of the
model but not in decisions around finance and procurement.
The decisions related to this transformation will therefore go
through probity committee.
The model redesign and transformation requires involvement of

local partner providers, our GP membership is therefore involved
in the same way as our other local providers are being involved.
Assurance departments/
organisations who will
be affected have been
consulted:

Finance (Interim Head of Strategic Finance, Corporate Financial
Accountant)
Commissioning (Commissioning Managers)
Contracting (Performance and Intelligence Manager)
Clinical leads (Executive Clinical Advisor) Urgent Care Leads)
Quality (Quality Improvement Manager)
Engagement (Senior Engagement Manager)
Primary Care (Head of Primary Care Co-Commissioning)
Informatics (Informatics Integration Lead)
Procurement (Head of Procurement)

Previously presented at
committee / governing
body:

Strategy for urgent and emergency care presented to A&E
improvement group April 2018.
Strategic overview presented to probity committee, new models
of care board and clinical cabinet in May 2018.

Reference document(s) /
enclosures:

Local healthwatch, (2016). Urgent and Emergency Care:
Engagement Report -https://healthwatchkirklees.co.uk/wpcontent/uploads/2016/04/Urgent-and-Emergency-Careengagement-report-FINAL-1.pdf
Urgent and Emergency Care Review - Sir Bruce Keogh (13
November 2013) https://www.england.nhs.uk/2013/11/keoghurgent-emergency/
Integrated Urgent Care service specification (NHSE 2017)
https://www.england.nhs.uk/wpcontent/uploads/2014/06/Integrated-Urgent-Care-ServiceSpecification.pdf
Urgent Treatment Centre – Standards and Principles (NHSE
2017) https://www.england.nhs.uk/wpcontent/uploads/2017/07/urgent-treatmentcentres%E2%80%93principles-standards.pdf
Transforming urgent and emergency care services in England
(NHSE 2015) https://www.england.nhs.uk/wpcontent/uploads/2015/06/trans-uec.pdf
NHS Five Year Forward View (FYFV October 2014)
https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfvweb.pdf
Wakefield Clinical Commissioning Group - Constitution (May
2018)
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUpl

oads/Corporate_documents/NHS_WCCG_Constitution_final_Ma
y_2018.pdf.
The Kingsfund - High Quality Care for all (2008)
https://www.kingsfund.org.uk/sites/default/files/briefing-highquality-care-for-all-jo-maybin-ruth-thorlby-kings-fund-july2008.pdf
Care Quality Commission (Jan 2018)
https://www.england.nhs.uk/wpcontent/uploads/2015/10/integrtd-urgnt-care-comms-standrdsoct15.pdf
The Primary Care Foundation (2009)
https://www.primarycarefoundation.co.uk/images/PrimaryCareFo
undation/Downloading_Reports/Reports_and_Articles/Urgent_C
are_Commissioning/Breaking_the_Mould_RELEASE.pdf
Risk Assessment:

The preferred option requires the extension of two contracts for a
one year period. This will be managed through the organisations
tender waiver process. Any tender waiver could be challenged.
The risk will be reduced by:- Having a new pilot model in place;
- Having a limited timeframe on the pilot;
- A requirement to understand the interdependencies and
how the new reconfiguration of services will impact on the
local model and demand going forward.
- Full engagement with the Market, NHS England and NHS
Improvement,
- Ensure that a fully complaint procurement follows the
initial pilot phase to fulfil the CCG’s procurement and
contracting obligations.

Finance/ resource
implications:

Within the SOC there are a number of sections which refer to
financial resource:-

The financial case (chapter 3)
The economic case (chapter 5)
The commissioning objectives

These make reference to the need to work within current
resource and improve efficiency to deliver an improved service
model including clinical advisory service.
There will be an element of growth; the CCG will need to
consider the allocation of resource to these contracts which
takes account of this in a fair way to all service providers.
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1. Introduction

1. NHS Wakefield Clinical Commissioning Group (WCCG) is responsible for the
commissioning of health services within the Wakefield district.
2. Our aim is to transform healthcare and reduce health inequalities for patients
in the Wakefield district.
3. One of the key priorities for the organisation is the delivery of safe, effective
and high quality urgent and emergency care services.
4. WCCG sits within the Mid Yorkshire system; the Mid Yorkshire system refers

to two Clinical Commissioning Groups - North Kirklees and Wakefield, and
the providers along with social care and voluntary sector partners within
those districts.
5. The Mid Yorkshire System sits within the West Yorkshire and Harrogate
Sustainability and Transformation Health and Care Partnership (STP).
6. Like WCCG locally both the Mid Yorkshire system and STP have improving
urgent and emergency care as a key priority in their strategies.
7. This is in line with key strategic national guidance and recommendations for
urgent and emergency care including the ‘’Urgent and Emergency Care
Review’’ (the Keogh review 2013), “Transforming Urgent and Emergency
Care Services in England” (NHSE 2015), Integrated Urgent Care (IUC)
service specification (NHSE 2017) and the Urgent Treatment Centre –
Principles and Standards (NHSE 2017).
8. WCCG has commissioned urgent-primary care services in line with local
requirements, national directives and in collaboration with other CCGs across
the STP footprint.
9. Services have been adapted and developed over time in line with new
guidance, best practice and local requirements.
10. This has led to a complex, multifaceted arrangement of urgent-primary care
provision across the district.
11. This Strategic Outline Case (SOC) proposes to transform the urgent-primary
care system across the Wakefield District as described by Keogh and in local
strategies with the aims of reducing the confusion, drive efficiency and
simplify urgent care access.
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12. The commissioning objectives described in the Strategic Outline Case
(SOC) aim to reduce duplication, improve ROI, enable us to meet our
national targets and provide a simple access route for patients.
13. This needs to be achieved within the financial constraints facing all NHS
organisations.
14. Two options are proposed, the preferred option, to redesign services in
parallel with wider urgent care pathway reconfigurations, meeting more of the
commissioning objectives.
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2. The Strategic Case
A. Strategic context

The strategic case is based on a desire to commission first class healthcare that
provides the best possible outcomes for the Wakefield District population as close
to home as possible.

i. Organisational Overview

NHS Wakefield Clinical Commissioning Group plans and pays for local health
services in the Wakefield district. The CCG is made up of 37 GP practices and
covers a population of over 360,000 patients. Led by GPs and nurses, we work
together with patients and GP practices in the area to ensure the right NHS services
are in place to support the health and wellbeing of the local population.
Our population includes some of the most deprived neighbourhoods in the UK.
Twelve out of the 21 wards in our area are in the UK’s 25% most deprived and life
expectancy is below the national average. There are also above average levels of
teenage pregnancy, obesity and smoking-related illnesses such as heart disease,
stroke and cancer.
The Mid Yorkshire system, serves a population of 560,000 covering both the North
Kirklees and Wakefield Districts. Wakefield and North Kirklees Clinical
Commissioning Groups work with their social care and voluntary sector partners to
commission providers to deliver urgent and emergency healthcare.
The Mid Yorkshire System sits within the West Yorkshire and Harrogate
Sustainability and Transformation Partnership (STP). Local NHS organisations,
councils, charities and partner organisations work closely together to make
improvements to the health and social care system. As part of this work, a specific
programme, the West Yorkshire Urgent and Emergency Care Network (WYUECN),
co-ordinates improvements for urgent and emergency care across the West
Yorkshire region.
The diagram (figure 1) below shows how the Mid Yorkshire system sits between the
West Yorkshire regional STP and the local, CCG level.
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Figure 1: Mid Yorkshire Urgent & Emergency Care System

ii. Organisations strategic vision and alignment

WCCG has set out in the following vision:

“We aim to commission quality services that will improve local patients’ experiences of care and
improve their health. To do this, we want to involve and listen to patients, practices, partners
and staff when altering or changing our services.”

At all three levels, CCG, Mid Yorkshire and STP, urgent and emergency care is a
key priority in delivering effective, safe and high quality health services to the
population. The Mid Yorkshire urgent and emergency care strategy has a vision:
“To provide integrated 24/7 urgent and emergency care services with easy and fast access
offering the highest quality care and support in the most suitable setting by the most suitable
individual. Integrated services will provide seamless care and support, navigating people and
their carers through urgent care services, direct to the most suitable service for the individual’s
needs.”

This is in line with the STPs key objective which states:
“Our vision for urgent and emergency care is that we should provide a highly responsive service
that delivers care as close to home as possible, minimising disruption and inconvenience for
patients, carers and families.”
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These are aligned to the national guidance and recommendations for urgent and
emergency care stated in the Keogh review:
“Firstly, for those people with urgent care needs we should provide a highly responsive service
that delivers care as close to home as possible, minimising disruption and inconvenience for
patients and their families."
"Secondly, for those people with more serious or life threatening emergency care needs, we
should ensure they are treated in centres with the very best expertise and facilities in order to
maximise the chances of survival and a good recovery."

The following diagram, Figure 2, describes Keogh’s vision:
Figure 2: National Model for urgent and emergency care

The Royal College of General Practitioners (RCGP) vision of what good urgent care
service looks like is outlined as:
-

patients and the public having access to convenient, high quality, timely and
cost effective urgent and emergency care services and;
knowing how to access these services effectively when they require them, with;
the aim being for ‘Patients to be seen by the right health and/or social care
professional, in the right setting and at the right time, quality and cost’.
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iii. Organisations business objectives

Nationally there is “a long-term vision to create an urgent and emergency care
system that is capable of delivering the right care, first time for the majority of
patients through a networked model seven days a week, and which is easy for our
patients to navigate and understand.” (Transforming urgent and emergency care
services in England, NHS England 2015).
In Wakefield, as with the rest of the UK, there is rapidly increasing demand for
health and social care services against a backdrop of constrained resources.
People are living longer and often have multiple health and social care needs as
they age. In England, 53% of people report that they have a longstanding
health/mental health condition, and the number of people living with more than one
long-term condition is set to rise from 1.9 million in 2008 to 2.9 million in 2018. This
is a substantially different situation from twenty years ago; therefore, the current
pattern of services and models of care will need to change.
This ever changing environment has resulted in increased pressures on the urgent
care system including NHS 111, Pinderfields and Pontefract Hospitals, the Out of
Hours (OOH) Service, the walk-in-service, general practice, pharmacy and dental
services.
With prominent system pressures across the NHS and social care environment,
Wakefield system leaders recognise that we need to engage with new ways of
working to help close this gap. By expanding and building on the transformation
work underway across Health and Social Care, with New Models of Care partners, it
will be critical to understand how the Wakefield Integrated Urgent –Primary Care
provision will contribute to supporting to close the gap described above.
In line with the New Models of Care Partners, there is a prerequisite to optimise the
existing and future workforce and provide sustainable services that deliver high
quality health and social care for the population of Wakefield.
WCCG is committed to ensuring the services commissioned meet the requirements
of the local population and work in an integrated way with other services in the
district such as New Models of Care partners and pharmacy, within its financial
allocation.
The increase in activity has an associated increase in cost for the Mid Yorkshire
system in that it requires additional resource, especially clinical staffing, to manage
the increased demand. WCCG needs to review the urgent care pathway to ensure
the most effective use of resources occurs. There is a risk that if WCCG does
nothing it will weaken its current financial position.
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Striving to ensure that it maintains and improves local services for the population it
serves, WCCG must continue to commission 24/7 access 365 days a year to
urgent-primary care services. We must also ensure we get the right amount of the
right provision at the right time of day whilst maximising utilisation to ensure
services work efficiently.
The current commissioned landscape recognises the difference between ‘in-hours’
and ‘out-of-hours’ demand profiles, however, access is increasingly required in
evenings and at weekends. The national requirement to deliver local ‘extendedaccess to primary care,’ in the ‘out-of-hours’ period recognises this need. Ensuring
services work together to deliver care seamlessly over the 24 hour period is a key
objective for WCCG as is ensuring patients are seen by the correct medical
professional in the right place, first time

iv. Existing Business Strategies

The national trend is that more people are using emergency services with
Emergency Departments experiencing 22 million visits a year. Many are working at
full capacity. The causes for this are complex and multi-factorial, reflecting both the
rising acuity of patient needs, but also the increasing trend for people to choose to
access the Emergency Department (ED) as a first option. Service users are
confused over the full range of out of hospital services, whether community, primary
or social care and/or self-care options and the extent to which these services are
able to support them before they need urgent care.
Responding to the increase in Accident and Emergency (A&E) activity, the West
Yorkshire and Harrogate STP wanted to understand why many patients use A&E as
a first port of call. A&E can be perceived as a convenient place to go if you have a
problem with your health, as it is seen to offer the highest level of expertise, with
access to diagnostic equipment such as x-rays. However medicine has changed –
GPs, ambulance staff and people working in a wider range of services can and do
provide urgent and emergency care.
As a member of the STP partnership, Healthwatch Kirklees led out an exercise to
find out why people use A&E. They discovered key themes why people report to
attending A&E as:“The reason they attend
- Patients are often told to attend urgent and emergency care services, such as A&E by their
GP practice. Either because the GP is unable to provide the patient with the treatment and
/ or tests that they require, or the GP practice is unable to provide the patient with an
urgent appointment.
- Many patients state that they do try to obtain a GP appointment prior to attending urgent
and emergency care services. But if they are unable to be seen quickly they feel they have
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-

-

no choice but to access urgent and emergency care services to ensure that their condition
is treated.
GP services and community-based health care are also often closed when patients need to
access them, forcing them to go elsewhere, despite their preferences to use these services.
Many had a health condition that they felt needed to be dealt with urgently, and that
urgent and emergency care services were the best place to receive the care that they
required, such as x-rays, scans, blood tests, stitches and other treatments.
Some attended as it was the most convenient place for them to receive care, in that it was
easy to access as no appointments are required or it was close to home.
A few people mentioned that their GP had referred them to A&E as their GP had been
unable to admit them as an inpatient due to the lack of hospital beds
People want to be seen by the most appropriate person, quickly and in a setting that is
close to home. They don’t want to be travelling long distances when they needed urgent or
emergency care.

Quality of service in urgent and emergency care services
- Whilst most commented on having to wait for long periods of time to be seen, people
report high levels of satisfaction with the treatment they receive in urgent and emergency
care services. They have confidence and trust in urgent and emergency care services and
believe it provides the best place for them to get treatment for their condition.
- People believe urgent and emergency care services such as A&E provide a convenient place
to go, and reassurance that an injury or condition is not serious and does not need further
treatment. It is perceived as offering the highest level of expertise, with access to
appropriate diagnostic equipment such as x-rays.
- Many commented on how helpful and friendly the staff were and praised the quality of the
care they received.
- Some concern was expressed about the long waits in urgent and emergency care services,
such as A&E and not being told how long they would have to wait/ reasons why. In some
cases, when information was displayed on expected waiting times, the information was
inaccurate and out of date. Some patients were also concerned that they received no, or
inadequate pain relief.
- Some people mentioned that they had to endure long waiting times in A&E whilst waiting
for an inpatient bed to become available.” (Local Healthwatch, 2016, Urgent and

Emergency Care: Engagement Report).
According to the NHS Five Year Forward View (FYFV 2014) there is a strong case
for ensuring our services are ‘simplified, helping people get the right care at the right
place at the right time; making more appropriate use of the ambulance service,
mental health teams, urgent care centres, community care, primary care and social
care’. The FYFV states there will be additional flexibility in the system to make
referrals, including weekend access to GPs and community bases, and greater use
of pharmacists.
In addition to this, in the FYFV the Royal College of General Practitioners (RCGP)
recognise the importance of a ‘whole system’ and ‘multidisciplinary’ approach to
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urgent and emergency care. This is in line with the Keogh recommendations,
namely:
• Improve the health and wellbeing of local people - in a way that we can measure.
• Make general practice easier for people to access where appropriate - and make
it more joined up with other parts of the health and wellbeing system.
• Make care seamless, particularly for the most vulnerable and in need - by
working with New Models of Care partners towards an integrated health and
social care system.
• Make sure patients get treatment and diagnosis as close to home as possible and they go into hospital only when it is clinically necessary.
• Make it easier for people to find the right treatment when they need urgent or
emergency care - so they get the right care in the right place at the right time.
• Explore new ways of working and design an organisation which will deliver all our
objectives.
The Commissioning Standards for Integrated Urgent Care published in September
2015 by NHS England describe how we will build on the national NHS 111 service
to give patients easy access to both urgent care treatment and clinical advice. The
national vision of the integrated urgent care service is:
“The offer will be a single entry point to fully integrated urgent care services in
which organisations collaborate to deliver high quality, clinical assessment, advice
and treatment and to shared standards and processes and with clear
accountability and leadership.
“Central to this will be the development of a ‘Clinical Hub’ offering patients who
require it access to a wide range of clinicians, both experienced generalists and
specialists. It will also offer advice to health professionals in the community,
such as paramedics and emergency technicians, so that no decision needs to
be taken in isolation.”
The Integrated Urgent Care specification (2017) provides:“A national service specification for the provision of functionally integrated 24/7 urgent care
access, clinical advice and treatment service (incorporating NHS 111 and OOH services), referred
to here as an IUC Clinical Assessment Service. It outlines the steps that commissioners must take
in delivering an essential part of this transformation – and to move from an ‘assess and refer’ to
a ‘consult and complete’ model of service delivery.”

The specification requires the delivery of a 24/7 Clinical Assessment Service (CAS)
to streamline and improve patient access to urgent care; implementing a ‘consult
and complete’ model. This aims to ensure that patients receive a complete episode
of care concluding in either advice, a prescription or an appointment for further
assessment and treatment. By the end of 2017/18 it is expected that 50% of calls to
NHS 111 will involve clinical consultation over the phone. And by the end of March
2019, that 100% of patients requiring a general practice appointment as a result of
their call will be directly booked into general practice (including in-hours).
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Similarly the publication of the national Urgent Treatment Centre Principles and
Standards (2017), allows commissioners and providers to understand the national
expectation of what these services should provide. This allows for standardisation
across the country and reduced confusion. Urgent Treatment Centres will be “part
of locally integrated urgent and emergency care services working in conjunction
with the ambulance service, NHS111, local GPs, hospital A&E services and other
local providers.”
WCCG has made considerable progress in meeting the key deliverables for urgent
and emergency care as set out in the FYFV which include:
- Having an agreed transformation work-plan with all partners through the A&E
improvement group to support the delivery of over 90% of emergency
patients being treated, admitted or transferred within 4 hours. This includes
plans to build on the current adoption of :o good practice to enable appropriate patient flow,
o delivery of specialist mental health care in EDs: 74 24-hour ‘core 24’
mental health teams,
- Having front-door clinical streaming within the emergency department at
Pinderfields by October 2017, so that EDs are free to care for the sickest
patients, including older people.
- NHS 111 online being available locally.
- Enhancing the number of patients receiving clinical advice following a NHS
111 call.
- Integrated system offer between NHS 111 and OOH GP service.
- Roll out evening and weekend GP appointments, to 100% of the Wakefield
district from October 2017, a year ahead of the deadline set by NHSE.
- Strengthen support to care homes through local Vanguard work.
- Roll out of an urgent treatment centre in Pontefract in line with the national
guidelines.
- Supported the roll out of the Ambulance Response Programme by Yorkshire
ambulance service across Wakefield and the whole region.
There is now a need to ensure these changes are supported by delivery of out-ofhospital urgent –primary care in line with the national integrated urgent care
specification and local requirements to provide seamless services and manage the
rising demand.
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B. Case for Change

i. Commissioning objectives

WCCG aims to commission urgent primary care services which meet the needs of
the local population. This section of the SOC outlines the ‘spending objectives.’ It
outlines what objectives WCCG aims to achieve from investing in this service
change and what improvements it aims to commission for the local population.
The CCG needs to continue to deliver urgent-primary care services. The key
objectives to be delivered are:- Improve the efficiency of the service delivery through having an improved
service model which reduces service overlaps and duplication, (economy);
- Manages increasing demand by having a model which is more effective in
ensuring patients are seen in the right place first time, reducing the need for
higher cost face to face contacts where appropriate, (cost efficiency);
- Commission a service which delivers high quality outcomes, delivering the
key objectives of local and national policies which are recognised as effective
service delivery models. This includes contributing towards the national set
targets of :o Clinical Advice Service
 50% of NHS 111 calls will receive clinical advice
o Direct booking
 30% target for in hours direct booking from NHS 111by March
2019
 100% target for out-of-hours direct booking from NHS 111 by
March 2019
 Roll out evening and weekend GP appointments, to 50% of the
public by March 2018 and 100% by March 2019,
(effectiveness).
- Replace the current in scope elements of service through an effective
procurement which meets the financial requirements of the organisation, (reprocurement).
- Meets the CCGs statutory requirement to commission effective urgent
healthcare which is of high quality and easy for patients to access in a crisis
(compliance).
The commissioning objectives have been enhanced from what is currently
commissioned because of the following reasons:- The need to have a model of service which meets the new national
requirements, working with interdependent services as part of the integrated
urgent care offer and meeting national targets;
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Clinical requirement to have a service which meets local demand in a safe
and efficient way, recognising workforce challenges;
- Quality requirement recognising the patient experience and feedback.
- Removing duplication of services provided.
These will be addressed through the case for change.
-

ii.

Existing arrangements

WCCG commissions a number of services delivering urgent-primary care (minor
injuries and illness services) across the district. Contracts have been aligned with
end dates at the end of March 2019 for a number of these services. These services
include:• GP Care Wakefield (GPCW), extended access to primary care in evenings
and weekends.
• Out-of-hours services, providing primary care access over night, weekends
and bank holidays.
• Walk-in service (WIS) currently provided at King Street.
Both the out-of-hours service and the WIS are provided by Local Care Direct (LCD)
while the GPCW service is provided by Conexus Healthcare Limited. These
services make up the scope of this SOC. WCCG commissions the out-of-hours
services in collaboration with the other CCGs across West Yorkshire. WCCG
recognises that in the future a different model of out-of-hours provision may need
considering in partnership with the other West Yorkshire CCGs.
There are other services in the district which deliver care for minor illness and injury.
The services in scope have interdependencies with these. These other services
include:• Pinderfields Emergency Department, including a primary care stream.
• Pontefract Urgent Treatment Centre (UTC).
• General Practice.
The NHS 111 service guides patients to the most appropriate urgent and
emergency care service and delivers core clinical advice. All urgent and emergency
care services need to work closely to ensure patients get the right responsive care
when they need it.
As outlined in the Keogh review and through the clinical pathway for urgent care
services, we know that each part of the urgent care system has an impact on the
other parts or services. It is essential that services work in collaboration to ensure
continuity of care for patients. This is overseen by the Mid Yorkshire A&E
Improvement Group, where all partners meet to discuss and contribute to service
improvements in urgent care across the footprint.
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Those services in scope of this SOC contributed to the local urgent care pathway in
the following ways:GP Care Wakefield
• The GP Care Wakefield service is based in central Wakefield and in
Pontefract. The service successfully soft-launched the clinical advice and
booking (Triage) service alongside the same day face to face appointments
at both Trinity Medical Centre and Pontefract Hospital on 5th September
2017.
•

The service began with 8 Practices and over a period of 5 weeks, 4 to 8
Practices joined each week through to 3rd October. The final group of 4
(EMIS) practices joined on 10th October. Each new tranche of practices was
brought into the service on a Tuesday of each new week to minimise the
impact on their Monday pressures.

•

The contract was awarded to Conexus Healthcare from September 2017
until March 2019.

•

The service is currently under-utilised at times (for referrals into triage and
subsequent face to face appointments.

•

The GPCW service provides both direct booking and a local CAS,
contributing to the CCGs national targets for these areas.

Out of Hours
• Outside normal surgery hours for GP’s working in primary care, another
service covers the out of hour’s period. This is the out-of-hours service.
•

The out-of-hours service is provided by Local Care Direct and operates from
6.30pm – 8am on weekdays and the full 24 hour period on weekends and
bank holidays.

•

The service is jointly commissioned by all the CCGs in West Yorkshire.

•

The service provides telephone triage, face to face appointments and home
visits to those patients who are unable to attend in person.

•

Face to face contacts are provided from a number of locations across West
Yorkshire. Within the Wakefield district this is from Trinity Medical Centre in
central Wakefield and Pontefract General Hospital on the east, although
Wakefield patients can choose to access the service from any of the
localities across West Yorkshire.

Walk-in Centre
• The Walk-in Centre is provided by Local Care Direct and is based in central
Wakefield. The service operates from 10am-10pm, 365 days a year.
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•

The service is available to all patients whether registered with a Wakefield
GP or not.

•

The usage of the Walk-in centre was very similar in 2016 and 2017 with
38,445 and 38,828 attendances recorded respectively, meaning an increase
of 383 attendances in 2017.

•

82.9% of attendees in 2017 were either Wakefield registered or resided
within the Wakefield boundary, 17.1% were not registered with a Wakefield
practice and did not live in the district.

•

For both 2016 and 2017, the under 5’s proportionally represented the highest
number of service users with 46.8% and 56.05% of attendances respectively.

•

As may be expected, Saturday is the busiest day for the service and
December the busiest month - this was the case in both 2016 and 2017.

•

With the exception of 6 patients in November, all patients in 2017 were seen
within 4 hours; however, the vast majority are seen within an hour.

Table 1 summaries some key aspects of these 3 services;Table 1: Key services’ demographics
GP Care Wakefield

Out of Hours

Walk-in Centre

Location – Pontefract
Location – Wakefield

Opening times

6pm-10pm mon-fri 9am3pm sat/sun/bank hol

6.30pm-8am and 24
hours at weekends and
bank holidays

10am-10pm

111

111

111

some

some

some

GP led
Nurse led
Triage - telephone - GP
Triage - telephone - nurse
Triage - face to face - nurse
Triage - non-clinical
Walk-in
CAS
Bookable
Same day
Diagnostics
Registered patient access
Non- registered patient access
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iii.

Service model case of change

Locally we are in strong position in terms of delivering integrated urgent care. Our
out-of-hours service already works closely with NHS 111 which can directly book in
to the OOH service. We have also rolled out an extended access service which
covers the whole district. We have a UTC at Pontefract and walk-in urgent primary
care access in central Wakefield.
To meet the national requirements for integrated urgent care we need to deliver a
CAS service which is able to “consult and complete” and delivers clinical advice to
50% of NHS 111 calls. We also need to increase the amount of directly bookable
appointments from NHS 111 in to our services. The national vision is that this will
assist patients in accessing same day urgent care by having an NHS 111 service
which works with local partners to:- direct patients to the right place first time;
- prevent patients having to make unnecessary journeys to access services
where clinical advice can be given over the phone;
- book patients an appointment at a convenient time where they do need to
access face to face services.
Therefore locally we need to develop a service model which:- fully integrates with NHS 111;
- provides local CAS;
- is simple for patients to access;
- is convenient for patients to access;
- has capacity to manage the demand;
- meets the national access targets.
Therefore, WCCG presents a reason for the case for change in developing a
local model which:- manages the increasing demand for urgent primary care;
- delivers the national requirement for integrated urgent care;
- enables national targets to be achieved;
- fully integrates with independent urgent care services.
There are three key areas which are interdependent with the in-scope service
redesign:- Primary care in hours GP
- Out-of-hours service
- NHS 111
Currently all these services are undergoing or are due to undergo changes. The
NHS 111 service is out to re-procurement having reached the end of its contract.
This is being undertaken at Yorkshire and Humber level. The OOH service requires
re-procurement at a West Yorkshire level, but due to being interdependent from the
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NHS 111 re-procurement and extended access delivery across other CCGs in West
Yorkshire, the model for future delivery needs working up and agreeing. Primary
care locally continues to develop at pace to meet the increasing demands on it
services.
The case for change to the local integrated urgent-primary care model is supported
by the need to make sure local services maximise the outputs of the above
developments. To prevent overlaps and further duplication, it is essential that the
local redesign is done in collaboration with the development of the above three
interdependent services.
Therefore, WCCG presents a reason for the case for change to be in ensuring
there is not duplication of service offers and we get maximum efficiency from
our resources.

iv.

Clinical Case for Change

The increased demand both nationally and locally for same day urgent care is
putting services under great pressure, further increasing the workforce challenge.
Locally the workforce in urgent and emergency care is recognised as one of the
major risks monitored through the A&E improvement group. There are not enough
nurses, paramedics or GPs to recruit into vacancies. This is in line with the national
picture.
Clinicians are committed to collectively developing new services which enable the
challenge of increasing demand against the need for efficient use of the valued
workforce to be met. This requires a new model of care to be put in place, as
current models cannot sustainably meet the increasing demand.
Therefore, WCCG presents a reason for the case for change to be in
developing a model which supports the workforce challenges.
Locally we have excellent clinical engagement and leadership which has resulted in
the development of:- The UTC at Pontefract.
- A GP extended access service which covers the whole of the district.
- Integration of the NHS 111 service with the out-of-hours service.
- Increased local CAS service capacity.
- Improved partnership working.
- Initial stages of integration with services working on joint protocols for
transfer of patients between services.
Local clinicians support the further integration of services, building on what is
already provided locally. It is well recognised that integrating services improves
patient outcomes by:- Ensuring the patient is seen in the right place first time.
- Preventing duplication.
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-

-

Ensuring the patients story is not repeated multiple times.
Reducing waste and inefficiency.
Making effective use of limited workforce resource.
Making patient notes available at the point of contact with services, ensuring
the most effective care can be given to patients based on their clinical
history.
Ensuring patients get the most appropriate level of care.
Ensuring a seamless service over the whole 24/7 period.

Therefore, WCCG presents a reason for the case for change to be in listening
to and following the clinical leadership already in place to develop a strong
and consistent local urgent primary care pathway.
We know from research conducted by Sheffield University Medical Care Research
Unit that more than two-thirds of the presenting conditions at emergency
departments (EDs) could have been managed in settings other than the ED. The
attendees' reasons indicated a strong belief that the only provider able to deal with
their concerns was the ED. For some users, the ED was not the first contact with a
healthcare provider for the same health problem. Few believed that they would be
seen quicker in the ED or that the ED was more convenient. This supports the need
not only to deliver effective out-of-hospital same day urgent care which patients
trust in, but also the need to ensure patients get the right information and navigated
to these out-of-hospital services rather than ED.
Therefore, WCCG presents a reason for the case for change to be in
developing a model which improves the clinical pathway for patients,
ensuring they get the right care in the right place, first time.
In addition, evidence from The Primary Care Foundation states that there are
potentially significant gains if practices manage urgent care effectively. The
estimated reductions in acute admissions in some cases are between 20 and 40%
as a result of good management of urgent care in general practice. To ensure the
best clinical outcomes for patients it is therefore important for us to continue to
ensure that we maintain the improvements we have already made in the district to
primary care access and build on these.
Therefore, WCCG presents a reason for the case for change to be that
effective urgent-primary clinical care will help reduce the need for accessing
higher value services such as admission to hospital.
v.

Quality Case for Change

Quality is at the heart of our commissioning arrangements, is central to our values
and fundamental to the way we conduct our business. The CCG’s aspiration is to
commission safe and high quality services which improve health outcomes and
patient experience for the residents of Wakefield district. One of the main aims of
the development an integrated urgent-primary care provision is that no patient
should have to attend an emergency department as a walk-in, because they were
unable to get an urgent appointment with primary care.
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Lord Darzi (The Kings Fund, July 2008) defined Quality in terms of three criteria:
• patient safety (doing no harm to patients)
• patient experience (care characterised by compassion, dignity and respect);
• effectiveness of care (clinical and patient-reported outcome measures).
The proposed options for the service must ensure that they are safe, of high quality,
meet local needs and make the best use of resources and workforce.
Patient Safety
Patient safety is of paramount importance. We know that early diagnosis and
treatment in a primary care setting reduces harm and distress for patients, and
prevents over reliance on services designed to treat people with the most serious
and life-threatening emergency needs.
As outlined in the clinical case for change the new model will reduce the likelihood
of harm and ensure safety of services by:• ensuring the efficient use of available workforce
• reducing the risks associated with duplication of service provision
• making patient records available at the point of contact to inform safer clinical
decision-making
• having access to diagnostic point of care testing to support clinical decisionmaking
• utilising standardised tools to support clinicians in their clinical judgments and
decision-making
The existing providers of this service are all registered with the Care Quality
Commission (CQC) and, with the exception of Conexus Healthcare, have been
subject to at least one inspection under the five domains inspection regime (Safe,
effective, caring, responsive, well-led).
- The Walk-in Centre (WIC) were most recently inspected in June 2018 and
maintained a ‘Good’ rating
- 35 of our 37 GP practices have been rated ‘Outstanding’ or ‘Good’ with 2
practices rated as ‘Requires improvement’
- Mid Yorkshire Hospitals NHS Trust received the rating of ‘Requires
improvement’ (October 2017) published in January 2018. They were
subsequently inspected in July 2018, and the outcome of this inspection is
awaited.
- The CQC are currently developing their methodology for inspection of GP (con)
federations which would cover Conexus Healthcare.
Patient Experience

We need to develop a highly responsive service that delivers care as close to home
as possible, minimising disruption and inconvenience for patients, carers and
families. Our aspiration is to commission high quality services to improve patients’
experience of healthcare and their health outcomes. We are constantly seeking the
views of our patients and value their opinion.
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The Friends and Family Test (FFT) gives people who use NHS services the
opportunity to provide feedback on their experience. Results for GP services are
similar to the national average for people likely or extremely likely to recommend the
service (89.3% compared to 90% national average (Apr-Aug 2018). In the 2018
national GP survey results for Wakefield show that 83% of respondents rate their
overall experience as good, compared to 84% nationally.
Since GP Care Wakefield launched in September 2017 99% of patients who
responded are likely to recommend the service to their family and friends. FFT
results for the Walk-in Centre show that between November 2017 and May 2018
81% of patients would be either extremely likely or likely to recommend the service
to others.
This demonstrates that current services are providing a high standard of care and
positive experience to patients. This will need to be sustained in the new model of
service to ensure patients do not lose confidence in the service, and access other
services which are not as appropriate for their needs.
When we speak to local population about urgent care services in the district, several
key themes have become apparent. We know that:Table 2: Evidence from Patient Engagement

Patients find services
confusing

-

Patients need help to
know where to go

-

-

People appreciate
capacity issues

-

find the current service offers confusing
find the urgent care system difficult to navigate
feel there is variation between services and
how to access them
would be happy to have their problem triaged
prior to attending a primary care appointment
as long as it was by someone clinical
directing patients to the most appropriate
clinician is important
recognise the burden already on urgent care
services
want GP appointments to be available at
weekends and weekday evenings

In the CCG’s patient experience report on urgent and emergency care patients
highlighted calm, comforting and caring staff with professional and respectful
attitudes, excellent standards of care, and smooth transition along care pathways.
The overriding positive feedback was that they were in ’safe hands’ and were well
informed about their treatment at every stage.
However, the report (available here) also identified what didn’t work well. Much of
the feedback related to access and waiting times, and many of the elements from
the national guidance mirror what local people tell us including the need for:• Better co-ordination of resources and services across a wider geography
• Timely access to urgent care when and where needed
• Consistent customer service and quality of advice
• Improved staffing levels
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The new model will ensure that services are better co-ordinated across the district,
and offer timely access to urgent care. The model will maintain the high standard of
care of the current services.
There is currently confusion from local people about the range of services available
outside the hospital environment, and there is a perception that it is easier to attend
an A&E department than access an alternative, more appropriate service. In the
2018 national GP survey results for Wakefield show that 33% of respondents went
to A&E for an urgent care need of their practice was closed (compared to 36%
nationally).
Our intention is to ensure that once a new model is developed clear information is
available, and widely shared and publicised about the services available, to ensure
people can choose the most appropriate for their needs. It is hoped that having
fewer entry points into services will reduce confusion, and therefore, improve
experience.
Clinical effectiveness
We know that in a crisis or when people are feeling unwell they need help with their
problem on the same day. We also need to consider patient choice. Individuals may
already be feeling upset or distressed and having to navigate a complex system
adds unnecessarily to this. Therefore we need services which people:- know about;
- know how to access;
- can access quickly and easily;
- know who to talk to if they don’t know what to do.
Plans to introduce a Clinical Assessment Service will simplify and change the way
people access urgent healthcare (Integrated Urgent Care Service Specification,
NHSE, August 2017).
As outlined in the clinical case for change the new model will ensure services are
effective (commissioning objective 3), and therefore improve outcomes for patients
by:• ensuring people who need urgent care get the right advice in the right place first
time
• prevent duplication of service provision, and therefore reduce waste and
inefficiency
• developing the workforce to be able to deliver care effectively within the limited
resource
• making patient records available at the point of contact to allow effective clinical
decision-making
• having access to diagnostic point of care testing to support clinical decisionmaking
• effective and timely responses will avoid unwell patients being driven to use
emergency departments
• increasing and formalising advice in the form of triage will ensure patients enter
the system in the right place.
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vi.

Business needs

Overall the business need is that as a minimum, WCCG needs to continue to
commission urgent primary care services which provide a good service to the
district and manage high volumes of urgent care demand. However, the case for
change has outlined reasons why WCCG may need to develop the services it
already commissions to meet changing needs, including new national guidance and
requirements. This in turn will lead to increasing demand and workforce challenges.
This section aims to bring together the case for change by outlining the
commissioning objective and how the existing arrangement is challenged to meet
this objective and therefore what is required going forward i.e. why it needs to
change/what the business need is.
By using the following format (table 3) we can see where we want to be, where we
are now and therefore what the business gaps are that we need to address for each
spending objective.
Table 3: Business need review

Commissioning objective
Existing arrangement
Business need

What we are seeking to achieve
The status quo
The problem associated with the status quo

Table 3a: Business need 1

Commissioning objective 1 Improve the efficiency through reduced service
overlaps and duplication
Existing arrangement
Table 1 shows that service times, locations and
service offers overlap
Business need
Given workforce and financial challenges there is a
requirement to reduce overlap and ensure maximum
efficiency
Table 3b: Business need 2

Commissioning objective 2 Manage increasing demand by having a model which
ensures patients are seen in the right place first time,
reducing the need for higher cost face to face
contacts where appropriate
Existing arrangement
A number of separate services are commissioned
which offer various times of CAS or no CAS at all
Business need
The new model needs a consistent approach to CAS,
which contributes to the national target for CAS
delivery and has access to booking in to all the urgent
primary services in the district.
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Table 3c: Business need 3

Commissioning objective 3 Delivery of the key objectives of local and national
policies which are recognised as effective service
delivery models, including national set targets.
Existing arrangement

Business need

Although WCCG has direct booking to its OOH
service and 100% district coverage of the evening
and GP appointments, it does not achieve the
national CAS target or direct booking target.
To commission a local CAS offer which contributes to
meeting the national targets
To commission services which will be enabled to
accept direct bookings from the IUC system

Table 3d: Business need 4

Commissioning objective 4 Replace the current elements of service through an
effective procurement
Existing arrangement
Existing contracts are due to expire
Business need
To re-procure urgent-primary care services which
meet all the business needs within financial envelope
Table 3e: Business need 5

Commissioning objective 5 Meets the CCGs statutory requirement to commission
effective urgent healthcare which is of high quality
and easy for patients to access in a crisis
Existing arrangement
WCCG currently commissions a number of urgent
primary care services which manage high volumes of
demand in safe services
Business need
Current services are confusing for patients in terms of
knowing how to access them and which service would
best suit their needs
Currently services don’t meet the national targets for
CAS or direct booking
Although current services do work together, this could
be enhanced and done in a way which ensures
patients go the right place first time. This would
improve the quality of the experience and the patient
outcomes.
Tables 3a to 3e show that the existing arrangements of commissioned services do
not meet the commissioning objectives for WCCG, therefore bringing together the
case for change.
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vii.

Resultant service requirements

viii.

Summary of case for change

Based on the assessment of the commissioning objectives against the business
needs WCCG wishes to commission services going forward which:- Offers patients care closer to home by the most appropriate medical
professional.
- Creates an urgent and emergency care system which is easy for patients to
navigate.
- Ensures the best possible outcomes and quick response times by navigating
patients to the most suitable service to meet their needs.
- Is responsive to patients’ needs.
- Provides patients with early clinical review.
- Reduces the number of transfers of care on an individual’s pathway.
- Considers different ways of working which support the current workforce and
recognises the workforce challenges.
- Simplifies access to urgent care.
- Delivers the key national targets.
- Integrates with the wider urgent and emergency care system.
- Provides integrated IT solutions.
- Ensures best use of resources and best value for money for the population of
Wakefield District, by reducing duplication.

WCCG serves a population of over 360,000, some of those being in the most
deprived neighbourhoods of the UK. WCCG wants to ensure it commissions high
quality services which meet the needs of the local population and deliver the
national recommendations and guidelines for integrated urgent care. This will
ensure that patients get the right care, in the right place, first time. WCCG works
with its partners through the Mid Yorkshire A&E Improvement Group and the West
Yorkshire STP to ensure that all stakeholders are working together to achieve these
objectives.
WCCG wishes to commission urgent primary care services which meet 5 key
commissioning objectives:- Commissioning objective 1 – economy - Improves the efficiency of service
delivery through an improved service model.
- Commissioning objective 2 – cost efficiency – manages increasing
demand in a more effective way.
- Commissioning objective 3 – effectiveness – commissions a service
which delivers high quality outcomes.
- Commissioning objective 4 – re-procurement – replaces current in scope
services through effective procurement.
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-

Commissioning objective 5 – compliance – meets the CCGs statutory
requirement to commission effective urgent healthcare.

The existing services provide good quality care and manage high levels of demand
but the case for change shows that further development is required. The review of
the commissioning needs against the business needs demonstrates that there is a
requirement to change the current the way urgent primary care services are
delivered within Wakefield. There is a need to ensure local services are fully
integrated with the wider urgent care system.
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3. The Financial Case
i.

National NHS Context

As per the Five Year Forward View (FYFV), the NHS in England is facing an
unprecedented financial challenge following the longest period of constrained
funding in the history of the NHS. Therefore the requirement is for efficiency savings
of circa £22bn to be made.
It is widely acknowledged that the NHS is facing a funding gap of £30 billion by
2020/21, with £8billion promised by the Government by 2020/21 and a further £22
billion expected to come from efficiency savings. This requires a sustained rate of
productivity improvement much faster than has recently been recorded for either the
NHS or the wider private economy. At the same time, another significant financial
challenge is the increasing number of NHS hospitals reporting deficits. Some CCGs
are also now reporting serious concerns of not being able to maintain their 1%
surpluses.
The Government, the NHS, and our partners would all need to support a broader
range of actions to put the NHS on a sustainable footing. The FYFV has called for a
radical upgrade in prevention, and support for wider public health measures. The
NHS will potentially be exposed to patient demand and consequent funding
pressures over and above that modelled in the FYFV assumptions. The level of
patient demand on the NHS is partly a function of the availability of social care,
particularly for frail older people, with a widening gap between growing need and
available services. If unaddressed this would result in extra demand on GPs,
community health services and hospitals over and above the FYFV NHS cost
estimates.

ii.

Local financial Context

Programme budgeting shows that Wakefield CCG’s investments in urgent and
emergency care, via a number of contracts, was £102m (16/17 programme
budgeting return).
Funding for the redesigned urgent care system will be through continued use of the
resources currently commissioned urgent primary care services in the district. The
primary source of funding for extended urgent primary care access will be GP
Access Fund which has been made available to the CCG since 2017/18.
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iii.

Financial Summary

After a period of cumulative surplus, Wakefield CCG entered into a financial deficit
in 2017-18. The in-year position for 2018-19 is set at a £2m deficit. The CCG must
return to a 1% cumulative surplus by 2020-21. The CCG also has a £16.5m
efficiency target for 2018-19. This represents 2.9% of available funding and is
extremely challenging. Therefore Wakefield CCG will need to implement recurrent
efficiency programmes to enable it to return to financial sustainability.
The commissioning of urgent primary care services, as with all the services
commissioned, will therefore need to be transformed recurrently within a three year
financial recovery strategy inclusive of the following principles:
•
•
•
•
•
•
•

a population-health based approach to our commissioning decisions
clinical and professional leadership for all service changes and efficiency
plans
a clear focus on quality outcomes and cost effectiveness
working in partnership to ensure support and alignment across organisations,
the public and stakeholders
adopt a principle of ‘mutual accountability’ in our partnership work
taking difficult decisions with clear assessment and impact
evidence-based and supported by robust data

Wakefield CCG is pursuing the above through a range of approaches:
•
•
•
•
•

Improved efficiency, reducing waste and managing demand
focussing on whole-system opportunities
targeting areas of limited clinical value
recommissioning for better value
decommissioning services (where limited clinical value and/or poor value
services)

The CCG will therefore invite providers to work collaboratively on behalf of the
system to redesign urgent primary care services using the above principles and
approaches.
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4. The Management Case
i.

Programme Management

ii.

Benefits Management

iii.

Risk Management

The programme of work will be led by the Urgent Care Service Development and
Transformation Team at WCCG. The Senior Responsible Officer for the programme
will be the Chief Operating Officer and the programme lead will be the Head of
Urgent Care Transformation. The clinical commissioning lead for the programme
will be the executive clinical advisor. WCCG Programme Management Office
(PMO) will oversee the reporting requirements. Programme management
documentation will be completed in line with WCCGs PMO requirements. The
CCGs project group will include representatives from key specialist areas including
primary care commissioning, engagement, quality, procurement, business
intelligence, IT transformation and finance.

The principles and value of benefits management are well established and will
underpin the delivery of the work programme. The benefits identified need to align
to the commissioning objectives of the organisations, namely;- Improve the efficiency through reduced service overlaps and duplication;
- Manage increasing demand by having a model which ensures patients are
seen in the right place first time, reducing the need for higher cost face to
face contacts where appropriate;
- Delivery of the key objectives of local and national policies which are
recognised as effective service delivery models, including national set
targets;
- Replace the current elements of service through an effective procurement;
- Meets the CCGs statutory requirement to commission effective urgent
healthcare which is of high quality and easy for patients to access in a crisis.

Risks are identified by any member of the project team working on the urgent
primary care transformation. The process for raising risks is to escalate to the
relevant lead at any point with agreement on the level of risk and mitigating actions
and will be managed throughout the project group. Where risks become issues,
they will be reported to the relevant lead to log on the issues register and agree a
management plan. All issues rated medium or high will be escalated to the relevant
board.
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iv.

Governance

Final assurance and sign off for all documentation will be through the CCG
Governing Body and Probity Committee, as appropriate, with expected sign off for
this strategic outline case by September 2018.
This programme will be managed through existing governance structures as part of
Wakefield’s Urgent Care Transformation Programme. As such it is part of the urgent
care ‘plans on a page’. These are reported to the A&E improvement group, who in
turn report into the Joint Acute Commissioning Working Group.
Clinical governance and quality assurance is fundamental to the review of new
models in design, delivery and evaluation. Clinical engagement will be through the
clinical lead commissioner of the CCG Governing Body.

v.

Public Involvement

There has been extensive engagement with the public to gain an understanding of
people’s patterns of behaviour in relation to primary and urgent care services and
their expectations in terms of service provision.
A full collation of this is available. Highlights are:
•

•
•
•
•
•
•

A formal consultation Meeting the Challenge took place in 2013 to support
development of the full business case for hospital reconfiguration, including
urgent care.
A review of the Walk-in Service 2014
Primary care engagement 2015
Healthwatch Wakefield report – Hear, see and Treat 2016
Healthwatch Wakefield report – Why do people attend A&E 2016
Evaluation of West Wakefield Extended Hours (GP Care Wakefield) 2016
Urgent Care at Pontefract engagement (commissioned from Healthwatch)
2017

There has been on-going dialogue with stakeholders including Overview and
Scrutiny Committees (OSC), Health and Wellbeing Boards, MPs, and there has
been extensive engagement to support development of the strategic vision for
health services in the Wakefield district through routine mechanisms and bespoke
events.
The latest public engagement, named above was undertaken to support
development of options for Pontefract urgent care services. The CCG
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commissioned Healthwatch Wakefield to undertake on line and face to face surveys
and to independently analyse the results.
Of the 2,069 individual responses:
•

70% said their first choice for non-life threatening care would be primary care

•

77% said they would choose a same day GP appointment over A&E
depending on need

•

25% said they would make a judgement about going to A&E based on
whether GP would be able to provide diagnostics/treatment (e.g. Xray/stitches)

•

50% had used Pontefract A&E in the last 2 years (96% by own transport/taxi,
48% because it was closest, 30% thought it would be quicker)

•

28% had used the service between 10pm and 8am

•

The main concerns expressed in comments were; distance to travel
(particularly if using public transport), difficulty getting back home at night,
pressure on Pinderfields, increased demand due to population growth

In addition, The Campaign Company was commissioned to carry out a random
telephone canvassing exercise. 1,000 people were interviewed by the Campaign
Company. Of the people who responded:
•

49% said their first choice for urgent, but not life threatening, care would be
to contact primary care services (GP or 111). 17% would call 999 (compared
to 6.36% in the Healthwatch survey)

•

16% said they would choose first to go to A&E for urgent, but not life
threatening care.

•

88% said they would choose to see a GP on the same day rather than go to
A&E. Half of those saying no to this question felt that their GP practice was
not equipped to deal with urgent situations. Others felt A&E was quicker
and/or more accessible.

•

22% said they had used Pontefract Hospital A&E in the last two years.
-

89% made their own way there, the majority being taken by family
member, friend, or taxi. 4% had used public transport.

-

45% went because it was closest to them.

-

40% gave “other” reasons. Which were: advised to go by a health
professional; the situation was felt to be an emergency (that a GP could
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not handle e.g. fracture); the situation took place at a weekend or when
other services were not open.
•

16% have used Pontefract A&E between 10pm and 8am.

A Deliberative Event was held on September 12th 2017 where members of the
public recruited through the telephone survey, patient representatives, stakeholders,
clinicians and NHS staff considered the outputs from the engagement exercise and
the feedback from the clinical senate to help refine the options. Participants were
invited to rank criteria used in a previous public consultation exercise:
•

Better clinical outcomes

•

Patient experience

•

Clinical sustainability

•

Making the best use of available resources

•

Care provided as close to home as possible

•

Recruit and retain good quality clinical staff

•

Safe and appropriate travelling times

•

Optimising the use of estate

The majority of people agreed improved clinical outcomes were the most important
criteria against which options should be assessed.
Wakefield, as a system, is committed to continuing to involve key stakeholders, the
public, patients and carers in all that we do. An essential part of this is engaging
with people about our priorities and strategic plans. Dialogue will continue with
stakeholder groups as necessary and appropriate to ensure input to local plans.
This will include engagement with representatives of people with protected
characteristics to maximise the opportunities for the public to contribute to the
process.
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5. The Economic Case

The Economic Case outlines the options for taking forward the commissioning of
out-of-hospital urgent primary care provision for the Wakefield district. Within scope
are the following services:• Extended access urgent primary care.
• Walk-in urgent care in central Wakefield.
• Local clinical advice service.
It is recognised these need to integrate with the wider system including:• NHS 111.
• OOH service.
• Primary care in hours GP.
• Pontefract UTC.
And more widely with:• Acute services including ED at Pinderfields, incorporating primary care
stream.
• Primary care pharmacy.
• 999 service.
• Voluntary services.
The economic case aims to describe the developing options and how they meet
commissioning objectives to determine a preferred option.

i.

Developing the options

The key critical success factors (CSFs) from the nationally recommended ‘five case
model’ for developing business cases have been followed to understand the
options. These can be aligned to commissioning objectives. The commissioning
objectives being:- Commissioning objective 1 – economy - Improves the efficiency of service
delivery through an improved service model.
- Commissioning objective 2 – cost efficiency – manages increasing demand
in a more effective way.
- Commissioning objective 3 – effectiveness – commissions a service which
delivers high quality outcomes.
- Commissioning objective 4 – re-procurement – replaces current in scope
services through effective procurement.
- Commissioning objective 5 – compliance – meets CCG’s statutory
requirement to commission effective urgent healthcare.
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Key CSFs

Broad description

Commissioning objective

Strategic fit and
business needs

Meets the spending
objectives and provides
holistic fit with
interdependencies
Maximises the return on
the required spend

1– Economy

Potential value for
money

2 – Cost efficiency
1– Economy
2 – Cost efficiency

Potential achievability

How well the option is
likely to be delivered and
matches the available
skills

1– economy
3– effectiveness
4 – effective procurement
5 – compliance

Supply-side capacity
and capability

Potential affordability

How well the option
matches the ability of the
service providers to deliver
the required services
How well the option meets
the sourcing policy of the
organisation and matches
funding constraints

1– economy
3– effectiveness
2 – Cost efficiency
4 – effective procurement

*Key CSFs and broad descriptions from five case model documentation

To reflect the above criteria, the following options were assessed against the
commissioning objectives, noting that some of the commissioning objectives enable
deliverability of more than one key CSF.

ii.

Option 1 – Status quo

WCCG needs to maintain the current level of service as this provides high levels of
capacity for urgent-primary care. Therefore, this option is to procure the current
service spcifications for the walk-in-service and GPCW and not introduce any
transformation.
Advantages
• Patients do not have to experience a change in service.
• Patients can continue to access urgent care outside of core hours,
(commissioning objective 5).
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•

This could be done in time to fully comply with procurement requirement with
no risk to the CCG (commissioning objective 4).

Disadvantages
• Doesn’t deliver integration in line with integrated urgent care specification
(including the deliver of the CAS and direct booking targets) (commissioning
objective 3).
• Won’t deliver a transformed service model which could help meet increasing
demand (commissioning objective 2) and drive efficiency (commissioning
objective 1).
• Continuation of long-term staffing concerns (commissioning objective 1)
• Confusion from the public of where/how to access urgent care will continue.
• It does not address the issues with regard to over demand of the OOH
service (commissioning objective 2).
Key CSFs
Strategic fit
and
business
needs
Potential
VFM

Commissioning
objective
1 – Economy

Commissioning
objective met
No

2 – Cost efficiency

No

1 – Economy

No

2 – Cost efficiency

No

Potential
1 – economy
achievability
3 – Effectiveness

Key CSFs met

No

No

No
No
Partially

4 – Effective procurement

Yes

5 – Compliance

Yes

Supply-side
capacity
and
capability

1 – Economy

No

3 – Effectiveness

No

Potential
affordability

2 – Cost efficiency

No

No

No
4 – Effective procurement

Other notes

Yes

Although patients wouldn’t experience a change in service, we know
that services are currently confusing for patients in terms of them
deciding where the best place to attend is. This would not resolve this
problem and could lead to more patients attending the Emergency
Department.
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iii.

Option 2 – Redesign in parallel with interdependent
services

Services would be redesigned to bring together a combined offer for urgent-primary
care. This would be delivered through a local triage (CAS) and two sites offering
face-to-face appointments. These would be provided on the east and west of the
district. This would be aligned to the current ‘walk-in’ provision provided by the UTC
at Pontefract and the walk-in-service at King Street and through the extended
access service.
The changes currently being undertaken through the re-specification and reprocurement of the NHS 111 service, in line with the Integrated Urgent Care
specification requirement, and the agreement required on the way forward with outof-hours services across West Yorkshire in line with all CCGs extended access
provision, means the new model can’t be finalised until interdependent services are
configured. Therefore, the timescales for local redesign are dependent on
timescales for agreement of the reconfiguration of the interdependent services.
This option therefore proposes a pilot is undertaken with current providers working
together to test out a suitable model, which could then form the basis of the reprocurement of local urgent-primary care services.
It would be a requirement of this option to extend the current contracts for the
extended access and WIS while the pilot is undertaken (until 31st March 2020). We
would be unable to ‘pilot’ a new model with new providers who were unaware of the
dynamics across the district. Also the current providers of services have interdependencies with other urgent care services in the district, for example the
extended access services is delivered by the federation of local GPs, the WIS
provider also delivers the OOH services and is a subcontractor of the UTC at
Pontefract. The benefit to these providers in assisting with the pilot are:
Advantages
• Local clinical triage will direct patients to the most appropriate clinician first
time (commissioning objective 1).
• The redesign model provides additional capacity in clinical triage and
economies of scale (commissioning objective 1).
• A model of integrated working would allow seamless transfer of patients
between the care streams (commissioning objective 5).
• Patients can continue to access urgent care outside of core hours,
(commissioning objective 5).
• Delivers the integration in line with integrated urgent care specification
(commissioning objective 3).
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•

•
•
•

Will deliver a transformed service model which could help meeting increasing
demand (commissioning objective 2) and drive efficiency (commissioning
objective 1).
Could be developed in line with wider national agenda e.g primary care home
(commissioning objective 2).
Will address long-term staffing concerns (commissioning objective 1)
Will asssit patients by navigating them to the most suitable place in the
urgent care system.

Disadvantages
• Requires tender waivers to agree extensions to current contracts whilst a
service is designed around the other service currently requiring reprocurment, such as the OOH service and NHS 111 (commissioning
objective 4).
• Does not fully comply with the CCG’s obligations under the Public Contracts
Regulations (2015) to ensure services are procured.
Key CSFs
Strategic fit
and
business
needs
Potential
VFM

Commissioning
objective
1 – Economy

Commissioning
objective met
Yes

2 – Cost efficiency

Yes

1 – Economy

Yes

2 – Cost efficiency

Yes

Potential
1 – Economy
achievability
3 – Effectiveness

Yes

Yes

Yes
Yes

4 – Effective procurement

No

5 – Compliance

Yes

Supply-side
capacity
and
capability

1 – Economy

Yes

3 – Effectiveness

Yes

Potential
affordability

2 – Cost efficiency

Yes

4 – Effective procurement

No

Other notes

Key CSFs met

Partially

Yes

Partially

Offers the ability to review wider developments and strategic direction
around projects such as home visiting services, primary care home,
and utilisation of estate.
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iv.

Preferred option

The options are summarised in the below table:Key CSFs

Option 1 key CSFs met

Option 2 key CSFs met

Strategic fit and
business needs

No

Yes

Potential VFM

No

Yes

Partially

Partially

No

Yes

No

Yes

No

Partially

Potential
achievability
Supply-side capacity
and capability
Potential affordability
Preferred Option

The above table demonstrates that the preferred option is option 2 as it can meet
the majority of the commissioning objectives and delivers in part all the key CSFs.

v.

Summary of options appraisal

Two options are outlined in the options appraisal, these being:1. Maintaining the status quo
2. Redesigning the service offer in parallel with interdependent services.
These have been assessed against the key critical success factors outlined in the
national ‘five case’ model and the commissioning objectives outline in the strategic
case (section 2). Only one option meets the majority of these criteria, this being the
second option ‘redesign the service in parallel with interdependent sector.’
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6. Next steps
i.

Outline case preferred option

The SOC has described the requirement to change to meet the commissioning
objectives, these being to:-

-

-

-

Improve the efficiency of the service delivery through having an improved
service model which reduces service overlaps and duplication, (economy);
Manage increasing demand by having a model which is more effective in
ensuring patients are seen in the right place first time, reducing the need for
higher cost face to face contacts where appropriate, (cost efficiency);
Commission a service which delivers high quality outcomes, delivering the
key objectives of local and national policies which are recognised as effective
service delivery models. This includes contributing towards the national set
targets of :o Clinical Advice Service
 50% of NHS 111 calls will receive clinical advise
o Direct booking
 30% target for in hours direct booking from NHS 111by March
2019
 100% target for out-of-hours direct booking from NHS 111 by
March 2019
 Roll out evening and weekend GP appointments, to 50% of the
public by March 2018 and 100% by March 2019,
(effectiveness);
Replace the current in scope elements of service through an effective
procurement which meets the financial requirements of the organisation, (reprocurement);
Meet the CCGs statutory requirement to commission effective urgent
healthcare which is of high quality and easy for patients to access in a crisis
(compliance).

The financial case has outlined that the CCG must, as a minimum, commission
services within their current budgets, due to the ongoing financial pressures faced
across the NHS. The economic case has demonstrated the option which meets the
majority of the commissioning objectives is option 2, ‘redesign the service in parallel
with the interdependent sector.’
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ii.

Implementing the preferred option

As outlined in the economic case due to the interdependences this model will need
with other services currently going through service specification and reconfiguration
changes, there is a need to understand how these will impact before procuring a
long-term local model. Therefore WCCG wishes for its current providers to work
with the CCG in designing a model during a pilot year. This will enable the benefits
of the redesign to be appreciated soon, but have the ability to adapt the model
around the changing interdependent services.

a. Pilot

The pilot will allow for new ways of working across partners to be tested prior to
WCCG describing a finalised model of delivery. This requires current providers to
work together. This has then benefits of:-

-

These providers having links to the wider urgent care system;
A new provider would struggle to undertake continuous improvement with
partners if they had not got the relationships already established and while
mobilising a new service;
Potentially implementing some of the changes prior to the current contract
end dates, i.e. changes could be implemented sooner with current service
providers.

The preferred option is not without risk. It only partially meets the procurement
requirements, in that re-procurement will be delayed a year. This allows for greater
understanding of the interdependent services to be gained (a time constraint we are
unable to control). The risk arises from having to therefore extend two contracts for
the intervening period and are exacerbated by extending contracts which
themselves were not procured originally.
The risks are reduced through:-

-

Having a new pilot model in place.
Having a limited timeframe on the pilot.
A requirement to understand the interdependencies and how the new
configuration of services will impact on the local model and demand going
forward.
Ensure that a fully compliant procurement follows the initial pilot phase to
fulfil the CCG’s procurement and contracting obligations.
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b. Methodology and provider engagement

WCCG wishes to work with its partners to understand how services could come
together to work more efficiently, through a process of continuous improvement.
The CCG wishes to support its current providers in driving efficiency which benefits
all parties and in particular patients and carers, by reducing confusion, duplication
and ensuring patients get the right response in the right place, first time.
The CCG will take the following steps to engage with providers:• Engage with providers across the district on the desired strategic direction of
urgent-primary care in the district.
• Engage with providers who might be currently operating outside the district to
inform them of the CCG’s intentions.
• Discuss individually with current providers the feasibility of these services
being extended and the parameters to achieve this.
• Meet with current urgent-primary care service providers to consider the
features of the pilot and what improvements could be made to meet the
commissioning objectives within the current contractual arrangements.
• Progress with development of the ideas generated for the pilot year.
Considering how quickly these are implementable.
• Monitor the pilot and implement continuous improvement to develop the most
effective model.
• Maintain stakeholder engagement throughout.

The methodology used will be agreed by those partners working closely on the pilot
but will follow recognised service improvement techniques, as described by NHS
improvement through their Quality, service improvement and redesign (QSIR) tools.

iii.

Future procurement

iv.

Summary of next steps

Building on this pilot, WCCG will re-procure urgent-primary care services within the
scope of this SOC when the best model for delivery has been determined. This will
be determined and demonstrated through a business case process.

To deliver the preferred option WCCG will work with current providers to develop a
model of effective redesign, testing the proof of concept and also bearing in mind
the feedback we have had from the engagement events. It will demonstrate through
the development of a business case the preferred option for long-term delivery.
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Brief description of scheme: Redesign of existing Urgent Primary care services
NHS Wakefield Clinical Commissioning Group (CCG) is responsible for commissioning healthcare services across the Wakefield District. Wakefield residents also have access to NHS community health services and extended access to primary care provided by 37 GP practices.
There are 361,650 people registered with these GP practices. The district population is expected to grow by 6,000 by 2018. The Mid Yorkshire Hospitals NHS Trust (MYHT) is the main provider of hospital services for the 550,000 people living in Wakefield and North Kirklees. The
Trust provides these services from three hospital sites:
• Pinderfields – the main centre for acute and specialist care for Wakefield district and North Kirklees
• Pontefract – predominantly a centre for planned care including short stay surgery, outpatients and diagnostics.
• Dewsbury - following reconfiguration, which was completed in September 2017, is now predominantly a centre for planned care, including short stay surgery, outpatients and diagnostics
Services across the Wakefield district were reconfigured in 2010/11 with the opening of two new hospitals at Pinderfields, in Wakefield, and at Pontefract. All three hospitals currently have 24/7 open access urgent and emergency care services.
Indices of Multiple Deprivation (IMD) (2010) rank Wakefield as the 67th most deprived district in England (out of 326 districts). 40,459 people in the district are estimated as living in neighbourhoods in the top 10% most deprived in England. This equates to 12.5% of the district’s
population. In 2007 there were 47,032 people in the district living in neighbourhoods in this category (14.6% of population).
The Wakefield Joint Strategic Needs Assessment (JSNA) states in brief that within the Wakefield District there are:
• Higher than average levels of adult obesity
• Higher than the national average rate of smoking-related deaths
• Higher rates of alcohol-related harm than the national average
• An increasingly ageing population
The ambition of NHS Wakefield CCG is to make the best use of the resources it has at its disposal – workforce, buildings and money - to deliver safe, high quality and effective care.
In this context, the CCG is considering how the network of Urgent Primary care services, including primary care, the Walk-in centre, GP Extended hours and Out of Hours GP can integrate. This is another transformation following the successful change of hospital services at
Pontefract to develop an Urgent Treatment Centre, to improve the way services work as an integrated network to meet the needs of the population in a way which is fit for the future. One element of this has been the intention to redesign Urgent Primary Care, to simplify the
system in line with national guidelines (Integrated Urgent Care Service Specification, August 2017) and to avoid the existing duplication and overlap of services. The Strategic Case for Change is based on strong clinical evidence that people have better outcomes if people are
clinically assessed, they receive care in the most appropriate setting for their needs and do not attend Emergency Departments unless they need it. This is underpinned by national guidance on the provision of urgent care services and is enshrined in the local Urgent and
Emergency Care Strategy. Urgent Primary Care is central to the current provision and future plans for health care for the Wakefield district. This is an opportunity to explore ways in which the current services can integrate and offer access to safe, high quality urgent and planned
care as close to home as possible, whilst ensuring that people with serious and life threatening conditions are seen quickly in the most appropriate setting by clinicians who are best able to meet their needs. This IIA has been developed against of option 2 of the Strategic
Outline Case.

Executive summary of findings:

Please ensure all key negative impacts are highlighted below

The impact assessment has not identified any negative quality impacts for this transformation. We will monitor the impacts through the regualr contract monitring arrangements as described. AnEquality Impact Assessment was undertaken by NHS England which outlines plans for
local CCGs to adapt. A local EIA will be completed following apporval of the Strategic Outline Case.
We are in strong position in terms of delivering integrated urgent care. The services in scope of the redesign are the current urgent primary care services that are all commissioned separately.
We have an Urgent Treatment Centre at Pontefract and walk-in urgent primary care access in central Wakefield.
We have also rolled out an extended access GP service which covers the whole district. The GP Care Wakefield service is based in central Wakefield and in Pontefract. The contract was awarded to Conexus Healthcare from September 2017 until March 2019 and the service
successfully launched the clinical advice and booking (Triage) service alongside the same day face to face appointments at both Trinity Medical Centre and Pontefract Hospital in September 2017. The operating hours are 6pm-10pm weekdays and 9am-3pm on weekends and
bank holidays. The service is currently under-utilised at times. The GP Care Wakefield service provides both direct booking and a local triage or 'Clinical Assessment Service' (CAS) to screen all calls and provides telephone consultation for all calls.
Outside normal surgery hours for GP’s working in primary care, another service covers the out of hour’s period. This is the out-of-hours service which is provided by Local Care Direct and operates from 6.30pm – 8am on weekdays and the full 24 hour period on weekends and
bank holidays. The service is jointly commissioned by all the CCGs in Yorkshire. The service provides telephone triage, face to face appointments and home visits to those patients who are unable to attend in person. Face to face contacts are provided from a number of locations
across West Yorkshire. Within the Wakefield district this is from Trinity Medical Centre in central Wakefield and Pontefract General Hospital on the east, although Wakefield patients can choose to access the service from any of the localities across West Yorkshire.
The Walk-in Centre is provided by Local Care Direct and is based in central Wakefield. The service operates from 10am-10pm, 365 days a year. The service is available to all patients whether registered with a Wakefield GP or not. The usage of the Walk-in centre was very
similar in 2016 and 2017 with 38,445 and 38,828 attendances recorded respectively, meaning an increase of 383 attendances in 2017.82.9% of attendees in 2017 were either Wakefield registered or resided within the Wakefield boundary, 17.1% were not registered with a
Wakefield practice and did not live in the district. For both 2016 and 2017, the under 5’s proportionally represented the highest number of service users with 46.8% and 56.05% of attendances respectively. As may be expected, Saturday is the busiest day for the service and
December the busiest month - this was the case in both 2016 and 2017.With the exception of 6 patients in November, all patients in 2017 were seen within 4 hours; however, the vast majority are seen within an hour. This service is nurse led and as pregnant woman and babies
under 2 yeasr are excluded from the service can cause some confusion and delays in assessment and treatment.
To meet the national requirements for integrated urgent care we need to deliver a CAS service which is able to “consult and complete” and delivers clinical advice to 50% of NHS 111 calls. We also need to increase the amount of directly bookable appointments from NHS 111 in
to our services. The national vision is that this will assist patients in accessing same day urgent care by having an NHS 111 service which works with local partners to direct patients to the right place first time, prevent patients having to make unnecessary journeys to access
services where clinical advice can be given over the phone and book patients an appointment at a convenient time where they do need to access face to face services.Therefore locally we need to develop a service model which fully integrates with NHS 111, provides local CAS,
is simple and convenient for patients to access and has capacity to manage the demand. The out-of-hours service already works closely with NHS 111 which can directly book in to the OOH service.
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Guidance Notes

Brief Quality Overview:
Current knowledge and issues

Where are we now?
The NHS 111 service guides patients to the most appropriate urgent and emergency care service and delivers core clinical advice. All urgent and emergency care services need to work closely to
ensure patients get the right responsive care when they need it. By developing a local Clinical Assessment service will ensure all patients are screened and advised on the appropriate treatment.
WCCG commissions a number of services delivering urgent primary care across the district. Contracts for existing services have been aligned to the end March 2019. This is an opportunity to full
integrate these services to ensure patient receive the right care in the right place at the right time.
These services include:
• GP Care Wakefield (GPCW), extended access to primary care in evenings and weekends.
• Out of Hours services, providing primary care access overnight, weekends and bank holidays.
• Walk-in service, currently provided at King Street.
Both the out-of-hours service and the walk-in service are provided by Local Care Direct (LCD) while the GPCW service is provided by Conexus Healthcare Limited.
WCCG commissions the out-of-hours services in collaboration with the other CCGs across West Yorkshire. WCCG recognises that in the future a different model of out-of-hours provision may need
considering in partnership with the other West Yorkshire CCGs.
There are other services in the district which deliver care for minor illness and injury. The services in scope have interdependencies with these. These other services include:• Pinderfields Emergency Department, including a primary care stream,
• Pontefract Urgent Treatment Centre (UTC),
• General Practice.
As outlined in the Keogh review and through the clinical pathway for urgent care services, we know that each part of the urgent care system has an impact on the other parts or services. It is
essential that services work in collaboration to ensure continuity of care for patients. This is overseen by the Mid Yorkshire A&E improvement group, where all partners meet to discuss and contribute
to service improvements in urgent care across the footprint.
In addition as there also needs to be provision, in line with national guidance, for people with urgent care needs to be seen as close to home as possible on the same day, GP Care Wakefield has
been developed and provides routine and urgent care 7 days a week. The extended hours’ access to appointments in general practice for people with urgent care needs enhances urgent care
provision across Wakefield. The large majority of people who currently use the accident & emergency service at Pontefract can continue to do so, and it is hoped that people with urgent care needs
for minor conditions or who need access to diagnostics that are not available in primary care will go to Pontefract as an alternative to attending Pinderfields A&E department.

Brief details of
engagement, consultation
or other intelligence
available

The Friends and Family Test (FFT) gives people who use NHS services the opportunity to provide feedback on their experience.
All recent relevant engagement work has been reviewed. This has analysed feedback from previous engagement activity including; Mid Yorkshire Hospitals Trust Clinical Services Strategy, Meeting
the Challenge Public Consultation, Engagement for Urgent and Emergency Care Outline Business Case, Improving Access to Primary Care, Healthwatch Wakefield Hear, See and Treat
engagement, Public Event Urgent Care feedback, Patient Safety Walkabout to accident & emergency departments and recent public engagement on these proposals for Pontefract A&E.
There is currently confusion from local people about the range of services available outside the hospital environment and there is a perception that it is easier to attend accident & emergency than
access an alternative, more appropriate service. Our intention is to ensure that, once a new model is developed, clear information is available. This will be widely shared and publicised, to ensure
people can choose the most appropriate service for their needs. It is hoped that having better defined entry points into services will reduce confusion, and therefore, improve experience.
The CCG developed a communication, engagement and equality plan for transforming urgent and emergency care services when considerations were bening made to redesign and implement an
Urgent Treatment Centre at Pontefract . To ensure independence for the pre-consultation engagement, we commissioned Healthwatch Wakefield to undertake the engagement and analysis of
feedback. A programme of engagement activities have been taking place during the past few months, including events, telephone survey and an on-line survey by HealthWatch as the Pontefract
Urgent Treatment Centre was developed. These have been undertaken to ensure local people are engaged in the development of urgent and emergency care services in the Wakefield district.
Further consultation is planned to help local people understand the opportunities for urgent primary care and the integration of current services.

Human Rights

√

Access to urgent care and appropriate medical support at the right time in the right place will help
reduce existing health inequalities as people will have their health needs met.

√

Please see embedded report from NHSE-Equality and Health Inequalities-Full Analysis Form. This was
completed before the development of the guidelines that we are working to-Integrated Urgent Care
Service Specification (NHSE, August 2017). This document outlines plans for local CCGs to adapt,
taking into account local issues, demographics and patient requirements to ensure that all the needs
of the protected groups can be met.
A full EIA will be completed as part of the development of the WCCG Service Specificaiton following
approval of the Strategic Outline Case.

Children and young
people
Specific age range
(describe)
Disability
Physical impairment
Mental health
Learning disability
Sensory impairment
Long term conditions
Other

Pregnancy and
Maternity

Ethnicity
Asian/Asian British
Black/Black British
Mixed/multiple ethnic
groups
White
Other groups - e.g.
asylum
seekers/refugees,
Eastern
Europeans/travellers
Religion and Belief

Actions/ Mitigation

Monitoring

Score

Likelihood

Not known

Positive

Promotion of human rights through standard NHS contract.
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Age
Older people

Demographics

Describe potential impact and evidence to support decision
(Positive and/or negative)

√

Health inequalities

General issues

Negative

Equality Impact Assessment

What is the impact on
EQUALITY

q
ce (1-5)

Guidance notes

This NHSE EIA is to support the SOC. This outlines the case for change in
relation to urgent primary care services in the Wakefield district. As specific
plans and proposals are developed these will be subject to a full EIA to
ensure they have appropriately considered how they will meet tithe needs of
the local population. To ensure the ability to deliver an effective EIA accurate
equality data is required from providers and will be analysed.

Commissioners and providers monitor activity
data. This may not include all the equality data
that is required. Commissioners will request the
appropriate equality data to be provided.

Lead

Katie
Roeb
uck

Privacy Impact Assessment
Please note: if you need assistance in completing the PIA Screening Questions please contact the Governance Team.
Screening Questions
Will the project involve the collection of new information
about individuals?
Will the project compel individuals to provide information
about themselves?
Will information about individuals be disclosed to
organisations or people who have not previously had
routine access to the information?

Yes /
No
No

Guidance Notes

Additional comments
No new systems, clinical datasets or additional personal information is required to existing clinical records / systems. The same providers will retain the same information. Better links for sharing information between providers will need to be considered

No
No

Are you using information about individuals for a purpose it
No
is not currently used for, or in a way it is not currently used?
Does the project involve you using new technology which
might be perceived as being privacy intrusive? For
example, the use of biometrics, facial recognition or
automated decision making.
Will the project result in you making decisions or taking
action against individuals in ways which can have a
significant impact on them?
Is the information about individuals of a kind particularly
likely to raise privacy concerns or expectations? For
example, health records, criminal records or other
information that people would consider to be particularly
private.
Will the project require you to contact individuals in ways
which they may find intrusive?
Outcome / Next Steps
Answering ‘yes’ to any of the screening questions is an
indication that a PIA is required. Did you answer yes to any
If yes, a copy of CCGs Privacy Impact Assessment (PIA)
process is held on Skyline. The PIA template (small scale)
Screening questionnaire completed by
Name:
Job Title:
Work Area:
Date:

No
No new technologies planned at this time.
No
No decisions or actions taken will impact significantly on patients.

No

No

No

No contact will be made with patients unless they require further clinical assessment or advice following an initial NHS111 consultation when they have made the telephone call.
The screening questions are not an exhaustive list, therefore in the event of any uncertainty please discuss with the CCG's Information Governance Team.

http://skyline.wakefieldccg.nhs.uk/Interact/Pages/Content/Document.aspx?id=1071

Jane Maskill
Service Development and Transformation Manager
Urgent Care Commissioning
23/07/2018

Guidance Notes

Quality Impact Assessment

Monitoring

Lead

Overall Score

Negative

Likelihood (1-5)

Mitigation
Consequence (1-5)

Description of impact
(Positive or negative)

Positive

What is the impact on

PATIENT EXPERIENCE
Consider
√

The overall vision for urgent and emergency care services in Wakefield is to provide
easier and faster access offering the highest quality care in the most suitable setting
by the most suitable clinician. The experience of care will improve as patients will be
directed to the service as it will have be the most suitable place to meet their
individual needs. Patients will be screened by the Clinical Assessment Service, and
can be pre-booked into appointments or offerred advice to see other clinicans or for
self care. There will still be the opiton that patients can walk-in to a facility be seen.

0 N/A

Obtaining views from people connected to this service will provide valuable
Katie Roebuck
information about quality and experience. Reporting requirements against
patient experience measures are included in the specification and will be
monitored to ensure there is no deterioration in patient experience.
Commissioners will monitor Friends and Family Test scores for the unit, and can
monitor complaints, NHS Choices comments and Patient Opinion posts. The
CCG will expect providers to undertake regular surveys particularly in the early
days to ensure the service is meeting the needs of the patients it is designed to
see.

√

The aim is for urgent and emergency care services in Wakefield to offer the highest
quality care in the most suitable setting by the most suitable clinician. One of the
critical success factors agreed in the case for change was that it was clinically safe –
in line with the Keogh report, so all patients have their urgent care need delivered as
close to home as possible and more serious, life- threatening conditions should be
seen by specialists with the best resources to support better survival rates and better
longer term outcomes. As patients will be assessed by the Clinical Assessment
Service and directed to the most suitable service for their individual need, there will
be fewer handovers between services which will prevent patients 'falling through the
gaps' as the current multiple points of access will be reduced; and assessing and
treating people sooner in the most appropriate setting will help prevent deterioration
in their condition. Any impact of increased demand will be transparent and monitored
through resilience and protocol driven pathways.

0 N/A

The service will be commissioned against the service specification which
Katie Roebuck
includes all aspects of patient safety and the capability of the clinical workforce.
Triage will be driven by agreed clinical protocols (including transfer to an
emergency facility for any life-threatening conditions), and patient safety metrics
will be monitored in line with the specification, including incident reporting,
serious incidents, safety thermometer. The service will be registered with the
CQC and be subject to regular inspection.

•The CCG's duty to excerise its functions with a view to securing √
continuous improvement in the quality of services and the
outcomes that are achieved from the provision of services.
•The CCG’s ability to deliver against the strategic objectives,
commissioning principles and quality premium.
•Clinical leadership
•Clinical engagement (buy in)
•Development & improvement of and locally agreed care
pathways
•Implentation of evidence based practice (NICE, pathways, royal
colleges etc)
•Variations in care (pathways, between areas, protected
characteristics groups)
•Care delivered in most cost effective way (LEAN, Productive
series)
•Accelerating adoption and diffusion of service innovation
•The quality of information collected and the systems for
monitoring clinical quality

The overall vision for urgent and emergency care services in Wakefield is to offer the
highest quality care in the most suitable setting by the most suitable clinician. One of
the critical success factors agreed in the case for change was that it was Evidence
based – the service must offer safe high quality care which follows best practice
guidance. The service is based on current national policy, guidance and evidence,
which the service will be expected to adhere to as well as relevant clinical evidence
and best practice for urgent care and treatment.The service will develop clear
pathways that are delivered 24 hours a day with no variance to promote consistency,
standards in care and improve outcomes for patients. As patients will be assessed
and directed to the most suitable service for their individual need based on their
acuity there will be agreed protocols and pathways between services. Clinical
engagement has been prominent and effective throughout the redesign of services
recently, and further engagement is taking place as the future of the model is
developed and during the decision making process.

0 N/A

The service will be commissioned against a detailed service specification which Katie Roebuck
includes clinical audit, service improvement and evaluation and will be monitored
as part of contract monitoring mechanisms. The providers will be expected to
work to new and emerging policy guidance which relates to and links with work
to further integrate urgent and emergency care services and only transfer
patients when clinically necessary to do so (see patient safety section).

•Patient experience (i.e. response to national/local surveys,
complaints/PALS/incidents etc)
•Patient choice (informed, provider, location etc.)
•Patient access (physical, systems, communications etc.)
•Compassionate and personalised care agenda (dignity,
empathy, control of care, involvement)
•Family & Friends Test, FFT
•Learning from incidents and SIs
•Responsiveness
•Support for people to stay well
•Promotion of self-care for people with long term conditions

•Meeting the NHS Constitution Rights & Pledges

PATIENT SAFETY
Consider
•The CCG's duty to protect vulnerable groups
•Patient safety
•Preventable harm
•Reliability of Systems & processes e.g.to prevent healthcare
acquired infections, safeguarding incidents
•Providers meeting CQC essential standards including Equality
and Diversity
•Staffing levels
•Staff morale (TUPE, terms of service change)
•Clinical workforce capability and appropriate skills
•Environment (cleanliness, suitability, PEAT)

CLINICAL EFFECTIVENESS
Consider

Other Impact Assessments
Lead

Overall Score

Likelihood (1-5)

Negative

Monitoring

Guidance notes

LOCAL HEALTH AND SOCIAL CARE SYSTEM
• Health Services (MYHT, SWYPFT, YAS, GP)
• Social Care
• Voluntary Care Sector
• Local Authority
• Private Sector
• Governance arrangements
• Contractual (TUPE etc)
• Strategic partnerships and shared risk (Local authority, Public Health,
Public Health England, Voluntary care and social enterprise, Health &
Wellbeing Board, other commissioners)
• Sustainability of service due to workforce issues (resilience & skills,
recruitment, retention, career pathways)

Mitigation
Consequence (1-5)

Description of impact
(Positive or negative)

Positive

What is the impact on

√

0 N/A

Measures will be put in place at a network level to evaluate the whole system
approach to urgent primary care.

Katie
Roebuck

Measures include vacancy turnover and sickness and absence levels.

Katie
Roebuck

WCCG is committed to ensuring the services commissioned meet the requirements of
the local population and work in an integrated way with other services in the district
such as social care and pharmacy, within its financial allocation. The case for change
has been assessed against a range of critical success factors for change by clinicians
and senior leaders across the Mid Yorkshire system. The following will be positive
impacts:
• Sustainable – the service is sustainable for the
foreseeable future, taking into account known influencing factors (workforce, facilities,
demands, funding).
• Optimum use of resources: workforce – the service must make the best use of
workforce skills available that provide best quality and outcomes.
• Optimum use of resources: estates – the service must make the best use of the
available estates and provide best value.
•Promotes stability of the whole system – the service must contribute to the wider health
system and not detract from the delivery of quality services in other parts of the district
or the Mid Yorkshire footprint.
• Given workforce
and financial challenges there is a requirement to reduce overlap and ensure maximum
efficiency.

• Social Value (Social Value Act 2012)

Guidance Notes

WORKFORCE
• Effective prioritisation & management of workload
• Staff experience as a result of workforce changes
• Contractual (TUPE, terms and conditions)
• Workforce diversity
• The organisation's commitment to high quality workplaces, aiming to
be employers of choice

√

0 N/A

The overall vision for urgent and emergency care services in Wakefield is to offer the
highest quality care in the most suitable setting by the most suitable clinician. One of
the critical success factors agreed in the case for change the optimum use of workforce
- the service must make the best use of workforce skills available that provide best
quality and outcomes. Currently due to the duplication of services, the workforce is in
demand, by integrating services this will make effective use of limited workforce
resource.The redesign considers different ways of working which support the current
workforce and recognises the workforce challenges

Demographics and Data

Overview of Wakefield by protected characteristics

Date: February 2016

The current size of the registered patient population with Wakefield CCG is 361,651. (Public Health England)

Equality Impact Assessment

Human Rights
The Human Rights Act 1998 sets universal standards to ensure that a person’s basic needs as a human being are recognised and met. Public authorities should have arrangements in place to ensure that they comply with the Human Rights Act 1998, and it is
unlawful for a healthcare organisation to act in a way that is incompatible with the Act.
Age
Wakefield has an aging population. Wakefield is expected to encounter a large population structure change within the next five years, with the older persons grouping growing by over 11% by 2016 (73,000 persons).
Sex
In 2013 there were 161,920 male and 167,788 female residents in the Wakefield district. The difference in the numbers is more pronounced among the older age groups. For example, there are
5,395 males aged 80 and above and 9,336 females.
Males and Females are in approximately equal proportions however disparities occur in service usage across several services. There are also variations in health outcomes; life expectancy is 9.9 years lower for men and 7.2 years lower for women in the most
deprived areas of Wakefield than in the least deprived areas (Wakefield JSNA)
Disability
2011 census reported
Long-term health problem or disability
Day-to-day activities limited a lot - 11.3%
Day-to-day activities limited a little - 10.7%
The Public Health England data states that 57.5% of patients have a long term condition.
Currently around one in six adults in the district are subject to some degree of low or depressive feelings at any time - this equates to around 40,000 people. (Wakefield State of the District Report Summer 2014).
In Wakefield the number of people with a learning disability known to services is around 1,476 the likely true number is 6,522. (Public Health England)
Carers
Provision of care - 1-19 hours of unpaid care 6.5%, 20-49 hours 1.7%, 50 hours + 3.1%
LGB (Lesbian, Gay, Bisexual)
Sexual orientation data at local level remains limited. Regional and national figures vary e.g. 5.8% is the figure currently used by the lesbian, gay and bisexual charity Stonewall.
Pregnancy and Maternity
In 2013 there were 4,033 live births to mothers usually resident in the Wakefield district. 13.4% of live births (542 out of 4,033) in 2013 were to mothers born outside the UK.
Ethnicity
Wakefield has a relatively small but growing ethnic minority population. In the 2001 Census, 96.7% of people identified themselves as White British; at the 2011 Census this had fallen to 92.8%. Conversely, the size of the district’s ethnic population has grown from
3.3% to 7.2%. The two largest ethnic minority groups are: ‘Asian’/’Asian British’ – up from 1.4% in 2001 to 2.7% in 2011; and ‘White Other’ – up from 0.7% to 2.3%. The expansion of the European Union in 2004 produced an increase in economic migrants coming to
Wakefield. The 2011 Census identifies 2.4% of the Wakefield population as being born in the European Union States (EU) – equating to around 7,800 residents. The majority of these have come from Poland (up from 173 in 2001 to 4,288 in 2011), with smaller
numbers from Slovakia and Latvia and the other new EU countries. The migrants have tended to be young, single people planning to stay for a relatively short time and the majority have found low-skilled, low-paid employment in warehouses and distribution centres.
The size of the asylum seeker population being supported has fallen in recent years, to 34 people in September 2014, down from 565 people at the beginning of 2003. As a consequence of increasing ethnic diversity there are now many languages spoken within the
district. For just over 11,000 residents, English is not the main language spoken. The most common non-English main languages are Polish (4,194 people); Punjabi (889 people); Urdu (809 people); Latvian (409 people); Lithuanian (344 people); and Kurdish (268
people). There are just over 100 different languages spoken among the district’s school children.
Arrivals in Wakefield in 2014 from Poland were concentrated in Wakefield North and East Wards
The 2011 Census found 5000 residents of Polish nationality/origin. In contrast around 6,500 Wakefield residents identifying as being of South Asian origin. Given migration trends the Polish community is likely to have become Wakefield’s largest ethnic and national
minority population.
Engagement with the Polish community has identified a number of service issues including on street drinking, as well as lifestyle issues that may be detrimental to future health. Cultural issues around accessing health services, including the community being unlikely
access the NHS unless absolutely needed due to perceived poor treatment and the NHS being deemed as not up to standard by many Polish migrants therefore they are likely to present themselves at A&E as their first choice to secure immediate treatment.
Religion and belief
According to the 2011 Census, the majority of the district’s population (around 66% or 216,000 people) class themselves as Christian. This figure fell from 78% in 2001 in line with national trends.
There has also been a corresponding increase in the number of people who describe themselves as having no religion. In 2011, around 24% (over 79,000 people) described themselves as having no religion - more than double the amount compared to ten years
earlier. In addition, in 2011 around 6% did not state their religion. There was also an increase in the number of Muslims, up from 1.1% (3,600 people) in 2001 to 2% (6,500 people) in 2011. All other religious groups combined continue to make up less than 1% of the
districts population.

Other groups - links provide some information - but specific research may be needed to understand the impact for your service/change/policy. These are the groups idenitified by NHS England you may be aware of other groups
relevant to your work.

Data sources for information and
intelligence to support decision making

Alcohol and / or drug misusers
Asylum seekers and /or refugees

Ex-service personnel / veterans
Those who have experienced Female Genital Mutilation (FGM)
Gypsies, Roma and travellers
Homeless people and rough sleepers
Those who have experienced human trafficking or modern slavery

Those living with mental health issues
Sex workers
Rural residents
Complaints
PALS Data
Voluntary Care Sector data/reports
Equality and Human Rights Commission
NHS England

Equality Impact Assessments
Health Service Ombudsman
Health Inequalities;
Health and Wellbeing Plan
health profile
Human rights
health inequality CCG duty

Advice is available from; Equality Service, Complaints, Public health, HR
if any of the links above are out of date or fail - please inform the quality team

How to score risk
A total score is achieved by assessing the potential consequences and the likelihood of this occurring and assigning a risk score to each. These scores are multiplied to reach a total score.
The following tables define the consequence and likelihood scoring options and the resulting score;

CONSEQUENCE

Category
LIKELIHOOD

Risk
score
1-3
4-6
8-12
15-16
20-25

Low risk (green)
Moderate risk (yellow)
High risk (orange)
Serious risk (red)
Critical risk (black)

Insignificant
(1)

Moderate

(2)

3

4

5

1

2

3

4

5

1

RARE

1

INSIGNIFICANT

2

2

4

6

8

10

2

UNLIKELY

2

MINOR

3

3

6

9

12

15

3

POSSIBLE

3

MODERATE

4

4

8

12

16

20

4

LIKELY

4

MAJOR

5

5

10

15

20

25

5

ALMOST CERTAIN

5

CATASTROPHIC

Legal / Regulatory

Patient & Public Experience

£1k to £5k

Unsatisfactory patient experience not directly related to patient care.
Locally resolved complaint

Up to £50k

Unsatisfactory patient experience - readily resolvable. Justified complaint peripheral to
clinical care.
Adverse local media report – short term

Possible minor out of court settlement or civil small claims court.
Isolated failure to meet local standards.
Coroners Court Inquest

Mismanagement of patient care
Justified complaint involving lack of
appropriate care.
Ongoing adverse local media reports

Defensible civil action.
Improvement notice.
Persistent failure to meet local standards.
Intermittent failure to meet national performance standards.
Coroners Court – narrative verdict

Up to £250k

Major
(4)

Up to £500k Destabilises provider market.

(5)

CONSEQUENCE

2

1

Financial Loss or Impact

Serious
(3)

Catastrophic

LIKELIHOOD

1

Over £1m. Significantly destabilises provider market

Serious mismanagement of patient care.
Several justified complaints (of a Ombudsman 2nd stage complaint).
Adverse national press interest (<3 days)
Totally unsatisfactory patient experience.
Multiple justified complaints.
On-going adverse national press interest (>3 days),
MP questions.

Minor non-compliance with standards.
Minor recommendations e.g. clinical audit, internal audit, external audit etc

Criminal prosecution.
Persistent failure to meet national performance targets.
Coroners Court – neglect verdict

Corporate Manslaughter or Corporate manslaughter prosecution.
Persistent failure to meet national, professional and statutory requirements.

Health/ Clinical Outcome

Safety / Injury / Harm
(patients or staff)

Impact on Services

Short term verbal abuse. Less than 3 days absence. Patients required extra observation
or minor treatment

Short term capacity issue (staff/facilities) reducing service quality (< 1 day)

Physical encounter (scratches / bruising).
RIDDOR reportable injury with absence of 3 days to 1 week.
Patients require minor increase in treatment, did not lead to permanent harm

Significant inconvenience or cost in maintaining activity.
Capacity issue (staff/facilities) reducing service quality (<1 week)

Insignificant

(1)

Minor adverse clinical outcome, e.g. slight delay in referral or treatment with low impact

Moderate

(2)

One off failure to meet minimum clinical outcomes.
Minor increase in health inequalities (in only 1 area/group)

Serious
(3)

Persistent failure to meet minimum clinical outcomes in one clinical area.
Significant increase in health inequalities (across 2 or more area/groups)

RIDDOR reportable injury with absence of more than 1 week.
Patients require moderate or major increase in treatment, did not lead to permanent
harm

Ongoing unsafe staffing level.
Significant ongoing capacity issue (staff/facilities) preventing service delivery (> 1
week)

Major
(4)

Significant increase in health inequalities
(across 2 or more area/groups)

RIDDOR reportable major injury or dangerous occurrence.
Patient experienced permanent harm

Significant ongoing capacity issue (staff/facilities) preventing service delivery for (> 1
month)

Persistent failure to meet minimum clinical outcomes in a range of services.
Extreme impact on health inequalities across Trust

RIDDOR reportable death.
NRLS reportable death Patient died as a direct result of incident.

Catastrophic

(5)

Interruption of all or significant range of Trust activities (> 1 week)

Guidance Notes
Rationale:
This Integrated Impact Assessment (IIA) tool tests the impact of a proposed change in service provision or policy on:
• Equality; people with protected characteristics living within Wakefield district
• Health inequalities
• The quality of patient care
• Privacy
• The local health and social care system
• CCG reputation
• Workforce
The IIA forms part of the Wakefield CCG governance process to ensure the impact of changes made to policies and services deliver improvements. Where negative impacts are identified actions are
taken to reduce these to an acceptable level, unless the impact would amount to unlawful discrimination.
Note: If an IIA, Quality Impact Assessment, Equality Impact Assessment has been undertaken by a partner and it is applicable to Wakefield then there is no need to transfer to the Wakefield template.
If in doubt discuss with Quality or Equality teams.

Governance:
An IIA should be started at the initiation of a project (Project initiation document, plan on a page stage after Gateway 1 of Better Value Group Project Process). The IIA should be a living document
and be updated regularly as the project progresses. It should be used to inform the design of the service/policy with mitigations being built into the project documentation e.g. strategic outline case,
business case, service specification.
At key governance points in the project papers will be presented to committees and project boards for decisions. These should always be accompanied by either the signed summary page of the IIA
containing a hyperlink to the full document published on Skyline OR a PDF of the relevant pages of the IIA (PDF button on top of summary page). Papers will not be accepted onto agendas until the
IIA is signed off.
The IIA owner will normally be the project lead and they should keep an electronic copy of the signed documents within the project folder.
A copy should be uploaded to Integrated Impact Assessment area of Skyline each time the document is signed off following update and prior to presentation at committee (forward to Leanne
Whittaker). Please ensure document title is in the correct format (project title_IIA_version_date).
To publish the IIA on Skyline:
-Hide unwanted tabs (Risk matrix, guidance notes)
-Tidy the remaining document if you wish by hiding impacts that are not applicable do not delete as they may become relevant later in the project
-Save as PDF (either by using the PDF button on the summary page OR PDF, options, entire workbook) title should be in format: project title_IIA_version_date
-Upload to Skyline (http://skyline.wakefieldccg.nhs.uk/Interact/Pages/Section/SubFullOne.aspx?subsection=4857)

Summary:
To be completed at the outset of a project. (Plan on a Page stage of project, prior to Gateway 1 in the Better value group-Project Process.)
Before this document is considered by a committee it should have been signed by the GP Clinical lead and Executive Lead. If electronic signatures are used the Commissioning Manager should save
authorisation to use signature for audit purposes. If this is Chief of Service Delivery and Quality a hard copy should be submitted to Kate Trevelyan in a folder marked Integrated Impact Assessments
for sign off.)
Keep the description of the service brief (one or two paragraphs). Ensure that it is clear what change is being assessed.
Executive summary should detail the key impacts of the proposed change as identified by the IIA tool; positive, neutral or negative and potential mitigation. This section can be used to inform the
completion of committee front sheets i.e. Outcome of Impact Assessments completed, Outline public engagement – clinical, stakeholder and public/patient: sections.

Where are we now:
To be completed at the outset of a project. (Plan on a Page stage of project, prior to Gateway 1 in the Better value group-Project Process.)
A brief quality overview should be completed, relevant to the proposed change, detailing any information on the quality of services currently provided, known quality standards in relation to the service
etc..
Any known stakeholder involvement, engagement, consultation research or other intelligence available should be detailed, with references and links to support the assessment. This data will support
the equality assessment.
The demographics and data section provides you with some basic background data on the population of Wakefield District and sources where further data can be found to enable potential impact to
be considered. Further detailed reseach may be required related to the specific service being assessed.

Equality Impact Assessment, EIA:
To be completed prior to presenting to committee, programme board, Gateway 2 in the Better value group-Project Process.
Equality impact assessment is an integral part of our commissioning process, it fulfils a CCG legal duty. It involves understanding the potential impact of a change and what steps could be taken to
improve services by advancing equality, eliminating discrimination and promoting good relations. We also need to ensure that services we commission deliver on equality improvements. On the
demographics worksheet please identify existing stakeholder involvement, engagement or consultation sources, complaints and PALS feedback and service user data to support this assessment.
As a public authority we are subject to the General and Specific Public Sector Equality Duties. Using EQIA is one way of demonstrating that we are compliant with the Equality Act 2010. Case law has
demonstrated that we need to ensure that we give full consideration to the impact our decisions have on protected groups to avoid risks in terms of litigation and reputation.
To understand if there is likely to be any impact, positive or negative on protected groups (age, sex, ethnicity, disability, religion and belief, sexual orientation, gender reassignment, pregnancy and
maternity – we also include carers) evidence needs to be gathered.
This evidence should be referenced and recorded with an explanation of the likely impact it demonstrates.
Types of evidence; patient experience surveys, PALS, complaints, staff surveys, service user equality monitoring (representation compared to local community profile), data and information about our
communities and staff, epidemiology, census statistics, recommendations from inspections or audits, any good practice in the area which could be drawn on. Comparisons should be made with
expected use and against known community data, such as the census or local profiles.
National and regional data can be used to predict expected patterns/outcomes where data is not available locally.
The evidence will help you understand whether the impact is potentially negative or positive.
Data collection and monitoring
Data may be routinely collected within services on age, gender, disability and ethnicity; however there may be more difficulty with sensitive monitoring of sexual orientation, religion and belief or
gender reassignment. Different approaches may be used for this monitoring such as anonymous survey work to gather views or equality monitoring of users. The integration of such monitoring is
implicit in the Equality Act 2010. Some people can belong to more than one protected group, attention needs to be paid to issues which may affect across groups, such as learning disabled people
who are gay or older Irish people etc.
Detail what the likely issues could be, using the information and determine if the likely impact is positive or negative (it could be both).
To be able to measure progress in equality for our communities and staff we need to appreciate the outcomes, rather than the input, so remember to describe what the intended outcome is.
Risk/impact scoring
This needs to take account of both the numbers of people affected and the degree of the impact. Closing a service for women would have a potential impact on a large number of people - but it could
be a limited impact as other local services are available. Closing a service for transgender people may only impact very few people, but the impact could be considerable, for this very vulnerable
community. The scoring should take account of this kind of proportionality through the calculation of likelihood and consequence.
Actions/mitigation
Include here any action to address specific equality issues and data gaps that need to be addressed through consultation or further research.
Ensure the actions are specific, measureable, achievable and realistic and have a timescale.
Monitoring
Detail how and who will monitor this action plan and review this equality assessment.
Contact: Sarah MacKenzie-Cooper; 01422 307490; 07550458894; Sarah.Mackenzie-Cooper@calderdaleccg.nhs.uk; Kate.Bell@calderdaleccg.nhs.uk

Quality Impact Assessment, QIA:
To be completed prior to presenting to committee, programme board, Gateway 2 in the Better value group-Project Process.
The QIA is split into 3 sections for consideration; patient experience, patient safety and clinical effectiveness. Each of these has a number of bullets for consideration, this list is not exhaustive and
further bullets can be inserted as required. Similarly not every bullet will be appropriate for all proposed changes.
• Consider the impact of the proposed scheme on each prompt in terms of quality
•Tick whether the impact on quality is positive and/or negative. REMEMBER: This is the risk to quality and NOT project delivery
• Describe the impacts, there may be more than one (insert new rows below if more than three impacts for a bullet). If there is no impact enter N/A in description of impact to denote consideration has
been given.
• Use the CCG Risk Matrix to score negative impact (Risk matrix tab)-positive impacts do NOT need to be scored.
• Consider each negative impact and identify any mitigating actions you could take, e.g. add conditions into the service specification, undertake further research, change the procurement route. Then
consider how you will monitor this.
• If quality will be maintained or improved continue with the project, identify monitoring arrangements to be used in contract monitoring or benefits realisation. Where minor ngative impacts have been
identify identify mitigating actions and monitoring arrangements as an action plan to inform the project going forwards.
• If a serious or critical negative impact on quality has been identified then the project should be reconsidered, e.g. unable to meet the duty to safeguard children and vulnerable adults, or further
mitigating actions identified to reduce the risk.
• Any risks identified should be added to the project risk log and the Risk Register as appropriate.
Contact: Quality Team; 01924 317662

Privacy Impact Assessment, PIA:
To be completed prior to presenting to committee, programme board, Gateway 2 in the Better value group-Project Process.
A Privacy Impact Assessment (PIA) is a process which helps assess privacy risks to individuals in the collection, use and disclosure of personal information.
PIAs help identify privacy risks, foresee problems and bring forward solutions. A PIA is necessary to:
• Identify privacy risks to individuals;
• Identify privacy and Data Protection compliance liabilities;
• Protect the organisations reputation;
• Instil public trust and confidence in your project/product;
• Avoid expensive, inadequate “bolt-on” solutions; and
• Inform your communications strategy.
Not every project will require a PIA. The Information Commissioners Office envisages PIAs being used only where a project includes the use of personal data, or where there could be a risk to the
privacy of the individual. PIAs will usually be recommended where a change of the law will be required, new and intrusive technology is being used, or where private or sensitive information which
was originally collected for a limited purpose is going to be reused in a new and unexpected way.
Following completion of the ‘Privacy Impact Assessment Screening Questions’ you may identify that a PIA is required.
Answering ‘yes’ to any of the screening questions is an indication that a PIA is required. The screening questions are not an exhaustive list, therefore in the event of any uncertainty please discuss
with the CCGs Information Governance Team.
Where it is identified that a PIA is required as part of the integrated impact assessment, the assessment should be completed and submitted to the Information Governance Team for review (GPs
should submit to Embed.infogov@nhs.net), prior to submission to the Information Governance Lead and Caldicott Guardian/SIRO.
Please note that the link within the Privacy Impact Assessment Screening Questions form, will take you to the CCGs Privacy Impact Assessment Process document which is held on Skyline. The PIA
template is within Annex B of that document.
Please note that where it is identified that an Integrated Impact Assessment is not required, the project/change may still require a PIA to be undertaken. For any queries in relation to the PIA process
and assistance in completion of the PIA please contact the CCGs Information Governance Team.
Contact: Information Governance Team: IGSharedService@calderdaleccg.nhs.uk

Local Health and Care System Impact
To be completed prior to presenting to committee, programme board, Gateway 2 in the Better value group-Project Process.
This section is to ensure the wider implications of the policy or service changes are considered. The template identifies a number of areas to be considered. This is not exhaustive and further sections
can be inserted as required. Similarly not every area will be applicable for all proposed changes.
• Consider the impact of the proposed scheme on each prompt.
• Tick whether the impact on the system is positive and/or negative.
• Describe the impacts, there may be more than one (insert new rows below if more than three impacts for a bullet). If there is no impact enter N/A in description of impact to denote consideration has
been given.
• Use the CCG Risk Matrix to score negative impact (Risk matrix tab)-positive impacts do NOT need to be scored.
• Consider each negative impact and identify any mitigating actions you could take, liaise with organisations where an impact has been identified, take expert advice, add conditions into the service
specification, undertake further research. Then consider how you will monitor this.
• If the impact is manageable or makes improvements continue with the project, using the mitigations and monitoring arrangements as an action plan to inform the project going forward.
• If a serious or critical negative impact has been identified then the project should be reconsidered, e.g. destabilises another organisation, or further mitigating actions identified to reduce the risk.
• Any risks identified should be added to the project risk log and the Risk Register as appropriate.

Workforce Impact Assessment:
To be completed prior to presenting to committee, programme board, Gateway 2 in the Better value group-Project Process.
This section is to ensure the wider implications of the policy or service changes are considered. The template identifies a number of areas pertaining to workforce and reputation to be considered.
This is not exhaustive and further sections can be inserted as required. Similarly not every area will be applicable for all proposed changes.
• Consider the impact of the proposed scheme on each prompt.
• Tick whether the impact is positive and/or negative.
• Describe the impacts, there may be more than one (insert new rows below if more than three impacts for a bullet). If there is no impact enter N/A in description of impact to denote consideration has
been given.
• Use the CCG Risk Matrix to score negative impact (Risk matrix tab)-positive impacts do NOT need to be scored.
• Consider each negative impact and identify any mitigating actions you could take, e.g. public/staff engagement, take expert advice. Then consider how you will monitor this.
• If the impact is manageable or makes improvements continue with the project, using the mitigations and monitoring arrangements as an action plan to inform the project going forward.
• If a serious or critical negative impact has been identified then the project should be reconsidered e.g. public opposals threaten a judicial review.
• Any risks identified should be added to the project risk log and the Risk Register as appropriate.
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NHS WAKEFIELD CCG
PROBITY COMMITTEE
GP PATIENT SURVEY RESULTS 2018

Background
The GP Patient Survey (GPPS) measures patients’ experiences across a range of
topics including their GP Practice, their experiences, primary care out of hour’s
services and demographic information. The GP Patient Survey is an independent
survey run by Ipsos MORI on behalf of NHS England. The survey is sent out to over
a million people across the UK.
In 2018 the GPPS questionnaire was redeveloped to reflect changes to primary care
services in England as set out in the GP Forward View. This included changes to
questions and inclusion of GP extended access services. Due to the extent of these
changes, together with the inclusion of 16 and 17 year olds, the results are not
comparable with results from previous years.
In NHS Wakefield CCG, 10,997 questionnaires were sent out, and 4,110 were
returned completed. This represents a response rate of 37%, compared to a national
response rate of 34%.
Survey Results
The full GP Patient survey results are included as appendix A. However, a summary
of the key highlights are below;
What the GP practices within the CCG do best
83% of respondents felt it was easy to use their GP practices website to look for
information or access services compared to 78% nationally.
74% of respondents saw or spoke to the healthcare professional less than 15
minutes after their appointment time compare to 69% nationally
89% of respondents felt that at their last appointment the healthcare professional
recognised and/or understood any mental health needs that they might have had
compared to 87% nationally.
What the GP practices within the CCG could improve
44% of respondents see of speak to their preferred GP when they would like to
compared to 50% nationally

57% of respondents were offered a choice of appointment the last time they made a
general practice appointment compared to 62% nationally
65% of respondents described their experience of making an appointment good
compared to 69% nationally.
Quality Premium and WPPC 2
As part of the Quality Premium measures 2017/18 scheme, the threshold was for the
CCG to demonstrate in the July 2018 GPPS publication either:
•
•

Achieve a level of 85% of respondents who said they had a good experience
of making an appointment, or;
A 3% point increase from July 2017 publication on the percentage of
respondent who said they had a good experience of making an appointment.

Within the Wakefield district 65% of respondents have said that they had a good
experience of making an appointment, compared to 69% nationally. This was a fall of
3% from the previous year (68%) compared to a 4% fall nationally (73%), so while
showing a fall from last year, the CCG’s fall was comparable with the fall nationally.
The same measure is included in the 2018/19 scheme. In response to this the CCG
have included in the Wakefield Practice Premium contract that Practices are required
to achieve within 10% or more of the CCG average of patients saying they had a
“good” experience of making an appointment. Following the publication of the 2018
GPPS results, 11 Practices will be required to complete an action plan as their
achievement is 10% below the CCG average. The CCG will work closely with the 11
practices listed below;
Ash Grove, Eastmoor Health Centre, Henry Moore Clinic, Kings Medical Practice,
Maybush Medical Centre, Outwood Park Medical Centre, Pinfold (Elizabeth Court
Surgery), Prospect Surgery, Riverside Medical Centre, The Grange and White Rose
Surgery.
The CCG will proactively support them to improve on this element of the GPPS with
the aim of the CCG achieving a 3% point increase from July 2018 to July 2019. An
action plan template has been developed by the CCG, to be shared with practices
before the end of the month. This will support the CCG in the achievement of the
CCG Quality Premium.
Ongoing Review
The CCG will continue to discuss the GPPS results with individual practices during
their annual assurance visit, with a view to the practices identifying the areas of the
GPPS which they need to improve on, and advising the CCG what their plans are to
address this.

Improvement and Assessment Framework (IAF) 2017/18
The results of the GPPS also form part of the CCG Improvement and Assessment
Framework in 2017/18 for the following indicators;
•

•

128b patient experience of GP services - In the Wakefield District 83% of
respondents have said that their overall experience of their GP practice is
good, compared to 84% nationally. 18 practices scored below the national
average, 20 scored higher.
108a quality of life of carers – there is no comparable question in the 2018
GPPS.

At this current time the IAF technical guidance for 2018/19 has yet to be published,
however it is likely to include elements from the GPPS at which point further analysis
on the specific indicators can be undertaken once identified.
Recommendations
It is recommended that the Probity Committee;
•
•
•

Receives the results of the GP Patient Survey for 2018
Notes the performance in relation to Wakefield GP Practices
Approves the actions taken by the CCG to improve performance

Sharon Daniel
Primary Care Quality Manager
5 September 2018

NHS WAKEFIELD CCG
Latest survey results
August 2018 publication
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Background, introduction
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Background information about the survey
•

The GP Patient Survey (GPPS) is an England-wide survey, providing practice-level
data about patients’ experiences of their GP practices.

•

Ipsos MORI administers the survey on behalf of NHS England.

•

For more information about the survey please refer to the end of this slide pack or visit
https://gp-patient.co.uk/.

•

This slide pack presents some of the key results for NHS WAKEFIELD CCG.

•

The data in this slide pack are based on the August 2018 GPPS publication.

•

In NHS WAKEFIELD CCG, 10,997 questionnaires were sent out, and 4,110 were
returned completed. This represents a response rate of 37%.

•

Prior to 2015 these slide packs presented Area Team averages for each CCG. These
are no longer included following the integration of Area Teams into the four existing
Regional Teams. However, CCGs can still see how their results compare to those of
other local CCGs.

•

The questionnaire has been redeveloped for 2018 in response to significant changes to
primary care services as set out in the GP Forward View, and to provide a better
understanding of how local care services are supporting patients to live well, particularly
those with long-term care needs. The questionnaire (and past versions) can be found
here: https://gp-patient.co.uk/surveysandreports.
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Introduction
•

The GP Patient Survey measures patients’
experiences across a range of topics, including:
- Making appointments
- Perceptions of care at appointments

•

However, given the consistency of the survey across
organisations, GPPS can be used as one element of
evidence.

•

It can be triangulated with other sources of feedback,
such as feedback from Patient Participation Groups,
local surveys and the Friends and Family Test, to
develop a fuller picture of patient journeys.

•

This slide pack is intended to assist this
triangulation of data. It aims to highlight where
there may be a need for further exploration.

•

Practices and CCGs can then discuss the findings
further and triangulate them with other data – in order
to identify potential improvements and highlight best
practice.

- Managing health conditions
- Practice opening hours
- Services when GP practices are closed

•

The GP Patient Survey provides data at practice level
using a consistent methodology, which means it is
comparable across organisations.

•

The survey has limitations:

-

Sample sizes at practice level are relatively small.

•

The following slide suggests ideas for how the
data can be used to improve services.

The survey does not include qualitative data which
limits the detail provided by the results.

•

-

Given the extensive changes to the questionnaire in
2018, this pack does not include trends over time.

The data is provided once a year rather than in real
time.
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Guidance on how to use the data
The following suggest ideas for how the data in this slide pack can be used and interpreted to
improve GP services:

•

Comparison of a CCG’s results against
the national average: this allows
benchmarking of the results to identify
whether the CCG is performing well,
poorly, or in line with others. The CCG may
wish to focus on areas where it compares
less favourably.

•

Considering questions where there is a
larger range in responses among
practices or CCGs: this highlights areas
in which greater improvements may be
possible, as some CCGs or practices are
performing significantly better than others
nearby. The CCG may wish to focus on
areas with a larger range in the results.

•

Comparison of practices’ results within
a CCG: this can identify practices within a
CCG that seem to be over-performing or
under-performing compared with others.
The CCG may wish to work with individual
practices: those that are performing
particularly well may be able to highlight
best practice, while those performing less
well may be able to improve their
performance.
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Interpreting the results
•

•

•

The number of participants answering (the
base size) is stated for each question. The
total number of responses is shown at the
bottom of each chart.

All comparisons are indicative only.
Differences may not be statistically
significant – particularly when comparing
practices due to low numbers of
responses.

For guidance on statistical reliability, or for
details of where you can get more
information about the survey, please refer to
the end of this slide pack.

•

Maps: CCG and practice-level results are
also displayed on maps, with results split
across 5 bands (or ‘quintiles’) in order to
have a fairly even distribution at the national
level of CCGs/practices across each band.

•

All data is taken from the latest / August
2018 publication (fieldwork January to
March 2018).

•

For further information on using the data
please refer to the end of this slide pack.

17-043177-06 Version 1 | Public

When fewer than 10
patients respond
In cases where fewer than 10
patients have answered a
question, the data have been
suppressed and results will
not appear within the charts.
This is to prevent individuals
and their responses being
identifiable in the data.

100%
Where results do not sum to
100%, or where individual
responses (e.g. fairly good;
very good) do not sum to
combined responses
(e.g. very/fairly good) this is
due to rounding, or cases
where multiple responses
are allowed.
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Overall experience of GP practice
Q31. Overall, how would you describe your experience of your GP practice?

CCG’s results

Comparison of results

Very good

5%
11%

Fairly good
44%

National

83%

84%

Good

Good

7%

6%

Poor

Poor

Neither good nor poor
Fairly poor

38%

Very poor

Local CCG range – % Good

Practice range in CCG – % Good
Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

46%

97%

72%

93%

%Good = %Very good + %Fairly good
%Poor = %Very poor + %Fairly poor

Base: All those completing a questionnaire: National (746,847); CCG (4,061);
Practice bases range from 86 to 131; CCG bases range from 1,069 to 10,190
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Overall experience:
how the CCG’s results compare to other local CCGs
Q31. Overall, how would you describe your experience of your GP practice?
Percentage of patients saying ‘good’

Results range from

72%
to

93%
The CCG represented by this pack is highlighted in red
Comparisons are indicative only: differences may not be statistically significant
Base: All those completing a questionnaire: CCG bases range from 1,069 to 10,190

%Good = %Very good + %Fairly good
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Overall experience: how the CCG’s practices compare
Q31. Overall, how would you describe your experience of your GP practice?
Percentage of patients saying ‘good’

Results range from

46%
to

97%
Comparisons are indicative only: differences may not be statistically significant
Base: All those completing a questionnaire: Practice bases range from 86 to 131

%Good = %Very good + %Fairly good
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Base: All those completing a questionnaire: National (746,847); CCG (4,061);
Practice bases range from 86 to 131
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PATIENCE LANE

STATION LANE

DRS ROBERTS AND WAKEFIELD

Practices

NEW SOUTHGATE SURGERY

CHAPELTHORPE

COLLEGE LANE

MIDDLESTOWN

ALVERTHORPE

Percentage of patients saying ‘good’

QUEEN STREET SURGERY

CHURCH STREET SURGERY

DR SP SINGH AND PARTNERS

NEWLAND SURGERY

FRIARWOOD SURGERY

DR DP DIGGLE & DR RE PHILLIPS

TIEVE TARA

WARRENGATE MEDICAL CENTRE

FERRYBRIDGE MEDICAL CENTRE

STANLEY

CROFTON AND SHARLSTON MED
PRAC

NORTHGATE

CCG

PARK VIEW SURGERY

CASTLEFORD MEDICAL PRACTICE

ORCHARD CROFT

LUPSET HEALTH CENTRE

TRINITY MEDICAL CENTRE

KING'S MEDICAL PRACTICE

WHITE ROSE SURGERY

HOMESTEAD

HENRY MOORE CLINIC

EASTMOOR HEALTH CENTRE

PROSPECT SURGERY

ELIZABETH COURT SURGERY

RIVERSIDE MEDICAL CENTRE

OUTWOOD PARK MEDICAL CENTRE

STUART ROAD

THE GRANGE

MAYBUSH MEDICAL CENTRE

ASH GROVE

Overall experience: how the CCG’s practices compare
Q31. Overall, how would you describe your experience of your GP practice?
CCG
National average

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
%Good = %Very good + %Fairly good

Local GP services
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Ease of getting through to GP practice on the phone
Q1. Generally, how easy is it to get through to someone at your GP practice on the phone?*

CCG’s results
13%

Comparison of results
Very easy

20%

Fairly easy
22%

CCG

National

66%

70%

Easy

Easy

34%

30%

Not easy

Not easy

Not very easy
Not at all easy
46%

Practice range in CCG - % Easy

Local CCG range - % Easy

Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

26%

95%

56%

89%

*Those who say ‘Haven't tried’ have been excluded from these results.
%Easy = %Very easy + %Fairly easy
%Not easy = %Not very easy + %Not at all easy

Base: All those completing a questionnaire excluding ‘Haven’t tried’: National (729,884); CCG (3,962);
Practice bases range from 82 to 130; CCG bases range from 1,050 to 9,988
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Base: All those completing a questionnaire excluding ‘Haven’t tried’: National (729,884); CCG (3,962);
Practice bases range from 82 to 130
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NEWLAND SURGERY

PATIENCE LANE

ALVERTHORPE

Practices

PARK VIEW SURGERY

DR SP SINGH AND PARTNERS

CHURCH STREET SURGERY

DRS ROBERTS AND WAKEFIELD

KING'S MEDICAL PRACTICE

Percentage of patients saying it is ‘easy’ to get through to someone on the phone

WARRENGATE MEDICAL CENTRE

QUEEN STREET SURGERY

COLLEGE LANE

MIDDLESTOWN

FERRYBRIDGE MEDICAL CENTRE

DR DP DIGGLE & DR RE PHILLIPS

CHAPELTHORPE

NORTHGATE

STATION LANE

HOMESTEAD

EASTMOOR HEALTH CENTRE

CROFTON AND SHARLSTON MED
PRAC

NEW SOUTHGATE SURGERY

CASTLEFORD MEDICAL PRACTICE

CCG

STANLEY

STUART ROAD

MAYBUSH MEDICAL CENTRE

OUTWOOD PARK MEDICAL CENTRE

RIVERSIDE MEDICAL CENTRE

ORCHARD CROFT

TRINITY MEDICAL CENTRE

ELIZABETH COURT SURGERY

TIEVE TARA

FRIARWOOD SURGERY

PROSPECT SURGERY

LUPSET HEALTH CENTRE

WHITE ROSE SURGERY

HENRY MOORE CLINIC

ASH GROVE

THE GRANGE

Ease of getting through to GP practice on the phone:
how the CCG’s practices compare
Q1. Generally, how easy is it to get through to someone at your GP practice on the phone?
CCG
National average

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to lower numbers of responses
%Easy = %Very easy + %Fairly easy

Helpfulness of receptionists at GP practice
Q2. How helpful do you find the receptionists at your GP practice?*

CCG’s results

Comparison of results
CCG
Very helpful

9%

Fairly helpful
43%

National

89%

90%

Helpful

Helpful

11%

10%

Not helpful

Not helpful

Not very helpful
46%

Not at all helpful

Local CCG range - % Helpful

Practice range in CCG - % Helpful

Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

59%

100%

82%

95%

*Those who say ‘Don't know’ have been excluded from these results.
Base: All those completing a questionnaire excluding ‘Don’t know’: National (738,543); CCG (3,999);
Practice bases range from 85 to 129; CCG bases range from 1,053 to 10,097

%Helpful = %Very helpful + %Fairly helpful
%Not helpful = %Not very helpful + %Not at all helpful
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Base: All those completing a questionnaire excluding ‘Don’t know’: National (738,543); CCG (3,999);
Practice bases range from 85 to 129
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ALVERTHORPE

STATION LANE

NORTHGATE

Practices

PATIENCE LANE

DR SP SINGH AND PARTNERS

DRS ROBERTS AND WAKEFIELD

COLLEGE LANE

MIDDLESTOWN

Percentage of patients saying receptionists at the GP practice are ‘helpful’

NEWLAND SURGERY

CHAPELTHORPE

QUEEN STREET SURGERY

PARK VIEW SURGERY

FERRYBRIDGE MEDICAL CENTRE

TIEVE TARA

CROFTON AND SHARLSTON MED
PRAC

HOMESTEAD

FRIARWOOD SURGERY

DR DP DIGGLE & DR RE PHILLIPS

NEW SOUTHGATE SURGERY

TRINITY MEDICAL CENTRE

ORCHARD CROFT

KING'S MEDICAL PRACTICE

CHURCH STREET SURGERY

LUPSET HEALTH CENTRE

EASTMOOR HEALTH CENTRE

CASTLEFORD MEDICAL PRACTICE

STANLEY

CCG

THE GRANGE

WARRENGATE MEDICAL CENTRE

ELIZABETH COURT SURGERY

STUART ROAD

OUTWOOD PARK MEDICAL CENTRE

HENRY MOORE CLINIC

WHITE ROSE SURGERY

MAYBUSH MEDICAL CENTRE

RIVERSIDE MEDICAL CENTRE

PROSPECT SURGERY

ASH GROVE

Helpfulness of receptionists at GP practice:
how the CCG’s practices compare
Q2. How helpful do you find the receptionists at your GP practice?
CCG
National average

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
%Helpful = %Very helpful + %Fairly helpful

Access to online services
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Awareness of online services

Percentage aware of online services offered by
GP practice

Q4. As far as you know, which of the following online services does your GP practice offer?

100
90
80
70
Practice range
within CCG

60
50

44%

41%

40

43%

40%

38%

42%

CCG
National

30
20

13%

13%
7%

10

8%

0
Booking
appointments
online

Ordering repeat
prescriptions
online

Accessing my
medical records
online

None of these

Don't know

Comparisons are indicative only: differences may not be statistically significant
Base: All those completing a questionnaire: National (735,717); CCG (4,000);
Practice bases range from 84 to 127
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Online service use

Percentage used online services in past 12 months

Q5. Which of the following general practice online services have you used in the past 12 months?
100
90
79%

80

79%

70
Practice range
within CCG

60
50

CCG

40

National

30
20

13%

16%

13%

14%

10

3%

3%

0
Booking appointments
online

Ordering repeat
prescriptions online

Accessing my medical
records online

None of these

Comparisons are indicative only: differences may not be statistically significant
Base: All those completing a questionnaire: National (742,492); CCG (4,014);
Practice bases range from 83 to 129
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Ease of use of online services
Q6. How easy is it to use your GP practice’s website to look for information or access services?*

CCG’s results

Comparison of results

6%

Very easy

11%

29%

Fairly easy
Not very easy
Not at all easy
54%

CCG

National

83%

78%

Easy

Easy

17%

22%

Not easy

Not easy

Local CCG range - % Easy

Practice range in CCG - % Easy
Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

52%

100%

70%

86%

*Those who say ‘Haven’t tried’ have been excluded from these results.
Base: All those completing a questionnaire excluding 'Haven't tried': National (234,144); CCG (1,227);
Practice bases range from 13 to 73; CCG bases range from 339 to 3,153

%Easy = %Very easy + %Fairly easy
%Not easy = %Not very easy + %Not at all easy
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Base: All those completing a questionnaire excluding 'Haven't tried': National (234,144); CCG (1,227);
Practice bases range from 13 to 73
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PATIENCE LANE

FERRYBRIDGE MEDICAL CENTRE

KING'S MEDICAL PRACTICE

Practices

WARRENGATE MEDICAL CENTRE

CHAPELTHORPE

DR DP DIGGLE & DR RE PHILLIPS

NEW SOUTHGATE SURGERY

TRINITY MEDICAL CENTRE

Percentage of patients saying it is ‘easy’ to use their GP practice’s website

ALVERTHORPE

HOMESTEAD

MIDDLESTOWN

THE GRANGE

OUTWOOD PARK MEDICAL CENTRE

LUPSET HEALTH CENTRE

STATION LANE

QUEEN STREET SURGERY

STANLEY

FRIARWOOD SURGERY

CROFTON AND SHARLSTON MED
PRAC

DR SP SINGH AND PARTNERS

COLLEGE LANE

CCG

CHURCH STREET SURGERY

RIVERSIDE MEDICAL CENTRE

WHITE ROSE SURGERY

STUART ROAD

NORTHGATE

ELIZABETH COURT SURGERY

EASTMOOR HEALTH CENTRE

TIEVE TARA

PROSPECT SURGERY

ORCHARD CROFT

HENRY MOORE CLINIC

DRS ROBERTS AND WAKEFIELD

CASTLEFORD MEDICAL PRACTICE

PARK VIEW SURGERY

MAYBUSH MEDICAL CENTRE

ASH GROVE

NEWLAND SURGERY

Ease of use of online services
Q6. How easy is it to use your GP practice’s website to look for information or access services?
CCG
National average

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
%Easy = %Very easy + %Fairly easy

Making an appointment
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Choice of appointment
Q16. On this occasion (when you last tried to make a general practice appointment), were you
offered a choice of appointment?*

CCG’s results
Yes, a choice of place

13%

Yes, a choice of time or
day
Yes, a choice of
healthcare professional

Comparison of results
CCG

National

57%

62%

Yes

Yes

43%

38%

No

No

48%

9%

No, I was not offered a
choice of appointment

43%

Local CCG range - % Yes

Practice range in CCG - % Yes
Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

23%

84%

53%

76%

*Those who say ‘Doesn’t apply’ or ‘Can’t remember’ have been excluded from these results. The ‘Yes’ options are multi-code and so the summation of the three ‘Yes’ options does not equal the combined
‘Yes’ offered a choice statistic.
Base: All tried to make an appointment since being registered excluding ‘Doesn’t apply’ and ‘Can’t remember’: National (586,602); CCG (3,166);
Practice bases range from 54 to 109; CCG bases range from 850 to 8,045
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%Yes = either offered a ‘Choice of place’, a ‘Choice of time or day’
or a ‘Choice of healthcare professional’

Choice of appointment
Q16. On this occasion (when you last tried to make a general practice appointment), were you
offered a choice of appointment?
Practices

Percentage of patients saying ‘yes’ they were offered a choice of appointment

CCG

National average

100%
90%
80%
70%
60%
50%
40%
30%
20%

PATIENCE LANE

MIDDLESTOWN

DR SP SINGH AND PARTNERS

STATION LANE

DR DP DIGGLE & DR RE PHILLIPS

CHAPELTHORPE

COLLEGE LANE

DRS ROBERTS AND WAKEFIELD

ALVERTHORPE

NEWLAND SURGERY

FERRYBRIDGE MEDICAL CENTRE

TRINITY MEDICAL CENTRE

PARK VIEW SURGERY

FRIARWOOD SURGERY

CHURCH STREET SURGERY

CROFTON AND SHARLSTON MED
PRAC

TIEVE TARA

LUPSET HEALTH CENTRE

NORTHGATE

QUEEN STREET SURGERY

HOMESTEAD

THE GRANGE

CCG

NEW SOUTHGATE SURGERY

EASTMOOR HEALTH CENTRE

STUART ROAD

CASTLEFORD MEDICAL PRACTICE

ELIZABETH COURT SURGERY

WHITE ROSE SURGERY

WARRENGATE MEDICAL CENTRE

KING'S MEDICAL PRACTICE

MAYBUSH MEDICAL CENTRE

RIVERSIDE MEDICAL CENTRE

ORCHARD CROFT

OUTWOOD PARK MEDICAL CENTRE

STANLEY

PROSPECT SURGERY

HENRY MOORE CLINIC

0%

ASH GROVE

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
Base: All tried to make an appointment since being registered excluding ‘Doesn’t apply’ and ‘Can’t remember’: National (586,602); CCG (3,166);
Practice bases range from 54 to 109
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%Yes = %Choice of place + %Choice of time or day
+ %Choice of healthcare professional

Satisfaction with appointment offered
Q17. Were you satisfied with the type of appointment (or appointments) you were offered?

CCG’s results

6%

Comparison of results

Yes, and I accepted an
appointment

21%

No, but I still took an
appointment

73%

No, and I did not take an
appointment

National

73%

74%

Yes, took appt

Yes, took appt

21%

20%

No, took appt

No, took appt

6%

6%

No, didn’t take appt

No, didn’t take appt

Local CCG range - % Yes

Practice range in CCG - % Yes
Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

51%

91%

66%

85%

Base: All tried to make an appointment since being registered: National (701,961); CCG (3,803);
Practice bases range from 74 to 130; CCG bases range from 1,006 to 9,587
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Base: All tried to make an appointment since being registered: National (701,961); CCG (3,803);
Practice bases range from 74 to 130
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PATIENCE LANE

COLLEGE LANE

ALVERTHORPE

Practices

STATION LANE

CHURCH STREET SURGERY

MIDDLESTOWN

CHAPELTHORPE

DRS ROBERTS AND WAKEFIELD

Percentage of patients saying ‘yes’ they were satisfied with the appointment offered

NEWLAND SURGERY

FRIARWOOD SURGERY

CROFTON AND SHARLSTON MED
PRAC

DR SP SINGH AND PARTNERS

DR DP DIGGLE & DR RE PHILLIPS

QUEEN STREET SURGERY

NORTHGATE

NEW SOUTHGATE SURGERY

TIEVE TARA

THE GRANGE

ORCHARD CROFT

FERRYBRIDGE MEDICAL CENTRE

LUPSET HEALTH CENTRE

WARRENGATE MEDICAL CENTRE

CCG

STUART ROAD

PARK VIEW SURGERY

STANLEY

HOMESTEAD

TRINITY MEDICAL CENTRE

ELIZABETH COURT SURGERY

WHITE ROSE SURGERY

PROSPECT SURGERY

EASTMOOR HEALTH CENTRE

MAYBUSH MEDICAL CENTRE

CASTLEFORD MEDICAL PRACTICE

RIVERSIDE MEDICAL CENTRE

OUTWOOD PARK MEDICAL CENTRE

KING'S MEDICAL PRACTICE

HENRY MOORE CLINIC

ASH GROVE

Satisfaction with appointment offered
Q17. Were you satisfied with the type of appointment (or appointments) you were offered?
CCG
National average

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses

What patients do when they are not satisfied with the
appointment offered and do not take it

Percentage who went on to do something else when did
not take the appointment offered

Q19. What did you do when you did not take the appointment you were offered?

100%
90%
80%
70%
60%

CCG

50%

National

40%
28%

30%
20%

23% 22%
15% 14%
7% 7%

10%

13% 11%

9% 10%

11% 11%

22%
8%

11%

13% 11%

0%
Got an
Called an NHS
appointment for helpline, such
a different day
as NHS 111

Went to A&E

Spoke to a
pharmacist

Went to or
Decided to
contacted
contact my
another NHS practice another
service
time

Looked for
information
online

Spoke to a
Didn’t see or
friend or family speak to anyone
member

Comparisons are indicative only: differences may not be statistically significant
Base: All who did not take the appointment offered (excluding those who haven't tried to make one): National (32,326); CCG (181)
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Overall experience of making an appointment
Q22. Overall, how would you describe your experience of making an appointment?

CCG’s results

7%

Comparison of results

Very good

10%

27%

Fairly good
Neither good nor poor

CCG

National

65%

69%

Good

Good

17%

15%

Poor

Poor

18%

Fairly poor
Very poor
38%

Practice range in CCG - % Good

Local CCG range - % Good

Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

30%

92%

58%

83%

%Good = %Very good + %Fairly good
%Poor = %Fairly poor + %Very poor

Base: All tried to make an appointment since being registered: National (693,912); CCG (3,762);
Practice bases range from 73 to 129; CCG bases range from 988 to 9,465
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Base: All tried to make an appointment since being registered: National (693,912); CCG (3,762);
Practice bases range from 73 to 129
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PATIENCE LANE

DRS ROBERTS AND WAKEFIELD

COLLEGE LANE

Practices

CHAPELTHORPE

ALVERTHORPE

STATION LANE

CHURCH STREET SURGERY

MIDDLESTOWN

Percentage of patients saying they had a ‘good’ experience of making an appointment

DR SP SINGH AND PARTNERS

NEWLAND SURGERY

QUEEN STREET SURGERY

NORTHGATE

DR DP DIGGLE & DR RE PHILLIPS

CROFTON AND SHARLSTON MED
PRAC

WARRENGATE MEDICAL CENTRE

PARK VIEW SURGERY

FERRYBRIDGE MEDICAL CENTRE

HOMESTEAD

ORCHARD CROFT

LUPSET HEALTH CENTRE

STANLEY

TRINITY MEDICAL CENTRE

STUART ROAD

CCG

TIEVE TARA

NEW SOUTHGATE SURGERY

FRIARWOOD SURGERY

CASTLEFORD MEDICAL PRACTICE

KING'S MEDICAL PRACTICE

WHITE ROSE SURGERY

EASTMOOR HEALTH CENTRE

RIVERSIDE MEDICAL CENTRE

MAYBUSH MEDICAL CENTRE

OUTWOOD PARK MEDICAL CENTRE

ELIZABETH COURT SURGERY

PROSPECT SURGERY

THE GRANGE

HENRY MOORE CLINIC

ASH GROVE

Overall experience of making an appointment:
how the CCG’s practices compare
Q22. Overall, how would you describe your experience of making an appointment?
CCG
National average

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
%Good = %Very good + %Fairly good

Perceptions of care at patients’
last appointment
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Perceptions of care at patients’ last appointment with a
healthcare professional
Q26. Last time you had a general practice appointment, how good was the healthcare professional
at each of the following*

CCG’s results
Nationl results
National
results%
Poor
% ‘Poor’
(total)
(total)

4%

3%

4%

CCG results
% ‘Poor’
(total)
Poor (total)

3%

3%

3%

Listening to you

Treating you with care and concern

11%

8%

10%

39%

39%

37%

46%

49%

50%

Giving you enough time

Very poor

Very good
Giving you enough time

Very good

Listening to you

Good

Neither good nor poor

Treating you with care and concern

Poor

Very poor

*Those who say ‘Doesn’t apply’ have been excluded from these results.
Base: All had an appointment since being registered with current GP practice excluding 'Doesn't apply’:
National (706,895; 705,167; 706,882); CCG (3,876; 3,866; 3,884)

%Poor (total) = %Very poor + %Poor
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Perceptions of care at patients’ last appointment with a
healthcare professional
Q28-30. During your last general practice appointment…*

CCG’s results
Nationl results
National
results%
Poor
% ‘No,(total)
not at all’

7%

4%

5%

CCG results
% ‘No,
at all’
Poornot
(total)

7%

4%

5%

Felt involved in decisions about care
and treatment

Had confidence and trust in the
healthcare professional

Felt their needs were met

7%

4%

5%

29%

32%

67%

62%

34%

59%

No, not at all

Yes, definitely
Felt involved in decisions about care and
treatment

Yes, definitely

Had confidence and trust in the
healthcare professional

Yes, to some extent

*Those who say ‘Don’t know / doesn’t apply’ or ‘Don’t know / can’t say’ have been excluded from these results.
Base: All had an appointment since being registered with current GP practice excluding 'Doesn't apply’:
National (628,938; 695,421; 696,267); CCG (3,451; 3,816; 3,838)
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Felt their needs were met

No, not at all

Mental health needs recognised and understood
Q27. During your last general practice appointment, did you feel that the healthcare professional
recognised and/or understood any mental health needs that you might have had?*

CCG’s results

11%

Comparison of results

Yes, definitely

CCG

National

89%

87%

Yes

Yes

11%

13%

No

No

Yes, to some extent
33%

56%

No, not at all

Practice range in CCG - % Yes

Local CCG range - % Yes

Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

60%

99%

81%

95%

*Those who say ‘I did not have any mental health needs’ or ‘Did not apply to my last appointment’ have been excluded from these results.
Base: All had an appointment since being registered with current GP practice excluding ‘I did not have any mental health needs’ or ‘Did not apply
to my last appointment’: National (277,497); CCG (1,540); Practice bases range from 27 to 53; CCG bases range from 388 to 3,798
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%Yes = %Yes, definitely + %Yes, to some extent

Managing health conditions
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Support with managing long-term health conditions
Q38. In the last 12 months, have you had enough support from local services or organisations to
help you to manage your condition (or conditions)?*

CCG’s results

Comparison of results

Yes, definitely

20%
41%

CCG

National

80%

79%

Yes

Yes

20%

21%

No

No

Yes, to some extent

No
39%

Local CCG range - % Yes

Practice range in CCG - % Yes
Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

68%

95%

70%

86%

*Those who say ‘I haven’t needed support’ and ‘Don’t know / can’t say’ have been excluded from these results.
Base: All with a long-term condition excluding ‘I haven’t needed support’ and ‘Don’t know / can’t say’: National (284,887); CCG (1,689);
Practice bases range from 29 to 59; CCG bases range from 437 to 3,887
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%Yes = %Yes, definitely + %Yes, to some extent

Support with managing long-term health conditions
Q38. In the last 12 months, have you had enough support from local services or organisations to
help you to manage your condition (or conditions)?
Percentage of patients saying ‘yes’ they have had enough support to manage their condition(s)

Practices

CCG

National average

100%
90%
80%
70%
60%
50%
40%
30%
20%

WARRENGATE MEDICAL CENTRE

DR DP DIGGLE & DR RE PHILLIPS

OUTWOOD PARK MEDICAL CENTRE

COLLEGE LANE

PATIENCE LANE

CHAPELTHORPE

DRS ROBERTS AND WAKEFIELD

QUEEN STREET SURGERY

LUPSET HEALTH CENTRE

NORTHGATE

ORCHARD CROFT

ELIZABETH COURT SURGERY

STANLEY

STUART ROAD

FRIARWOOD SURGERY

ALVERTHORPE

HENRY MOORE CLINIC

CHURCH STREET SURGERY

CROFTON AND SHARLSTON MED
PRAC

CASTLEFORD MEDICAL PRACTICE

CCG

HOMESTEAD

STATION LANE

NEWLAND SURGERY

WHITE ROSE SURGERY

FERRYBRIDGE MEDICAL CENTRE

MIDDLESTOWN

PARK VIEW SURGERY

NEW SOUTHGATE SURGERY

TRINITY MEDICAL CENTRE

MAYBUSH MEDICAL CENTRE

EASTMOOR HEALTH CENTRE

PROSPECT SURGERY

THE GRANGE

RIVERSIDE MEDICAL CENTRE

TIEVE TARA

DR SP SINGH AND PARTNERS

KING'S MEDICAL PRACTICE

0%

ASH GROVE

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
Base: All with a long-term condition excluding ‘I haven’t needed support’ and ‘Don’t know / can’t say’: National (284,887); CCG (1,689);
Practice bases range from 29 to 59
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%Yes = %Yes, definitely + %Yes, to some extent

Satisfaction with general
practice appointment times
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Satisfaction with appointment times
Q8. How satisfied are you with the general practice appointment times that are available to you?*

CCG’s results

Comparison of results
Very satisfied

9%
25%

9%

Fairly satisfied

17%

Neither satisfied nor
dissatisfied
Fairly dissatisfied

CCG

National

64%

66%

Satisfied

Satisfied

19%

17%

Dissatisfied

Dissatisfied

40%

Very dissatisfied

Practice range in CCG - % Satisfied

Local CCG range - % Satisfied

Lowest
Performing

Highest
Performing

Lowest
Performing

Highest
Performing

34%

89%

61%

77%

*Those who say ‘I’m not sure when I can get an appointment’ have been excluded from these results.
Base: All those completing a questionnaire excluding ‘I’m not sure when I can get an appointment’: National (689,659); CCG (3,705);
Practice bases range from 78 to 121; CCG bases range from 987 to 9,459
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%Satisfied = %Very satisfied + %Fairly satisfied
%Dissatisfied = %Very dissatisfied + %Fairly dissatisfied

Satisfaction with appointment times:
how the CCG’s practices compare
Q8. How satisfied are you with the general practice appointment times that are available to you?
Percentage of patients saying they are ‘satisfied’ with the appointment times available

Practices

CCG

National average

100%
90%
80%
70%
60%
50%
40%
30%
20%

CHAPELTHORPE

ALVERTHORPE

DRS ROBERTS AND WAKEFIELD

PATIENCE LANE

QUEEN STREET SURGERY

COLLEGE LANE

NEWLAND SURGERY

DR DP DIGGLE & DR RE PHILLIPS

STATION LANE

DR SP SINGH AND PARTNERS

CHURCH STREET SURGERY

MIDDLESTOWN

NORTHGATE

NEW SOUTHGATE SURGERY

CROFTON AND SHARLSTON MED
PRAC

STUART ROAD

LUPSET HEALTH CENTRE

FERRYBRIDGE MEDICAL CENTRE

STANLEY

FRIARWOOD SURGERY

HOMESTEAD

WARRENGATE MEDICAL CENTRE

TIEVE TARA

EASTMOOR HEALTH CENTRE

CCG

CASTLEFORD MEDICAL PRACTICE

TRINITY MEDICAL CENTRE

PARK VIEW SURGERY

ORCHARD CROFT

WHITE ROSE SURGERY

KING'S MEDICAL PRACTICE

ELIZABETH COURT SURGERY

PROSPECT SURGERY

MAYBUSH MEDICAL CENTRE

RIVERSIDE MEDICAL CENTRE

OUTWOOD PARK MEDICAL CENTRE

THE GRANGE

HENRY MOORE CLINIC

0%

ASH GROVE

10%

Comparisons are indicative only: differences may not be statistically significant, particularly at practice level due to low numbers of responses
Base: All those completing a questionnaire excluding ‘I’m not sure when I can get an appointment’: National (689,659); CCG (3,705);
Practice bases range from 78 to 121
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%Satisfied = %Very satisfied + %Fairly satisfied

Services when GP practice is closed

• The services when GP practice is closed questions are only asked of those who have recently used an NHS service when they wanted to see
a GP but their GP practice was closed. As such, the base size is often too small to make meaningful comparisons at practice level; practice
range within CCG has therefore not been included for these questions.
• Please note that patients cannot always distinguish between out-of-hours services and extended access appointments. Please view the results
in this section with the configuration of your local services in mind.
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Use of services when GP practice is closed
Q45. Considering all of the services you contacted, which of the following happened on that
occasion?
CCG
61%
62%

I contacted an NHS service by telephone
25%
25%

A healthcare professional called me back
A healthcare professional visited me at home

6%
5%
33%
36%

I went to A&E
13%
12%

I saw a pharmacist

18%
18%

I went to another general practice service
I went to another NHS service
Can't remember

5%
5%
12%
8%

Base: All those who have contacted an NHS service when GP practice closed in past 12 months: National (138,025); CCG (687)
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National

Time taken to receive care or advice when GP practice is closed
Q46. How do you feel about how quickly you received care or advice on that occasion?*

CCG’s results

Comparison of results

32%

It was about right

CCG

National

68%

65%

About right

About right

32%

35%

Took too long

Took too long

It took too long
68%

Local CCG range – % About right

Lowest
Performing

Highest
Performing

53%

75%

*Those who say ‘Don’t know / doesn’t apply’ have been excluded from these results.
Base: All those who have contacted an NHS service when GP practice closed in past 12 months excluding ‘Don’t know / doesn’t apply’:
National (129,429); CCG (636); CCG bases range from 157 to 1,691
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Confidence and trust in staff providing services when GP
practice is closed
Q47. Considering all of the people that you saw or spoke to on that occasion, did you have
confidence and trust in them?*

CCG’s results

8%

Comparison of results

Yes, definitely
Yes, to some extent
47%

CCG

National

92%

91%

Yes

Yes

8%

9%

No

No

No, not at all

45%

Local CCG range – % Yes

Lowest
Performing

Highest
Performing

84%

95%

*Those who say ‘Don’t know / can’t say’ have been excluded from these results.
Base: All those who have contacted an NHS service when GP practice closed in past 12 months excluding 'Don't know / can't say’:
National (132,710); CCG (673); CCG bases range from 164 to 1,745
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%Yes = %Yes, definitely + % Yes, to some extent

Overall experience of services when GP practice is closed
Q48. Overall, how would you describe your last experience of NHS services when you wanted to
see a GP but your GP practice was closed?*

CCG’s results

Comparison of results

Very good

7%

Fairly good

9%
31%
16%

Neither good nor poor

CCG

National

68%

69%

Good

Good

16%

15%

Poor

Poor

Fairly poor
Very poor

38%

Local CCG range - % Good

Lowest
Performing

Highest
Performing

58%

80%

*Those who say ‘Don’t know / can’t say’ have been excluded from these results.
Base: All those who have contacted an NHS service when GP practice closed in past 12 months excluding 'Don't know / can't say’:
National (133,444); CCG (674); CCG bases range from 161 to 1,740
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%Good = %Very good + %Fairly good
%Poor = %Fairly poor + %Very poor

Statistical reliability
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Statistical reliability
Participants in a survey such as GPPS represent only a sample of the total population of interest – this means we cannot be certain that the results of
a question are exactly the same as if everybody within that population had taken part (“true values”). However, we can predict the variation between
the results of a question and the true value by using the size of the sample on which results are based and the number of times a particular answer is
given. The confidence with which we make this prediction is usually chosen to be 95% – that is, the chances are 95 in 100 that the true value will fall
within a specified range (the “95% confidence interval”).
The table below gives examples of what the confidence intervals look like for an ‘average’ practice and CCG, as well as the confidence intervals at
the national level.
An example of confidence intervals (at national, CCG and practice level) based on the average number of responses to the question
“Overall, how would you describe your experience of your GP practice?”
Approximate confidence intervals for percentages at or near
these levels
Average sample size on
which results are based

Level 1:

Level 2:

Level 3:

10% or 90%

30% or 70%

50%

+/-

+/-

+/-

National

758,165

0.09

0.15

0.16

CCG

4,000

1.32

2.02

2.20

Practice

100

6.93

10.21

11.08

For example, taking a CCG where 4,000 people responded and where 30% answered ‘Very good’ in response to ‘Overall, how would you describe
your experience of making an appointment’, there is a 95% likelihood that the true value (which would have been obtained if the whole population had
been interviewed) will fall within the range of +/-2.02 percentage points from that question’s result (i.e. between 27.98% and 32.02%).
When results are compared between separate groups within a sample, the difference may be “real” or it may occur by chance (because not everyone
in the population has been interviewed). Confidence intervals will be wider when comparing groups, especially where there are small numbers e.g.
practices where 100 patients or fewer responded to a question. These findings should be regarded as indicative rather than robust.
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Want to know more?
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Further background information about the survey
•

The survey was sent to c.2.2 million adult patients registered with a GP practice.

•

Participants are sent a postal questionnaire, also with the option of completing the
survey online or via telephone.

c.2.2m
Surveys to adults
registered with an
English GP practice

•

Past results dating back to 2007 are available for every practice in the UK. From 2017
the survey has been annual; previously it ran twice a year (June 2011 – July 2016), on a
quarterly basis (April 2009 – March 2011) and annually (January 2007 – March 2009).

•

For more information about the survey please visit https://gp-patient.co.uk/.

•

The overall response rate to the survey is 34.1%, based on 758,165 completed surveys.

758,165

•

Weights have been applied to adjust the data to account for potential age and gender
differences between the profile of all eligible patients in a practice and the patients who
actually complete a questionnaire. Since the first wave of the 2011-2012 survey the
weighting also takes into account neighbourhood statistics, such as levels of deprivation,
in order to further improve the reliability of the findings.

Completed surveys in
the August 2018
publication

•

Further information on the survey including questionnaire design, sampling,
communication with patients and practices, data collection, data analysis, response
rates and reporting can be found in the technical annex for each survey year, available
here: https://gp-patient.co.uk/surveysandreports.

34.1%
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National response
rate

Where to go to do further analysis …
•

For reports which show the National results broken down by CCG and Practice, go to
https://gp-patient.co.uk/surveysandreports - you can also see previous years’ results here.

•

To look at the survey data at a national, CCG or practice level, and filter on a specific participant group (e.g. by
age), break down the survey results by survey question, or to create and compare different participant
‘subgroups’, go to https://gp-patient.co.uk/analysistool

•

For general FAQs about the GP Patient Survey, go to https://gp-patient.co.uk/faq
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For further information about the GP Patient Survey, please
get in touch with the GPPS team at Ipsos MORI at
GPPatientSurvey@ipsos.com
We would be interested to hear any feedback you have on
this slide pack, so we can make improvements for the next
publication.
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Wrenthorpe Branch Closure –
Communications and Assurance Report
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paper is for):

Decision
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Item:



Assurance
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Public/Private Section:

Public
Private
N/A


Information



Report Author and Job Chris Skelton, Head of Primary Care Co-Commissioning
Title:
Responsible Clinical
Dr Greg Connor, Executive Clinical Lead
Lead:
Responsible
Mel Brown, Director of Integrated Care
Governing Board
Executive Lead:
Recommendation (s):
It is recommended that Probity Committee;



Receives assurance in regards to the progress of the branch surgery at Wrenthorpe
Receive a further update in regards to progress at the next Probity Committee in
November.

Executive Summary:
The purpose of this report is to provide the committee with assurance in regards to the
mobilisation of the Wrenthorpe Branch Closure. This report highlights the progress in regards
to patient communications, improving access requirements, staffing and the implementation of
the transport service.
The practice has made progress in regards to the recruitment element of the assurances
required by the CCG and communications with patients has commenced. The CCG will
continue to work closely with the practice. A further report will be provided to the next Probity
Committee.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children

A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients

Outcome of Integrated
Impact Assessment
completed (IIA)
Outline public
engagement – clinical,
stakeholder and
public/patient:
Management of Conflicts
of Interest:

Not Applicable

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

CCG Communications Team



Previous engagement with Patients.
Report includes communications with patient update.
Not applicable

Previous Public Engagement for Branch Closure application
previously submitted to Probity Committee in November 2017
and March 2018.
Previously agreed on the 14 August 2018 Probity Committee for
regular reports on progress.

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

Not applicable

NHS WAKEFIELD CCG
PROBITY COMMITTEE
WRENTHORPE BRANCH CLOSURE
COMMUNICATIONS AND ASSURANCE REPORT
Purpose
The purpose of this report is to provide the committee with an update in relation to
the Wrenthorpe Branch closure, provide information following a review by Overview
and Scrutiny committee and for the Probity Committee to agree the communications
and engagement plan. This report is part of a regular set of updates in relation to the
Branch Closure
Background & Context
Following the committee’s decision in March 2018 to agree the closure of
Wrenthorpe, Officers of the CCG have been working closely with Outwood Park
Medical Centre in regards to the mobilisation plan and implementation of mitigations.
Communication
The communications plan has now been enacted by the practice. A letter has been
sent to every household registered with the practice. Confirmation has been received
from the practice that patients have received the letter. The letter was also shared
with local elected members for comment.
In addition, the practice has put the necessary notices in the GP practice and the
branch site explaining the change.
Access Arrangements
As part of the branch closure process the practice highlighted a number of staffing
changes aimed at improving access for patients. In terms of staff recruitment both
Advanced Nurse Practitioners have start dates agreed of the 1st October and the 5th
November. Once in place, the practice will revise its appointment system to include
the Advanced Nurse Practitioners which will then increase overall GP capacity.
Additionally, the practice have now employed a Clinical Pharmacist, the Pharmacist
is undertaking medication reviews of patients who otherwise would have seen a GP.
The Pharmacist is proving very popular with patients. A Pharmacy technician is due
to start working at the practice on the 5th November.
In terms of routine appointments, the practice have put in place a system to release
appointments on a rolling basis to ensure that patients have more responsive access
to GP appointments. This will further improve once the additional roles are in place.

Transport
In regards to the transport service, the practice is in the process of agreeing a
consistent message to patients. The practice has worked closely with the provider to
ensure that the service is in place for the date of the branch closure date. The
practice have been requested to put in place monitoring arrangements to provide to
the Probity Committee in regards utilisation of the service.
Premises
From a practical perspective, the practice has completed the necessary actions in
regards to the handover of the branch site to NHS Property Services following the
closure. There are also arrangements in place to ensure that IT equipment is
recovered.
Recommendations
It is recommended that Probity Committee;
•
•

Receives assurance in regards to the progress of the branch surgery at
Wrenthorpe
Receive a further update in regards to progress at the next Probity Committee
in November.
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Probity Committee is requested to note the report of the consultation regarding the draft
strategic objectives for general practice development and the consequent presentation on
general practice strategy and receive a further report on commissioning proposals at the next
meeting following publication of the NHS ten year plan in November 2018.
Executive Summary:
This paper reports the feedback received from consultees regarding the draft strategic
objectives for general practice development approved at the Probity Committee meeting on
29 May 2018 and the associated presentation on general practice strategy reflects this
feedback.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
leading to reinvesting in prevention
New Accountable Care Systems to deliver new
models of care
Collective prevention resource across the health and
social care sector and wider social determinant
partners
Expanded Health and Wellbeing board membership
to represent wider determinants
A strong ambitious co-owned strategy for ensuring
safe and healthy futures for children
A shift towards allocation of resources based upon
primary and secondary prevention and social
determinants of ill health
Transforming to become a sustainable financial
economy
Organising ourselves to deliver for our patients
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NHS WAKEFIELD CCG
Draft strategic objectives for general practice development: report on the consultation
undertaken following the May Probity Committee meeting

Introduction
At its meeting on 29 May 2018 the Probity Committee approved a paper outlining five draft
strategic objectives for general practice development for further consultation with the Health and
Wellbeing Board, patients, practice federations and the Local Medical Committee. This paper sets
out the responses to the consultation and the accompanying presentation provides reflections and
proposals for a development framework for general practice in 2019/20.
There is a primary care development work stream at the West Yorkshire and Harrogate Integrated
Care System level. The ten year plan for the NHS in England is expected to be published in
November 2018 alongside details of the five year financial settlement. This regional and national
context will affect general practice development in Wakefield District but successful
implementation will require local interpretation and ownership. This “Made in Wakefield” approach
has contributed to significant progress in health and care development locally and the reputation
that the district has for embracing change and getting things done in spite of serious financial
pressures.

The consultation process
Probity Committee approved the following five strategic objectives for general practice as the basis
of the consultation on the basis that they are succinct and yet reflect the breadth of current issues
and priorities faced locally:

1.
2.
3.
4.
5.

Improved population health
Higher quality of care
Increased responsiveness to patients
Increased co-operation with other services
Greater sustainability including contributing to system financial recovery

A presentation based on the paper approved by Probity Committee was used with all consultees.
This set out the underpinning philosophy of people-centred primary care, the role of general
practice within this system at practice, network, federation and confederation levels, the findings of
the recent Nuffield Trust paper on the evidence base for new models of general practice and the
successes and difficulties associated with the implementation of the CCG’s General Practice 2020
Plan to date. It identified three challenges for the future development of general practice in the
district relating to workforce development, working with other services through functional
integration (including the Primary Care Home model) and uncertainty about financial investment in
services and premises.
Four questions (three adapted questions for the patient consultation panel) were posed to
consultees:
•
•

do you think we are trying to go in the right direction?
could we do better and if so how?
1

•
•

do you agree with the five draft strategic objectives?
what can you do in the next two years to help achieve them?

All the consultees approved by Probity Committee were shown the presentation and asked for
feedback (with the exception of Five Towns Federation which had to reschedule its July meeting
and will now be visited in October and the Local Medical Committee which received the Probity
Committee papers for comment) as follows:
Date
29.5.18
12.6.18
14.6.18
26.7.18
26.7.18
02.8.18
16.8.18

Consultee
Wakefield Local Medical Committee (LMC officers)
Wakefield Health Alliance (practice federation)
West Wakefield Health and Wellbeing (practice federation)
Brigantes Health (practice federation)
Wakefield Health and Wellbeing Board
Patient consultation panel
Trinity Healthcare (practice federation

Feedback from consultees
There was a mixture of feedback from the various consultees.
Practice federation meetings generally did not have a lot of specific feedback other than that
communication from the CCG about what was happening was sometimes lacking and that some
of the services established to support general practice as part of the General Practice 2020 Plan
had faced problems with staff retention and therefore reliability (notably the late visiting service).
The LMC Medical Secretary acknowledged the efforts made locally to support general practice but
wanted to see specific proposals to build on this and noted that higher than average discretionary
CCG investment in Wakefield general practice was now being reduced as a consequence of
below inflation increases in the primary care allocation to the CCG.
Members of the Health and Wellbeing Board were keen to see a greater emphasis on joint
working between health, social care and the voluntary sector including workforce development,
improved access through care navigation gaining the confidence of the patients who expect to see
a GP and not a different professional (and also encompassing supported self-care and
digital/online access) and a plan for premises development to match the growing district
population.
The patient consultation panel was assembled by the CCG engagement team and comprised
representatives from Patient Reference Groups across the district who formed two groups
facilitated by the engagement and primary care development teams. Their feedback has been
captured in a report which is attached as Appendix 1.

Reflections on the consultation feedback and next steps
Consultees were pleased to be involved in the discussion about the future development of general
practice. Some of the feedback related to individual practice level issues but common threads
were:
•

general practice is valued but access is a problem and may get worse as the population
and demand for services (and space to deliver them) increases;
2

•

•
•
•
•
•
•

improved access requires broader practice teams and greater collaboration with other
services but the consequent need to navigate a wider range of help should be made easier
for patients and needs greater public understanding;
general practice development should be consolidated and new initiatives need to be reliable
and sustained in order to change things in the longer term;
general practice should see itself as part of a wider network of services and support and not
and practices should work more closely with each other and with other services;
standards of service should be similar between practices;
many patients want to help and support their practice but many practices are not allowing or
facilitating this;
the views of some sections of the population are not heard often enough in developing
general practice services;
the high level strategic objectives are fine but where is the detailed plan for making things
better and how can this be carried out without guaranteed resources.

The experience of listening to and talking with the consultees and then reflecting on their
questions and views has led me to revise my narrative about general practice development in the
district and this is set out in the associated presentation.
It is very difficult to make detailed and concrete revisions to the General Practice 2020 Plan for
2019/20 (and beyond) given the uncertainties about national requirements and resources which it
is to be hoped the new NHS plans will clarify. Nevertheless we have learned a lot in Wakefield
and there are some fundamental lessons which can be applied to ensure that a revised Made in
Wakefield strategy for general practice development will be among the most effective.

Recommendation
Probity Committee is requested to note the report of the consultation regarding the draft strategic
objectives for general practice development and the consequent presentation on general practice
strategy and receive a further report on commissioning proposals at the next meeting following
publication of the NHS ten year plan in November 2018.

Greg Connor
18.9.18
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Appendix 1
General Practice Development in Wakefield District
Notes from discussion group 2 August 2018
Group 1
Following the presentation we started by asking the group if they felt the CCG was
going in the right direction.
One group member felt that they didn’t feel the CCG were going in the right direction,
that they were ‘papering over cracks’ and that there weren’t enough doctors and
political problems.
Another felt that the problems were around internal management in practices and
poor communication and felt that the issues that needed focus to free up time were:
reviewing the DNA system in practices, delegating clinical responsibility – linked to
the education of some patients who always want to see a doctor rather than be
signposted to a recommended HCP, ie need to educate the public on who the best
person to see if not a doctor.
We then looked at the 3 questions on the last page of the handout. This is the
feedback received.
It was felt that practices were not well managed with systems and processes being
different across the practice. Some felt that practices were administered not
managed. Someone also mentioned that computer systems needed to ‘talk’ to each
other.
One group member said we need to be upfront about what we can afford – and not
be unrealistic.
The group felt that none of this was new, that what is needed is a clear project plan
with standards that can be monitored against and agreement across practices that
this is what is being followed.
The group also said that they felt that GP’s don’t have any appreciation of the groups
(PPG), that they are trying to be proactive but don’t feel included in the practice.
Someone also mentioned that people are reluctant to join the PPG as they don’t
think that they work.
The group did find it useful when external groups were invited to attend surgeries,
where they are visible in waiting rooms, one person said that their practice had
invited various teams and organisations, such as Medicines Optimisation Group,
Turning Point and The Salvation Army, to their practice and this has allowed the
patients attending the practice on that day to learn about and have access to these
services.
1|Page

The group do feel that the 5 objectives are what we would aspire to achieve, but one
member of the group was not convinced that it would work due to past experience.
When we talked about how patients and the public should be involved, the group did
feel that the 5 objectives may not mean a great deal to a lot of people.
Group 2
In terms of the 5 objectives, the group felt that the first objective was very wide in its
meaning and could include various aspects. It was also noted that there have been
cut backs around prevention and education which make this more difficult and that
health education should be starting with children within school setting. The fifth
objective was noted as the most important one.
Five questions:
•

•
•

•

•
•

•
•
•
•

Different staff can look after a patient in a different way, for example different
nurses using different dressings. Staff don’t always read reports to fully
familiarise themselves with patient’s history.
Continuity of treatment vs continuity of care.
There was a division of opinion on having the same clinician looking after a
patient – some found this to be good for continuity but some felt that they
actually like seeing different staff as they can bring a new or different
perspective on treatment.
Restructure [meant in a general way] of the NHS is not useful nor helpful.
Each change results in a loss of continuity and this also goes for care. There
is an impact on job satisfaction.
Learning curve of staff takes time and costs money.
In terms of the ‘right direction’ – a point was made on whether we could be
going into too many directions and suggested the need to be focussed to
make sure that we achieve what we set out to. Would love to do all but
recognise that can’t.
Need to consider waste of money if closing unfinished projects.
Must know that we can afford this and that resources to carry it out are
available.
Look at what has been done in the past – some of this might be more
applicable now even if not done at the time.
We can’t compare CCGs as others have different population/areas. It’s not
like for like.

Three questions:
1) How should individual practices change to address the five strategic
objectives?
• To the needs of local people
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•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•

This suggests that it is being done wrong in the first place but yes, there is
always a room for improvement.
Different practices may need to do different things - not a blanket approach.
More learning from each other. Be prepared to admit weaknesses but not
undermine strengths.
Praise strengths
One practice could focus on X and another on Y.
Every practice should have a training GP and three training registrars.
Would like to take out the stress patients experience of getting an
appointment. Urgent appointments seem ok but there is a grey area between
this and routine appointments. That’s when we get into longer waiting times.
This can cause worry and have a negative impact on person’s mental health
wellbeing.
Differentiate between the want/need for an appointment
Needs to be a difference between urgent and routine.
Investing in new technology, e.g. Skype consultations.
Educating people on what is right and what is not.
Highlighting/promoting self-care to reduce need for appointments
What level of shortage of GPs do you have? And, what is being done about
it?
How satisfactory is the environment for new GPs? To what degree can they
see their future? What is the current position doing to their morale?
How do we judge what is successful, e.g. GP mergers?
Need to consider using empty space e.g. in Trinity.
Doctor First scheme – could this increase GP satisfaction?

2) How should general practices working together address the five
strategic objectives?
• More scope for GPs with special interests.
• Key priority on where they choose to work for example; EOL Care – perhaps
develop links with local hospices.
• Need to share resources i.e. equipment such as scans.
• There is an issue whereby trained up staff leave, resulting in need to recruit
again.
• Only get one of everything/only doing one job – therefore if someone is off ill
you may have to wait for another 2 weeks for example. This adds pressure on
staff.
• Give clear messages to patients.
• Practices working together e.g. appointments for LTCs.
3) How should patients and the public be involved?
• Where are the young people or people of Asian background?
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•

The loudest will be heard but what about others? How do you get the views of
others?
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