PROBITY COMMITTEE
27 NOVEMBER 2018
2:30PM, BOARDROOM, WHITE ROSE HOUSE
AGENDA
No.

Agenda Item

1.

Apologies for Absence –
Anna Hartley

Richard Hindley

2.

Declarations of Interest

Richard Hindley

3.

i) Minutes of the meeting held on 25 September 2018
ii) Action sheet from the meeting held on 25 September 2018

Richard Hindley

4.

Special Allocations Scheme Appeals Process

5.

Mid-year Probity Committee Report

6.

Maybush CQC report

7

Wrenthorpe Communications and Assurance Report

Chris Skelton

8.

Chris Skelton

9.

Wakefield Practice Premium Contract Q2 performance review
(including SEND update)
Primary Care Network Development Scheme

10.

General Practice Strategy Update

11.

Internal Audit framework for delegated CCGs

12.

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)”.
Date and Time of Next Meeting
22 January 2019, 3:00pm, The Boardroom, White Rose House

13.

Lead officer

Chris Skelton
Amrit Reyat
Sharon Daniel/Chris
Skelton

Chris Skelton
Dr Greg Connor
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Jonathon Hodgson

Agenda item: 3i
NHS Wakefield Clinical Commissioning Group
PROBITY COMMITTEE
Minutes of the Meeting held on 25 September 2018
Present:

Melanie Brown

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

Dr Greg Connor
Diane Hampshire
Stephen Hardy
Richard Hindley
Mr Hany Lotfallah
Richard Watkinson
Jonathan Webb
In Attendance:

Ann Hartley
Michala James
Pat Keane
Anna Ladd
Katie Roebuck
Chris Skelton
Ruth Unwin
Pam Vaines
Judith Wild

18/106

Interim Director of Public Health
Senior Service Delivering and Transformation
Manager (item 18/110 only)
Chief Operating Officer (item 18/111 only)
NHS England Representative
New Models of Care Programme Manager
(item 18/111 only)
Head of Primary Care Co-Commissioning
Director of Corporate Affairs (item 18/111
only)
Minute Taker
Head of Continuing Healthcare

Apologies
Apologies were received from Suzannah Cookson, Nichola Esmond, Cllr Pat
Garbutt and Amrit Reyat

18/107

Declarations of Interest
Dr Greg Connor declared an interest in item 18/110, explaining that a partner at
his GP Practice provided vasectomy services in Doncaster. He was not involved
in this work and his partners were not seeking to provide the service in
Wakefield.
The Chair noted the declaration and determined that Dr Connor could provide
input into the discussions and decision making.

18/108

(a) Minutes of the meeting held on 14 August 2018
The minutes from the meeting held on 14 August 2018 were agreed as an accurate
record
(b) Action sheet from the meeting held on 14 August 2018
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The action sheet was noted.
18/109

Matters Arising
Chris Skelton provided a verbal update of the CQC report for Maybush Medical
Centre. The report confirmed that an infection and control audit had been
completed and that an adequate standard had been achieved. The full CQC
inspection report was available from 12 September 2018 and a further report would
be presented at the November Probity Committee.

18/110

Community Vasectomy Service
Michala James presented the service review.
Clinical Cabinet considered the recommendations on 26 July 2018 and supported
the proposals which had been presented to Probity Committee for approval.
These were to revise the local price in line with North Kirklees, Greater
Huddersfield and Calderdale CCGs and to re-procure vasectomy services as a
single provider, with multiple locations, with revised service specification and price.
Michala James explained that the matter would go out to open procurement from a
single provider.
The current Any Qualified Provider (AQP) provision did not provide a guarantee of
work which had resulted in one provider pulling out of the current scheme. There
had been instances of patients having to wait for a particular provider to fill a
treatment session. It was expected that having one provider would provide
economies of scale but most importantly would provide more timely service for
patients.
Stephen Hardy noted that the proposed provision included emergency provision
should a single provider fail to meet objectives but was concerned whether the
emergency provision would be able to respond urgently. Michala James responded
that the procurement process would ensure that the new provider was able to meet
the required specification. It was noted that the current process allowed patients to
access the vasectomy service at Mid Yorkshire Hospitals NHS Trust which
demonstrated capacity should emergency provision be required.
Dr Connor asked Anna Hartley whether public health had any view on whether
vasectomy should be promoted or not as a method of contraception. Anna Hartley
commented that it was an option for individuals but there was no public health view
on whether it should be more or less used at a population level.
Dr Connor asked whether the specification included the requirement for failure
rates to be monitored and reported. Michala James confirmed that this was the
case and would be included in the service annual report.
Dr Connor also noted that the report stated that the single model approach
provided scope for innovation and sought clarity on what this meant. Michala
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James explained that the current AQP provision was ‘light touch’ in relation to
contract management and that the single provider option would allow NHS
Wakefield CCG to be more responsive to changes in demand.
Jonathan Webb responded to a question from Richard Hindley, and confirmed that
the financial specification for this work programme was in order.
Jonathan Webb and Mel Brown indicated their support for the recommendations
raised in this paper.
Michala James commented that the procurement would be for a three year contract
with the option to extend dependent on provider performance and the needs of the
population. This would be appropriate for Wakefield was in line with other local
areas. Mel Brown confirmed that this could be finalised with the contract team in
view of cost and stability of service.
Anna Hartley commented that long term contract periods were appropriate when
managing difficult financial situations as they provide stability.
It was RESOLVED that:
i.
The Probity Committee noted the findings of the service review for
vasectomy services
ii.
The Probity Committee approved the revised price for vasectomy services
iii.
The Probity Committee approved the re-procurement of vasectomy services
as a single provider in multiple locations
iv.
The Probity Committee approved the route to market as a full open
competitive procurement
18/111

Wakefield Integrated Urgent Primary Care Provision – Strategic Outline Case
Katie Roebuck presented the paper, supported by Pat Keane and Ruth Unwin.
Katie Roebuck explained that a Network event took place on 12 July with partner
colleagues to look at possible options for the provision of integrated urgent care.
The discussions were very helpful in enabling the strategic outline case to be
developed.
To ensure that the most appropriate re-procurement option was taken up, work had
begun to identify a preferred model which can be adopted in April 2019 as a ‘test’
model which can be amended as necessary prior to a full procurement process
which would commence in April 2020.
Katie Roebuck commented that partners were working together to take this
forward.
Work was needed to look at extended hours. This matter was to be presented at
the New Models of Care Board and would be brought back to the November 2018
Probity Committee for approval.
Mel Brown commented that in view of tight timescales it was expected that there
would be a number of changes to strategic outline case after November and asked
why the Probity Committee was not being asked to approve the Strategic Outline
3

Case at this stage. Katie Roebuck explained that it was considered that it was
more appropriate to ensure detailed discussion at all levels at this stage, before
approval.
Pat Keane explained that in terms of the development of the strategic out line case,
the purpose of the update to probity at this point was to obtain a view. Pat Keane
stated that the engagement process to date had been good but further work would
be necessary to develop the final proposal.
Mel Brown recommended that the Committee delegate authority to Richard Hindley
and Pat Keane, as lead director, to sign off the engagement process.
Ruth Unwin commented that as this programme relates to a service enhancement
it would not require a formal engagement process. Ruth Unwin would liaise with
local representatives and politicians regarding the proposals.
Jonathan Webb noted the links between the proposition and key GP services and
also the link to the 111 national offer and local service. Jonathan Webb asked
whether these links triggered a requirement to reconsider the proposal.
Mel Brown commented that the Governing Body had discussed this matter during a
recent development session and had agreed that it may not be possible to fully
resolve the issue by 2020.
Richard Hindley stated that the position should be clear before Probity Committee
was asked to accept the proposal on Integrated Urgent Primary Care Provision.
Mel Brown commented that the outline case had taken into account previous
comments.
Diane Hampshire asked when it would be possible to understand the cost of the
programme and how the financial aspect will be approved. Richard Hindley
commented that the proposed timescale was challenging and stressed the need to
ensure that there was sufficient scrutiny and assurance with the timescale.
Pat Keane reminded the Committee that the paper related to the strategic outline
case which by its nature, was not designed to set out the detail. The full details
would be established in future work. The paper was presented with the intention of
being open regarding the current thinking and direction of travel. The full detail of
the programme would be identified in the work to be carried out in 2019/20, which
was why the programme contained milestones.
Richard Hindley asked whether more could be done to provide direction at this
juncture. Diane Hampshire commented that the programme was progressing
through the appropriate governance route. Members noted the paper in principle
and requested further information be presented at a future Probity Committee.
It was RESOLVED that:
i.

The Probity Committee noted the update for urgent-primary care re-design
in the Wakefield district in principle, subject to clarification regarding the
4

governance of the future process.
18/112

Patient Survey 2018
Chris Skelton provided highlights from the 2018 patient survey. He explained that
the questionnaire used this year was different from the previous version and this
meant that comparisons with previous years were not exactly like for like.
The response rate was 37%, which was higher than the national average.
The survey indicated good access to services and mental health support whilst
highlighting challenges regarding choice of appointments and speaking with a
specific GP.
The Quality team are supporting 11 practices and services which needed to
develop action plans which would then be signed off by NHS Wakefield CCG.
Assurance would be shared through the Improvement and Assessment Framework
(IAF).
Jonathan Webb asked that should any of the 11 practices be the same as those
which struggled last year then different action plans should be developed to ensure
that the actions were robust and affective. Chris Skelton confirmed that this was
being done. Mel Brown commented that the Resilience Academy would assist with
this work.
Dr Connor provided assurance that the contract mechanism now available via the
WPPC contract would provide assistance in ensuring effective action plans in the
current year.
Dr Connor commented that the 2017 survey highlighted one practice with difficult
telephone access. The practice had made a number of improvements but the 2018
survey continued to show patient concerns. NHS Wakefield CCG was monitoring
developments to ensure that the work undertaken continued and also that other
actions weree instigated to continue to improve the patient experience.
It was RESOLVED that:
i.
ii.
iii.

18/113

The Probity Committee received the results of the GP Patient Survey for
2018
The Probity Committee noted the performance in relation to Wakefield
GP Practices
The Probity Committee approved the actions taken by the CCG to
improve performance

Wrenthorpe Communication and Assurance Report
Chris Skelton provided an update regarding the branch closure action plan.
The Wrenthorpe branch closed on 14 September 2018 and every registered
household had been written to and notices had been displayed in all surgeries.
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The main surgery at Outwood Park will shortly have an additional two Advanced
Nurse Practitioners as well as additional Pharmacy support (especially relating to
medication reviews) to support the change.
Patient Transport service started with robust access criteria and a report would be
presented at a future Probity Committee.
Chris Skelton commented that the Practice was in the process of taking the
relevant steps to hand back the Wrenthorpe site to NHS property services.
Diane Hampshire commented that the practice originally demonstrated a narrow
view of what they needed to do to close a branch surgery. It seemed that
comments and support from the CCG had helped to increase the awareness of the
extent of the work required for the closure to take place.
Dr Connor agreed that NHS Wakefield CCG had definitely helped the practice to
see beyond its initial view, which was primarily concerned with the small amount of
activity at Wrenthorpe branch site. The practice had since developed plans to
address access for all registered patients and the actions taken were intended to
improve the service for all.
Mel Brown commented that Dr Sarwar would be happy to share his learning and
experience with peers if they considered it would assist.
Mel Brown expected this issue to be raised at Overview and Scrutiny Committee
and undertook to update the Probity Committee at a future meeting.
Anna Ladd asked whether Outwood Park was one of the 11 practices highlighted in
patient satisfaction survey. It was confirmed that this was the case and would be
monitored. Mel Brown asked members to note that the Patient Survey was carried
out in early 2018 and would not reflect work or improvements carried out in the
past few months.
Richard Hindley asked whether any feedback or comments had been received
regarding the branch closure. Chris Skelton responded that there had been a small
number of positive comments, especially regarding the new patient transport
service. As yet, no negative comments had been received which would require
action by NHS Wakefield CCG.
It was RESOLVED that:
i.
ii.

18/114

The Probity Committee received assurance in regards to the progress of
the branch surgery at Wrenthorpe
The Probity Committee received a further update in regards to progress
at the next Probity Committee in November

General Practice Development
Dr Connor reminded members of the Probity Committee that he had attended the
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May 2018 meeting with five objectives which would be shared with practices. Dr
Connor proceeded to present a paper and presentation to describe the actions and
feedback.
A patient opinion focus group was established which provided excellent information
and comment. Recommendations had been developed which reflected the
feedback given.
Dr Connor delivered a presentation on the aims of General Practice Development
and the actions being taken. It included a review of both local and national
positions as well as highlighting two main intentions:
1 - to improve integration and
2 - to prevent general practice from failing.
Support was being obtained from working closely with federations and Conexus as
well as Patient Care Home and the Resilience Academy.
An independent reviewer commented that Wakefield was providing more support
than other local CCGs which was reflected in the results. However, issues
remained in relation to patient satisfaction.
Patient satisfaction was very variable. The ‘best’ practices received very positive
feedback from patients; however, other practices required a great deal of work to
improve patient satisfaction.
Dr Connor commented that both need and demand were rising and work needed to
be done to ensure that general practice in Wakefield District was able to deliver
high quality responsive services going forward.
Dr Connor acknowledged that finance remained a concern. The new 3 year and 2
year allocations of funding were due to be announced at end of September 2018
with further detail regarding the 10 year national plan expected in November 2018.
The reluctance of GP’s to become partners in practices was highlighted with an
assurance that new options were being considered which would affect how
Wakefield’s health economy worked. Additional information would be provided at
future meetings and may include details on how people can be empowered to
manage their own health needs. This would include looking after staff as well as
patients.
Dr Connor drew members’ attention to evidence of good diagnosis management
and commented that this would need to be maintained.
The recommendations made to the Probity Committee were based on The Kings
Fund document from May 2018 regarding innovation.
Dr Connor commented that the original nine transformation plans had been
reduced to four, which indicated a potential saving for NHS Wakefield CCG.
It was noted that mental health workers were beginning to work with patients where
the current medical model was not working. Work was also being done for patients
with long term conditions which can affect mental health.
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Dr Connor commented that GP practices would be encouraged to use risk
stratification to help empower patients to make changes to their lifestyle and
healthcare. Advanced care planning and end of life care would be encouraged to
allow discussion about the best care for that patient.
Dr Connor added that there was limited discretionary funding available, however
the CCG can control the access fund, GP forward view plan and integrated care
fund.
Additional information would be required in relation to funding before decisions can
be made for 2019/20.
In summary, Dr Connor commented that some aspects of General Practice work
very well but there were always opportunities to improve. A detailed plan would be
shared with Probity Committee when the national plan was known.
Steven Hardy commented that there had been a lot of innovation but was
concerned that funding streams had not developed to reflect this. This could lead to
GPs being asked to do things at a risk. He asked if there was a danger of going too
fast. He sought assurance that the direction of travel was sustainable.
Dr Connor responded that there was a need to stimulate development. It was not
sustainable to simply have ‘bolt ons’ which would be abandoned if funding ceased.
Practices were happy to try new innovations, such as the practice pharmacist
scheme which had been successful. GPs were supplementing the cost of the
scheme for 2019/20. This indicated that when practices saw benefits of new
initiatives, they were willing to take them forward themselves.
Mel Brown supported this with assurance that NHS Wakefield CCG will
commission schemes which had a proven record but was also willing to
decommission a scheme when transformation plans did not prove successful. The
CCG would not take inappropriate financial risks.
Stephen Hardy commented that the core contract is a national one which provided
constraints. Mel Brown accepted that there was a clear steer from central
government which meant that all initiatives and projects had to be considered
carefully.
Dr Connor was asked to prepare a detailed report for the January 2019 Probity
Committee for further consideration.
Anna Hartley commented that it was appropriate for Public Health to be involved
and that it was pleasing that this was taking place.
Richard Hindley acknowledged the work undertaken and that this would continue in
relation to development and resilience. Areas of weakness had already been
identified and actions were in place. Care needed to be taken not to place
unsustainable or inappropriate pressures on primary care.
Dr Connor responded that working with others was key to successful future
development. Finance remained an issue, however there were also growing
concerns regarding a lack of appropriately trained and experienced members of
staff. Work was underway to support workforce recruitment, retention and
development and to support practices under stress. The Resilience Academy
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would provide assistance in this respect.
It was RESOLVED that:
i.

ii.

18/115

The Probity Committee noted 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.
The Probity Committee agreed to receive a further report on general
practice strategy when national funding programme had been announced
and considered.

Matters to be referred to other committees or Governing Body
The following papers were to be referred to other Committees:
i.
The minutes of this meeting would be shared with the Governing Body.

18/116

Any Other Business
Richard Hindley obtained the agreement of members to amend the start time of the
November meeting to 2:30pm

18/117

Date and Time of Next Meeting
Tuesday 27 November 2018, 2:30pm, Boardroom, White Rose House
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Agenda item: 3ii
NHS Wakefield Clinical Commissioning Group
ACTION POINTS FROM PROBITY COMMITTEE
HELD ON 25 SEPTEMBER 2018

Minute
No
18/031

Topic

Action required

Who

Outwood Park Branch
Closure

Chris Skelton

18/061

General Practice
performance and
development:
Co-commissioning
update
Maybush CQC report

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)
Patient Survey work-plan

18/089
18/109
18/111

18/114

Wakefield Integrated
Urgent Primary Care
Provision
General Practice
development

Date for
completion
When
appropriate

Progress

Dr Greg
Connor

Sept 2018

completed

Chris Skelton

Sept 2018

completed

Outcome of the CQC inspection report

Chris Skelton

Approval of strategic case

Katie Roebuck

November
2018
January 2019

Detailed plan following announcements
of national funding arrangements

Dr Connor

January 2019
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Public/Private Section:

Public
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Information

Report Author and Job Jess Weatherill; Primary Care Contracts Manager
Title:
Chris Skelton, Head of Primary Care Co-Commissioning
Responsible Clinical
Lead:
Responsible
Governing Board
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Recommendation (s):

Dr Greg Connor, Executive Clinical Lead
Mel Brown, Director of Integrated Care

It is recommended that Probity Committee;
•
•

Discusses the content of the process for undertaking appeals for patients allocated to
the Special Allocations Scheme.
Approves the process.

Executive Summary:
The purpose of this report is to provide the committee with the proposed process for the
management and decision of appeals lodged by patients that have been referred to the
Special Allocations Scheme.
The Scheme, previously known as the Safe Haven Service or Violent Patients Scheme, was
introduced in 2004 via a Directed Enhanced Service to ensure that patients that were violent
or threatening could still receive primary medical services whilst ensuring that referring
practices were protected from undesirable behaviours.
From time to time there may be occasions where a Practice refers a patient to the Scheme
and the patient disagrees with the decision. The attached process is designed to provide a
consistent and structured method for addressing this situation which is also compliant with
NHS England requirements.
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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1

Introduction

From time to time General Practices may request immediate removal of patients
from their registered list that have been physically or verbally violent or made threats
of violence to the level that a person feared for their safety. In these instances a
patient may be allocated to the Special Allocations Scheme to ensure they continue
to receive primary medical services in a safe and secure environment which can also
educate the patients regarding the appropriate use of NHS resources and behaviour.
There may be, however, certain occasions where a patient maintains that they have
been incorrectly allocated to the Special Allocations Scheme and as such lodge an
appeal against this decision.

2

Purpose

The purpose of this procedure is to ensure that a standardised and suitable process
is followed where patients appeal against inclusion on the Special Allocations
Scheme. The process is supported by the Primary Medical Care Policy and
Guidance Manual (PGM) (2017).

3

Process

Following on from a patient being allocated to the Special Allocations Scheme by
Primary Care Support England (PCSE), all patients should be advised that they can
appeal the decision as follows:
•

Patients should submit a formal written request for appeal to the Special
Allocations Scheme Liaison Team, as required by the PGM within 14 days of
notification of allocation to the Scheme. Verbal requests for appeals will not
be accepted.

•

Written requests should be sent to the Special Allocations Scheme Liaison
Team, Primary Care Department, White Rose House, Wakefield, WF1 1LT or
primarycareCDT@wakefieldccg.nhs.uk FAO the Special Allocations Scheme
Liaison Team.

•

Requests for appeals should be acknowledged within 14 days of receipt of
request. Paperwork for completion by the patient (see Appendix 1) will be sent
at this time.

•

The Liaison Team will contact the referring Practice to notify of the request for
appeal and provide the opportunity to submit evidence in support of the
referral.
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•

All additional information must be received within 20 days of sending to the
patient. Where additional information is not received, or it is not confirmed by
the patient that they wish to submit no further evidence, the CCG will assume
that the patient no longer wishes to appeal their inclusion on the Scheme.

•

On receipt of all the evidence from both parties a panel will be convened to
review the submitted documentation. Panel will meet within 30 days of receipt
of additional information. Where this is not possible due to other diary
commitments both parties will be informed. Neither the referred patient nor
the referring practice will be asked to attend the hearing.

•

The panel will consist of, as a minimum, the Head of Primary Care CoCommissioning, the Executive Clinical Advisor, a member of the Local
Medical Committee and the appropriate Primary Care Locality Manager. The
panel and process will be arranged by the Primary Care Contracts Manager.

•

The panel’s decision will be final; the decision will be communicated in writing
to all parties within 14 working days of the decision.

•

Where the decision is for the patient to remain on the Scheme this will be for a
minimum of 12 months. Where the panel finds in favour of the patient, then
the patient will be able to register at any GP practice where their address falls
within the said GP practice boundary. This would not typically be the referring
GP practice as it can be considered that the breakdown in GP-patient
relationship would be significant.

•

PCSE will be informed of the outcome of the panel and, where necessary, be
requested to remove all flags from the patient record where the panel finds in
the patient’s favour.

•

The patient will remain on the Special Allocations Scheme while the case is
being heard.
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Additional Information Form
In your own words, please give a brief overview of the events that occurred

Are there any mitigating circumstances that you can present which can support the
occurrences. Please give details.
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Please list any further evidence you have to support your case e.g. witness
statements; CCTV etc.

Please give details of any other information you think is relevant to your case.

Many thanks for completing this information

Next steps:
Page | 7

Please return this form and any supporting documents to the Special Allocations
Scheme Liaison Team at White Rose House, West Parade, Wakefield, WF1 1LT or
primarycareCDT@wakefieldccg.nhs.uk FAO The Special Allocations Scheme
Liaison Team within 20 days of receiving this form.
Where no further information is submitted in this time frame, the CCG will assume
that you no longer wish to appeal your inclusion on the Scheme and will close the
case.
Once all information is received a panel of representative members of NHS
Wakefield Clinical Commissioning Group and Wakefield Local Medical Committee
will convene to assess the information provided. This should take place within 30
days of the receipt of information. You will be informed if this is likely to take longer.
You will be notified of the outcome of the panel as soon as possible but within 14
days of the meeting.
All panel decisions are final.
You will remain on the Scheme while your case is being heard.
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It is recommended that the Probity Committee:
a) note the mid-year committee progress reports, including progress made against agreed
work plans; and
b) agree that the mid-year committee progress reports provide appropriate assurance.
Executive Summary:
This report presents a mid-year summary of the activities of the Probity Committee.
The report is intended to provide the Committee with assurance about the work of the
committee. In particular that the Committee has operated effectively, have complied with their
terms of reference and fulfilled their delegated duties. No items have been identified which
require escalation to the Governing Body. Should any areas of concern be identified these
items will be escalated to the Governing Body.
The mid-year progress report forms part of the key assurance when the Annual Governance
Statement for 2018/19 is prepared in April 2019.
Link to overarching
principles from the
strategic plan:

Reduction in hospital admissions where appropriate
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This report has been shared with the Audit Committee in
September.
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Probity Committee Mid-year Progress report

Risk Assessment:
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Finance/ resource
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None identified.

Probity Committee – Mid Year Progress Report 2018/19
1.

Purpose
This report presents a mid-year summary of the activities of the Probity
Committee for the period 1 April to 31 August 2018. It is intended to provide
the Committee with assurance about the effectiveness of the Committee.

2.

Overview of Committee
The Probity Committee was established to facilitate decision making about
items which present conflicts of interest for all or the majority of GP members
of the Governing Body. The Committee shall carry out the functions relating
to the commissioning of primary medical services under section 83 of the
NHS Act but may be extended (subject to approval from the Governing Body)
to other areas which present a conflict of interest.

2.1.

Duties within the Terms of Reference
•
•
•
•
•
•

2.2.

Make decisions on behalf of the Governing Body about items which
present conflicts of interest for all or the majority of GP members of the
Governing Body.
Seek to increase quality, efficiency, productivity and value for money and
to remove administrative barriers in primary medical services in Wakefield
district.
Make decisions on the review, planning and procurement of primary
medical services in Wakefield district, under delegated authority from NHS
England.
Approve the Network Development Framework (NDF), any subsequent
amendments proposed and/or any successor schemes to the NDF.
Consider proposals made by the NDF Scrutiny Panel and approve
payments made to Member practices in accordance with the NDF.
Seek assurance that the NDF delivers intended benefits and thus
represents value for public money.

Membership and meetings
The Committee has held two meetings during the period 1 April to 31 August
2018.
Members of the Probity Committee:
Melanie Brown
Sandra Cheseldine
Dr Greg Connor
Diane Hampshire
Stephen Hardy
Richard Hindley
Clare Linley
Hany Lotfallah
Richard Watkinson (from 1 June 2018)
Jonathan Webb (from 8 May 2018)

Probity Committee
Attendance from April to August 2018
3
2
2
1
1
0
Richard Watkinson(wef 1
June 2018)

Jonathan Webb

Hany Lotfallah

Clare Linley

Richard Hindley

Stephen Hardy

Diane Hampshire

Greg Connor

Sandra Cheseldine(until 31
May 2018)

Melanie Brown

2.3.

Communication from the Committee
The minutes of meetings of the Probity Committee are presented to the
Governing Body on a regular basis.

3.

Principal activities

3.1.

Delivery of the Work Programme
The Probity Committee work-plan for 2018/19 was approved by the
Committee in April 2018. A copy of the workplan confirming progress is
attached which highlights in green the papers received and discussed from
April to August 2018. No areas of concern have been identified.

4.

Conclusion
This report provides assurance that the Committee has complied with its
terms of reference and fulfilled its duties (detailed in section 2.1 above) during
the period 1 April to 31 August 2018.

5.

Recommendation:
a) Members of the Probity Committee are invited to note the mid-year

progress report

PROBITY COMMITTEE WORKPLAN 2018/19
2019

TOPIC

29-May

14-Aug

29-Sep

27-Nov

22-Jan

26-Mar

Committee work-plan and reporting
Approval of Probity Committee Workplan 2018/19 (to be reviewed prior to


drafting agenda)

Monitoring implementation of work programmes/action plans (AS
REQUIRED)
Probity Committee self assessment
Review committee terms of reference
Annual committee report to Governing Body
Report to Audit Committee meeting : progress against work-plan
Send minutes to Governing Body
Primary Care Strategy
Monitor GP Forward View (including Primary Care Objectives 2018/19)











































Approve GMS, PMS and APMS contract breach/remedial notices and
removing a contract (AS REQUIRED)
Approve newly designed enhanced services and review performance
(AS REQUIRED)
Consideration of request for a branch closure (AS REQUIRED)

Consideration of request for a practice merger (AS REQUIRED)



action plan

(performance
and development
report)

GP Care Wakefield
Co-Commissioning Operational
Ongoing management and performance of GMS, PMS and APMS
contracts
Commissioning of primary medical services (AS REQUIRED)















Wrenthorp
e

Wrenthorp
e

Wrenthorp
e




Ferrybridge/E
Court

Practice List Closure (AS REQUIRED)
 6mth
review Crofton

Consideration of contract end dates (APMS) (AS REQUIRED)
Performance reporting of QOF



discretionary' payments (AS REQUIRED)
Performance review of Wakefield Practice Premium Contract (WPPC)


SEND - Learning Disabilites Health Check (included in WPPC)
Practice Resilience - Strategic Update














Other items which present a conflict of interest
Decisions on behalf of the Governing Body about items which present
conflicts of interest for all or the majority of GP members of the
Governing Body (AS REQUIRED)
Approve the Improvement in Prescribing Scheme


Estates and Technology Transformation Fund - Premises Update
Approval of revised Interim Provider Policy
Approve the development and implementation of schemes which
support the develoment and resilliance of General Practice (AS
REQUIRED)
Care Home Vanguard
commissioning decisions (outpatients and diagnostics) for contracts
that expire in 2018 [wef August 2018]
New MCP Contract
Decisions regarding MCP Contract and Procurement (AS REQUIRED)
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Report Author and Job Sharon Daniel, Primary Care Quality Manager
Title:
Chris Skelton, Head of Primary Care Co-Commissioning
Responsible Clinical
Lead:
Responsible
Governing Board
Executive Lead:
Recommendation (s):

Dr Greg Connor, Executive Clinical Lead
Mel Brown, Director for Integrated Care

It is recommended that Probity Committee
•
•

Receive the information in relation to Maybush Medical Centre CQC report.
Receive assurances about how performance improvement will be maintained.

Executive Summary:
An announced CQC inspection of Maybush Medical Centre was undertaken on 11 September
2018, and published on 8 October 2018. The inspection was a focused inspection following an
announced comprehensive inspection on 14 February 2018, where the overall rating for the
practice was good, with a rating of requires improvement for providing safe services.
The outcome of the focused inspection is that the practice is rated good overall and rated
good for the safe domain. The attached report provides an addendum to the re-inspection
following the update at Probity Committee in September 2018.
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:

Not applicable.

Reference document(s) /
enclosures:

Appendix A – CQC Report

Risk Assessment:

Not applicable.

Finance/ resource
implications:

Not applicable.

Not applicable.

Not applicable.

Not applicable.



Dr A Hay
Hayat
at & Partner
artnerss
Inspection report

Belle Isle Health Park
Portobello Road
Wakefield
West Yorkshire
WF1 5PN
Tel: 01924 334451
www.maybushmedicalcentre.co.uk

Date of inspection visit: 11 September 2018 to 11
September 2018
Date of publication: 08/10/2018

This report describes our judgement of the quality of care at this service. It is based on a combination of what we found
when we inspected, information from our ongoing monitoring of data about services and information given to us from
the provider, patients, the public and other organisations.

Ratings

Overall rating for this location
Are services safe?
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Good

–––

Good

–––

Overall summary
We carried out an announced comprehensive inspection at
Dr A Hayat & Partners on 14 February 2018. The overall
rating for the practice was good, with a rating of requires
improvement for providing safe services. The full
comprehensive report on the February 2018 inspection can
be found by selecting the ‘all reports’ link for Dr A Hayat &
Partners on our website at .
In addition to the areas for improvement identified under
the key question of providing safe services, at the
inspection on 14 February 2018 we also said the practice
should consider improving the following areas:
• Review the areas of low patient satisfaction contained in
the National GP Patient Survey linked to timely access to
the service and take steps to improve patient
satisfaction in these areas.
• Review and complete the current work developing
capacity to enable support and mentoring processes to
be in place for all clinical areas.
This inspection was an announced focused inspection
carried out on 11 September 2018 to confirm that the
practice had carried out their plan to meet the legal
requirements in relation to the breach in regulations that
we identified at our previous inspection on 14 February
2018. This report covers our findings in relation to those
requirements, and also additional improvements made
since our last inspection.
Overall the practice is now rated as good, with the practice
rated as good for providing safe services.
Our key findings were as follows:
• The practice had adopted a suite of health and safety
risk assessments which had been embedded within the
practice. We saw that health and safety issues had been
discussed at team meetings.
• The practice had reviewed and updated a number of
key policies and procedural documents such as
safeguarding, chaperoning and infection prevention and
control. These had been reissued and were available to
staff on the practice computer system and in hard copy
format.
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• Issues identified in relation to the infection prevention
and control audit carried out in September 2017 had
been addressed, with improvements made.
• New processes and procedures had been put in place
for issuing and recording blank prescriptions. Staff had
been informed of the revised processes and, as
required, had been given specific duties in the operation
of these new procedures.
• The practice had proactively carried out an extensive
risk assessment exercise regarding key areas of practice
activity. This had resulted in the identification and
subsequent improvement of workstreams which
included prescription handling, pathology processes
and chaperoning.
• In the previous inspection report we had informed the
practice that they should review and complete work that
was underway to develop capacity to increase support
and mentoring processes for clinical activities. We saw
during the inspection that the practice had increased
capacity in this area, improved induction processes, and
expanded training opportunities and workforce
development.
• In the previous inspection report we had informed the
practice that they should review areas of low patient
satisfaction contained in the National GP Patient Survey
linked to timely access. Whilst areas of satisfaction had
not improved in the latest release of this survey data in
August 2018 (from views collected January to March
2018), the practice was able to demonstrate that it had:
▪ Reviewed the latest data and developed an action
plan to improve satisfaction. Activities included
increasing the salaried GP’s availability.
▪ Recruitment of extra GP sessional cover.
▪ Worked with the Patient Participation Group to
improve the understanding and expectations of
patients with regard to appointment access.
The practice told us that they would continue to seek
improvement in this area.
Professor Steve Field CBE FRCP FFPH FRCGP
Chief Inspector of General Practice

Overall summary
Population group ratings
Our inspection team
Our inspection team was led by a CQC lead inspector and
included a GP specialist adviser.

Background to Dr A Hayat & Partners
The practice surgery is located at Maybush Health Centre,
Belle Isle Health Park, Portobello Road, Wakefield, West
Yorkshire WF1 5PN. The practice serves a patient
population of around 9,100 people and is a member of
NHS Wakefield Clinical Commissioning Group.
The surgery is located in purpose built premises and is
readily accessible for those with a physical disability or
with mobility issues, for example the entrance door is
wide enough to allow wheelchair access. There is parking
available on site for patients and an independent
pharmacy is located close to the practice.
The practice age profile shows that 23% of its patients are
aged under 18 years (compared to the CCG average of
20% and the England average of 21%), whilst it is below
both the CCG and England averages for those over 65
years old (15% compared to the CCG average of 18% and
England average of 17%). Average life expectancy for the
practice population is 77 years for males and 81 years for
females (CCG average is 78 years and 82 years and the
England average is 79 years and 83 years respectively).
Information published by Public Health England rates the
level of deprivation within the practice population group
as three on a scale of one to ten. Level one represents the
highest levels of deprivation and level ten the lowest. The
practice population is primarily composed of White
patients, although there are significant numbers (15%) of
patients from other ethnic backgrounds.
The practice provides services under the terms of the
Personal Medical Services (PMS) contract. In addition, the
practice offers a range of enhanced local services
including those in relation to:
•
•
•
•
•
•

Childhood vaccination and immunisation
Influenza and Pneumococcal immunisation
Rotavirus and Shingles immunisation
Dementia support
Minor surgery
Learning disability support
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As well as these enhanced services the practice also
offers additional services such as those supporting long
term conditions management including diabetes and
coronary heart disease.
Attached to the practice or with the ability to work closely
with the practice is a team of community health
professionals that includes health visitors, midwives,
members of the district nursing team and health trainers.
Practice staffing comprises two GP partners (one male
and one female), and a wider clinical team of two salaried
GPs (one male, one female), an advanced nurse
practitioner (male), a nurse prescriber (female), two
practice nurses (female), a healthcare assistant (female)
and a phlebotomist (female). Clinical staff are supported
by a practice manager, a reception manager and an
extensive administration and reception team. The
practice also uses the services of a pharmacy technician
(female) who works at practices across the network.
The practice appointments include:
• Pre-bookable appointments which can be made from
two to three weeks in advance
• Same day access
• 48-hour access
• Urgent appointments which are assessed on a triage
basis
• Home visits
• Telephone consultations where patients could speak
to a GP or advanced nurse practitioner.
Appointments can be made in person, via telephone or
online.
The practice is open between 8am and 6.30pm Monday
to Friday with appointments available between 8am to
11am and 3.30pm to 6pm.
The practice also participates in a local telephone triage
service, Trinity Care, which operates across the local
network. Once capacity is full at the practice, patients
who request to be seen on the same day will be put onto
a triage list. This service operates during normal

Overall summary
operating hours. Calls are triaged and an appointment
made with a doctor should this be necessary. Patients
also have the ability to ring direct to the service and
bypass the practice.

The practice has been approved as a teaching practice
and is to support Year 1 to 3 medical students from
September 2018. In addition, the practice supports the
training of student nurses.

Extended hours care is provided by GP Care Wakefield
and the practice telephone system automatically diverts
to this service between 6.30pm to 10pm Monday to
Friday, and 9 to 3pm Saturdays, Sundays and bank
holidays, for same day GP appointments. Patients can
also book a routine nurse appointment at GP Care
Wakefield between 6.30pm to 8pm Monday to Friday, and
9 to 1pm Saturdays, Sundays and Bank Holidays. Outside
of the above times patients can access services provided
by Local Care Direct Limited and NHS111.

The rating in relation to the last comprehensive
inspection is clearly displayed in the practice waiting
room and on the practice website.
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Dr A Hayat & Partners is registered with the Care Quality
Commission to deliver services in relation to:
•
•
•
•
•

Diagnostic and screening procedures.
Treatment of disease, disorder or injury.
Maternity and midwifery services
Family planning
Surgical procedures

Good –––

Are services safe?
At our previous inspection on 14 February 2018, we rated the practice as requires improvement for providing safe
services as:
• Health and safety risk assessments had not been fully embedded within the practice.
• A number of key policies and procedural documents such as safeguarding, chaperoning and infection prevention and
control were out of date and in need of review.
• Issues in relation to an infection prevention and control audit carried out in September 2017 had not been fully
complied with within timescales.
• The practice procedure for issuing and recording blank prescriptions was not understood by all staff involved in the
process.
These areas of non-compliance had shown significant improvement when we undertook a follow up inspection on 11
September 2018. The practice is now rated as good for providing safe services.
Safety systems and processes
The practice had clear systems to keep patients safe and safeguarded from abuse.
• The practice, via a consultancy company, had adopted a suite of health and safety risk assessments. We saw that
these had been embedded within the practice and that health and safety issues were discussed at team meetings.
Staff received health and safety information for the practice as part of their induction and refresher training. The
practice had developed and adopted a Control of Substances Hazardous to Health (COSHH) assessment and this was
fully in place.
• The practice had systems in place to safeguard children and vulnerable adults from abuse. The practice had
developed a safeguarding policy and this had been adopted in February 2018.
• Since the previous inspection the practice had reviewed and updated key policies which included those in relation to
chaperoning and infection prevention and control (IPC).
• The practice worked with stakeholders and other agencies to support patients and protect them from neglect and
abuse. Staff took steps to protect patients from abuse, neglect, harassment, discrimination and breaches of their
dignity and respect. We saw that the practice met regularly with partner organisations to discuss the needs of
vulnerable patients.
• The practice carried out staff checks, including checks of professional registration where relevant, on recruitment and
on an ongoing basis.
• All staff received up-to-date safeguarding and safety training appropriate to their role. They knew how to identify and
report concerns. Staff who acted as chaperones were trained for the role and had received a DBS check (DBS checks
identify whether a person has a criminal record or is on an official list of people barred from working in roles where
they may have contact with children or adults who may be vulnerable). The use of a chaperone was noted in the
patient record, and chaperone posters were clearly displayed in the practice. (A chaperone is a person who serves as
a witness for both a patient and a medical professional as a safeguard for both parties during a medical examination
or procedure).
• The practice ensured that facilities and equipment were safe and that equipment was maintained according to
manufacturers’ instructions. There were systems for safely managing healthcare waste which included the
identification of waste.
• There were systems in place to manage infection prevention and control (IPC). An IPC audit had been carried out in
September 2017 and the practice had achieved an overall compliance score of 85%. We saw that actions highlighted
in the past IPC audit had been actioned by the practice. Actions taken by the practice included:
• ▪ The inclusion of IPC duties in job descriptions
▪ Publishing an IPC statement of intent on the practice website
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Good –––

Are services safe?
Risks to patients
There were systems to assess, monitor and manage risks to patient safety.
• There were arrangements for planning and monitoring the number and mix of staff needed. We saw that the practice
had trained staff to multi-skill them in other duties to build resilience.
• There was an effective induction system for temporary staff tailored to their role. In particular, the locum induction
pack was detailed and contained relevant information.
• Staff understood their responsibilities to manage emergencies on the premises and to recognise those in need of
urgent medical attention. Clinicians and non-clinical staff knew how to identify and manage patients with severe
infections, for example, staff had received specific training in the identification and handling of patients with
symptoms which could indicate sepsis.
Information to deliver safe care and treatment
Staff had the information they needed to deliver safe care and treatment to patients.
• Individual care records were managed in a way that kept patients safe. The care records showed that information
needed to deliver safe care and treatment was available to relevant staff in an accessible way.
• The practice had systems for sharing information with staff and other agencies to enable them to deliver safe care
and treatment.
Safe and appropriate use of medicines
The practice had reliable systems for appropriate and safe handling of medicines.
• The systems for managing medicines, including vaccines, medical gases, and emergency medicines and equipment
minimised risks.
• The practice had reviewed their procedure for issuing and recording blank prescriptions and processes had been put
in place to effectively manage their issue and usage. Staff had been made aware of these revised processes.
• Staff prescribed, administered or supplied medicines to patients and gave advice on medicines in line with legal
requirements and current national guidance. The practice had comparable prescribing rates to other practices for
antibiotics and worked closely with the CCG to support good antimicrobial management.
• Patients’ health was monitored to ensure medicines were being used safely and followed up on appropriately. The
practice involved patients in regular reviews of their medicines.
Track record on safety
The practice had some measures in place to ensure safety.
• The practice monitored and reviewed their clinical activities. This helped it to understand risks and gave a clear,
accurate and current picture that led to safety improvements.
• The practice had proactively carried out risk assessments regarding key areas of practice activity. This had resulted in
the identification of:
• Nine short term actions (all completed)
• 15 medium term actions (12 completed)
• 13 long term actions (12 completed)
Improvements included changes to prescription handling and the operation of the prescription desk, improved systems
to deal effectively and safely with pathology results, and the review of the chaperone policy and its implementation
across the practice. Plans were in place to complete the small number of remaining actions.
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Good –––

Are services safe?
Lessons learned and improvements made
The practice learned and made improvements when things went wrong.
• There was a clear system for recording and acting on significant events and incidents. Staff understood their duty to
raise concerns and report incidents and near misses. The management team within the practice supported them
when they did so.
• There were systems for reviewing and investigating when things went wrong. The practice learned and shared
lessons, identified themes and took action to improve safety in the practice. We saw that untoward events were
discussed at team meetings and that these were recorded in detailed team meeting minutes.
• We saw that there was a system for receiving and acting on safety alerts. The practice learned from external safety
events as well as patient and medicine safety alerts.

Please refer to the evidence table for further
information.
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Title of
meeting:

Probity Committee

Date of
Meeting:

27 November 2018

Paper Title:

Wrenthorpe Branch Closure –
Communications and Assurance Report

Purpose (this
paper is for):

Decision

Discussion

Agenda
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
January 2019.

Executive Summary:
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.
This report follows previous papers presented to the Probity Committee in August and
September 2018.
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 – NOVEMBER 2018
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.
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.
This report follows previous papers presented to the Probity Committee in August
and September 2018.
Access Arrangements
As part of the branch closure process the practice highlighted a number of staffing
changes aimed at improving access for patients. The practice undertook recruitment
into a series of roles including two Advanced Nurse Practitioners, Clinical Pharmacist
and Pharmacy Technician.
These roles are now new in post, albeit in undertaking induction and familiarising
themselves with both the practice and patients. So far, the Advanced Nurse
Practitioners in post are undertaking home visits and assisting with urgent call triage.
As a result this is increasing availability for GP appointments. There will be a steady
transition in terms of increasing GP access as the ANPs become more familiar with
the practice and patients.
The practice is confident the changes are having a positive impact for patients and
will continue to do so, they have also received some positive feedback about the
changes they are making.
In terms of routine appointments, the practice is continuing 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.
The practice has also recruited two apprentices who are providing support in the
reception area, they undertake telephone calls and seeing patients on the front desk

which is improving access for patients to book appointments, collect prescriptions
and handle queries.
Transport
In regards to the transport service, the practice is in the process of agreeing a
consistent message to patients. As part of the assurance, the practice has reported
that during the first month, 43 patients were offered transport to surgery who met the
criteria set by the practice. 4 patients accepted and used the transport service with
the remaining 39 patients declining.
The main reason for declining transport was that patients were too ill to travel into
surgery and therefore this was of no benefit to them. The CCG will continue to work
closely with the practice to ensure that the transport service is meeting the needs of
the patients and that it continues to provide an effective mitigation against the branch
closure for patients travelling further distances to receive care.
Premises
The premises have now been handed back to NHS Property Services and the CCG
have completed the necessary steps to return the void space back to NHS Property
Services also. All equipment and supplies were removed prior to handback.

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 January 2019.

Title of
meeting:

Probity Committee

Date of
Meeting:

27 November 2018

Paper Title:

Wakefield Practice Premium Contract
2018/19 Q2 Performance Report

Purpose (this
paper is for):

Decision
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Agenda
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;
• Note the progress in regards to performance against the Wakefield Practice Premium
contract up to Quarter 2.
• Agree the KPI payments in regard to the KPI003 for Quarter 2.
Executive Summary:
The purpose of this report is to report to follow on from the previous Q1 performance report,
and provide a summary of performance at six months from April 2018 to September 2018.
This paper also provides assurance in regards to KPI delivery, contract monitoring and the
approach taken by the CCG in contract management.
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:

Quality and Contracting Teams

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

£4.00 per head under the Wakefield Practice Premium Contract.

Not Applicable

Not applicable

Probity Committee July 2018

NHS WAKEFIELD CCG
PROBITY COMMITTEE
WAKEFIELD PRACTICE PREMIUM CONTRACT 2018/19
Q2 PERFORMANCE REPORT

Introduction & Context
In January 2018, the Probity Committee agreed to the terms of the Wakefield
Practice Premium Contract for 2018/19 following an extensive review of the previous
contract. Given the financial context and feedback from commissioners and
providers a new contract was agreed with the aims of;
•
•
•
•
•

focus on improving patient care
exceed core contract requirements and national achievement levels
build on what works
minimise bureaucracy for practices and the CCG
make workload proportional to available funding

The total investment under this contract is £1.62m for a 12 month period, reduced
from £3.2m in 2016-18.
Purpose
The purpose of this report is to report to follow on from the previous Q1 performance
report, and provide a summary of performance at six months from April 2018 to
September 2018.
This paper also provides assurance in regards to KPI delivery, contract monitoring
and the approach taken by the CCG in contract management.
Contractual Performance
Access Domain
All practices are working towards the requirements under this domain. The CCG has
reviewed the standard access policy which practice are required to upload to their
practice website. To date, 95% of practices have completed this. We have given
advice to some practices to ensure that their policies are more easily accessible.
Following the results of the national patient survey, 11 practices were required to
complete a patient survey action plan. All the 11 practices have submitted action
plans which have been reviewed by the CCG. A further report will be provided on the
details of improvements made at the end of the year.

Medicines Domain
All practices continue to deliver the shared care drugs service with secondary care.
In regards to performance in relation to Medicines 2, 37% of patients who are taking
repeat medications are registered to order prescriptions online, which is a static
position from the previous quarter. Practices are performing well in regards to
electronic prescribing with 66% of prescriptions being issued electronically. Again,
this position is static from the previous quarter. In regards to repeat dispensing, work
continues in practices with regards to the process and procedures being in place to
ensure that practices are in a position to accelerate their progress in this area.
Learning Disabilities Domain
In regards to learning disabilities, practices approach this in different ways. In most
cases, much of practices activity is undertaken in Q3/4. Therefore, there are only a
small number of health checks which have been completed in the Q1 and Q2.
Additionally, due to changes in the national data collection for this indicator it is likely
that the Q2 performance is currently under reported.
The CCG is confident, following previous year’s performance that the 50% target of
health checks in patients with learning disabilities will be achieved. The contract also
requires that all practice achieve a minimum of 50% of health checks completed.
This forms part of the year-end KPI for this area. The CCG continue to receive
assurance from those practices that may have a significant number of checks to
complete to meet the contractual target.
In Q2, practices are required to complete an assurance template describing their
approach to the learning disabilities health check scheme. Practice performance is
discussed in the KPI section of this report.
Cancer Domain
Practices are being supported by the Cancer champions in regards to sharing good
practice with regards to following up patients who do not respond to the national
screening programme. By Q1 29.72% of patients who had not responded had been
sent a subsequent invite from their registered GP practice increasing to 51% in Q2.
This will be a rolling programme based on the responses received by practices from
the screening programme.
Diabetes Domain
The requirements in the diabetes domain focus on prevention. In Wakefield there
were 10,220 patients classified as at high risk of developing diabetes, which
increased to 11,258 in Q2. Practices are required to offer these patients onward
referral to the national prevention programme of which 63% of patients have been
referred which is an increase on 43% from Q1. Practices will also be required to

keep a register of these patients and ensure that monitoring continues on an annual
basis.
We have currently asked practices to suspend the specific element of onward
referral to the NHS England National Diabetes Prevention Programme as Wakefield
CCG has exceeded its allocation. Our Public Health colleagues are currently
engaging with NHS England to receive more places to referrals can continue.
Heart Domain
77% of male patients in Wakefield who are at increased risk of strokes are now
being treated with anticoagulant therapies to reduce their risk of stroke; we expect
this to increase to 95% by year end. As a consequence, evidence shows that this will
reduce the number of strokes. It is important to note that female patients at
increased risk of strokes are already treated through the quality and outcomes
framework.
51% of newly diagnosed hypertensive patients have had an assessment of risk in
regards to cardiovascular disease, of those patients with a risk score of >10% over
the next 10 years, 46% of patients have been treated with a statin. Our aim is to
increase this uptake to 80% consequently reducing cardiovascular disease. Whilst
the number of patients newly diagnosed is increasing the number of patients treated
has remained broadly similar to Q1.
Respiratory Domain
The CCG is working closely with Public Health Colleagues in regards to consistency
of Spirometry diagnosis. For this indicator, those practices with spirometry results
which required further assessment have been contacted and given additional
support in conjunction with a Respiratory consultant from Mid-Yorkshire Hospital
Trust.
Practices are required to ensure that patients on the COPD registers have a
spirometry recording consistent with diagnosis. There are a few exceptions to this
but should be documented with an appropriate rationale. During the last quarter
there has been a further reduction of 9% patients on COPD registered without an
spirometry recording consistent with a COPD diagnosis.
In regards to at-risk patients being contacted for review, practices have achieved
43% within this domain.

KPI Management
Under the terms of the contract there are three KPIs which make up 10% of the
contract value. These are;
KPI

Requirement
The practice completes an audit tool
provided by the CCG as evidence of
KPI001 - A3 achieving the 4 hour triage standard
for patients who request same day
care.
The practice provides a learning
KPI002
- disabilities health check to 50% of
LD1
patients on the learning disabilities
register.
The practice completes a selfdeclaration template, which provides
KPI003
commissioner with evidence and
LD2
assurance, that the terms under the
requirements have been met.

Value

Submission

5%

July 2018

(2.5% - Audit Q1 &
2.5% - Audit Q3)

January 2019

2.5%

April 2019

2.5%

October 2018

For payment for the delivery of KPIs, practices will be required to demonstrate that
each KPI has been achieved by the submission dates listed above. Each KPI has a
weighted value which will correspond to the payment received where practices
successfully achieve the KPIs as shown above.
KPI001 – The performance of this indicator was reviewed Probity Committee in July
2018 and payments have now been made to practices. A further data collection and
performance report will take place at the end of Q3 and will be included within the
next report.
KPI002 – The number of Learning Disabilities health checks completed in Q1 and
Q2 is included as appendix A. There have been some changes to how the data is
collected nationally and as such the performance for practices is likely to be under
reported. The CCG is working closely with those affected practices to ensure they
are on track to meet the 50% target by year end. In addition, some practices have
small register numbers and historically complete all checks in Q4, this is taken into
context when reviewing provider performance.
KPI003 – The self-declaration template was distributed to practices on 17th August
2018. Practices were asked to submit their responses to the CCG by September
2018. These submissions have been reviewed to ensure that they describe how the
practice delivers the service against the requirements of the contract, some practices
were asked to provide additional information.
To date 26 practices have submitted with 6 practices not submitting by both the
original and extended deadline. It is therefore recommended that the following

practices receive their KPI payments as determine in table 1. The practices in table 2
who have not submitted will not achieve that KPI.
Table 1
GP PRACTICE

LD Action Plan

TRINITY MEDICAL CENTRE
ALVERTHORPE SURGERY
CHAPELTHORPE MEDICAL CENTRE
CHURCH STREET SURGERY
COLLEGE LANE SURGERY
CROFTON HEALTH CENTRE
DRS DIGGLE AND PHILLIPS
FRIARWOOD SURGERY
HENRY MOORE CLINIC

YES
YES
YES
YES
YES
YES
YES
YES

HOMESTEAD CLINIC
KINGS MEDICAL PRACTICE
LUPSET HEALTH CENTRE
MAYBUSH MEDICAL CENTRE
MIDDLESTOWN MEDICAL CENTRE
NORTHGATE SURGERY
ORCHARD CROFT MEDICAL CENTRE
OUTWOOD PARK MEDICAL CENTRE
PATIENCE LANE

YES
YES
YES

RIVERSIDE MEDICAL CENTRE
STANLEY HEALTH CENTRE
STATION LANE MEDICAL CENTRE
THE GRANGE SURGERY
TIEVE TARA MEDICAL CENTRE
WARRENGATE
WHITE ROSE SURGERY
HEALTH CARE FIRST PARTNERSHIP
DR SINGH AND PARTNERS
ASH GROVE SURGERY
NEW SOUTHGATE SURGERY
PROSPECT SURGERY
CASTLEFORD MEDICAL PRACTICE
NEWLAND LANE SURGERY
ST. THOMAS ROAD
STUART ROAD SURGERY

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
AWAITING MORE INFO
AWAITING MORE INFO
AWAITING MORE INFO
AWAITING MORE INFO

YES

YES
YES
YES
YES
YES
YES

Table 2
GP PRACTICE
QUEEN STREET SURGERY

LD Action Plan

Approved

NO

NO

Practices have submitted evidence of achievement under this KPI and have met the
requirements of that KPI.

Contract Management
In addition to the reporting and KPIs the standards under the Wakefield Practice
Premium Contract are discussed during our Practice Assurance visits. This includes
those areas of the contract where practices are performing well and areas for further
development. Where necessary, the primary care team will agree with providers an
action plan to ensure improved performance.
Recommendations
It is recommended that Probity Committee;
•
•

Note the progress in regards to performance against the Wakefield Practice
Premium contract up to Quarter 2.
Agree the KPI payments in regard to the KPI003 for Quarter 2.

Chris Skelton
9 November 2018

Appendix A – KPI002 Learning Disabilities Health Check Performance

B87027

NEW SOUTHGATE SURGERY

59

1

14

15

25.42%

Minimum additional
checks needed
15

B87025

CASTLEFORD MEDICAL PRACTICE

55

3

1

4

7.27%

24

B87022

HOMESTEAD CLINIC

103

23

0

23

22.33%

29

B87020

CHAPELTHORPE MEDICAL CENTRE

B87017

TRINITY MEDICAL CENTRE

B87031

Code

Practice

LD Register

Q1

Q2

Total

Percent

77

5

8

13

16.88%

26

106

0

0

0

0.00%

53

CHURCH STREET SURGERY

61

0

0

0

0.00%

31

B87019

STANLEY HEALTH CENTRE

62

4

1

5

8.06%

26

B87007

NORTHGATE SURGERY

66

13

8

21

31.82%

12

B87015

STUART ROAD SURGERY

53

0

0

0

0.00%

27

B87011

FRIARWOOD SURGERY

41

0

0

0

0.00%

21

B87005

RIVERSIDE MEDICAL CENTRE

88

11

0

11

12.50%

33

B87600

QUEEN STREET SURGERY

3

0

0

0

0.00%

2

B87018

HENRY MOORE CLINIC

62

16

0

16

25.81%

15

B87040

PROSPECT SURGERY

48

7

2

9

18.75%

15

B87021

ASH GROVE SURGERY

73

7

0

7

9.59%

30

B87016

WHITE ROSE SURGERY

250

65

53

118

47.20%

7

B87008

LUPSET HEALTH CENTRE

99

7

0

7

7.07%

43

B87006

DR S P SINGH & PARTNERS

65

0

0

0

0.00%

33

B87003

COLLEGE LANE SURGERY

51

6

0

6

11.76%

20

B87602

PATIENCE LANE SURGERY

8

0

0

0

0.00%

4

B87028

CROFTON HEALTH CENTRE

51

6

8

14

27.45%

12

B87004

WARRENGATE MEDICAL CENTRE

41

9

16

25

60.98%

Target met

B87039

KINGS MEDICAL PRACTICE

56

11

8

19

33.93%

9

B87032

STATION LANE MEDICAL CENTRE

69

10

0

10

14.49%

25

B87026

THE GRANGE SURGERY

82

7

0

7

8.54%

34

B87012

MAYBUSH MEDICAL CENTRE

56

3

0

3

5.36%

25

B87009

ST THOMAS ROAD

74

0

0

0

0.00%

37

B87001

MIDDLESTOWN MEDICAL CENTRE

17

1

3

4

23.53%

5

B87033

NEWLAND SURGERY

17

0

0

0

0.00%

9

**Note – Data is provisional and does not include all practices due to national changes in data
collection.
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Recommendation (s):
It is recommended that the Probity Committee:
•
•

approves the Primary Care Network Development Scheme for 2018/19;
receives a further report in May 2018 with regards to the scheme outcomes and next
steps.

Executive Summary:
In August 2018 the West Yorkshire and Harrogate Health and Care Partnership advised CCGs
of transformational resources with which to accelerate the development of primary care
networks in all CCG areas.
The Probity Committee endorsed an approach to general practice resilience in Wakefield
which outlined interventions at individual practice, general practice sector and integrated
health and care system levels. Primary Care Home is a specific type of primary care network,
endorsed and supported by the National Association of Primary Care and operational in more
than two hundred sites in England, which combines general practice resilience with population
health improvement
In order to support development of the Primary Care Home model in Wakefield the CCG
proposes to commission a Primary Care Network Development Scheme from 1December
2018 until 31March 2019. The scheme is designed to incorporate both the development of
primary care networks but also include a number of requirements that are aligned to the CCG
strategic objectives for general practice.
This paper sets out the requirements under the scheme and outcomes these will achieve.

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:

Quality and Contracting Teams

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

£0.70p per registered patient from funds allocated by the West
Yorkshire and Harrogate Health and Care Partnership.
(£264,000)

Not Applicable

Not applicable

Probity Committee July 2018

NHS WAKEFIELD CCG
PROBITY COMMITTEE - 27 NOVEMBER 2018
PRIMARY CARE NETWORKS DEVELOPMENT SCHEME

Introduction
In August 2018 the West Yorkshire and Harrogate Health and Care Partnership advised
CCGs of transformational resources with which to accelerate the development of the Primary
Care Network model. Additional non-recurrent funding of £1 per registered patient (totalling
£357,000) was allocated to Wakefield CCG to undertake a baseline assessment of Primary
Care Network Maturity and to support the successful implementation of Primary Care Homes
in Wakefield.
The Probity Committee endorsed an approach to general practice resilience in Wakefield
which outlined interventions at individual practice, general practice sector and integrated
health and care system levels. These were intended to reduce the risk of service failure by
increasing collaboration between practices and between general practice and the wider
health and care system. The Primary Care Homes model supports this approach to general
practice resilience and additionally provides a framework for population health management.
The Scheme
The CCG is proposing to commission a Primary Care Networks Development Scheme from
1st December 2018 until 31st March 2019 which will address four elements of general
practice development.
The scheme comprises of four domain areas with individual requirements aligned to it as
below:
•

Network Development Domain
Primary Care Home – The Next Steps for Wakefield

•

Population Health Management Domain
Hypertension Case Finding
Enhanced physical health checks for people with severe mental illness

•

Clinical Commissioning Domain
Evidence Based Pathology Testing
Value Based Commissioning Tool

•

General Practice Resilience Domain
Practice Two-Year Plans

Network Development Element

Primary care networks support groups of practices to come together locally, in partnership
with community services, social care and other providers of health and care services.
Where emerging primary care networks are in place in parts of the country, there are clear
benefits for patients and clinicians and these approaches are emerging as the delivery
model for primary care of the future.
Primary care networks build on the core of current primary care and enable greater provision
on proactive, personalised, coordinated and more integrated health and social care.
Clinicians describe a change so that their work isn’t about reactively providing appointments
to patients on a registered list but proactively caring for the people and communities they
serve. They should be based on GP registered lists, typically serving natural communities of
around 30,000 to 50,000, which experience has shown is the optimal size for integrated
locality-based working. Networks should be small enough to still provide the personal care
valued by both patients and GPs but large enough to have impact and economies of scale
through deeper collaboration between practices and others in the local health and social
care system. Networks will provide a platform for providers of care being sustainable into
the longer term.
Primary Care Home (PCH) is an innovative approach to strengthening and redesigning
primary care. Developed by the National Association for Primary Care (and recognised as a
new model of care in the NHS Five Year Forward View), PCH brings together a range of
health and social care professionals to work together to provide enhanced personalised and
preventative care for their local community. Staff come together as a complete care
community – drawn from GP surgeries, community, mental health and acute trusts, social
care and the voluntary sector – to focus on local population needs and provide care closer to
patients’ homes.
Primary Care Home has four characteristics which form its distinctive identity which are:
•
•
•
•

Provision of care to a defined, registered population between 30,000 to 50,000;
Combined focus on personalisation of care with improvements in population health
outcomes;
An integrated workforce, with a strong focus on partnerships spanning primary,
secondary and social care;
Aligned clinical and financial drivers.

The full requirements of the scheme can be found in appendix A.
Funding and Payment
A total allocation of £357,000 was made to the CCG from West Yorkshire and Harrogate
Health and Care Partnership funding to support the implementation of Primary Care
Networks.

The proposed scheme will be funded at £0.70 per patient registered at each practice as of
1st October 2018 giving a total value of £264,000. Practices will be paid 50% upfront
following the approval of the scheme with the final 50% payment made at the end of the
scheme.
The remaining £93,000 of the allocation will be used for clinical leadership development,
stakeholder engagement (including social care and the voluntary sector) and bespoke
support to each practice network to achieve recognition as a registered Primary Care Home
site ensuring complete district coverage by 31 March 2019.
Performance Management
The CCG will review the practices performance against the incentive scheme requirements
at the end of the scheme to ensure satisfactory performance. A further report will be
presented to the Probity Committee in May 2018 with the outcomes of the scheme and next
steps.
Recommendations
It is recommended that the Probity Committee:
•
•

approves the Primary Care Networks Development Scheme for 2018/19;
receives a further report in May 2018 with regards to the scheme outcomes and next
steps.

Appendix A – GP Incentive Scheme Requirements
Domain
Network Development

Title
Primary Care Home – The Next
Steps for Wakefield

Requirements
Each practice as part of their GP
Network is required to undertake an
assessment of their current network
position
in
relation
to
the
development of Primary Care
Homes in Wakefield. All networks
will be required to achieve the basic
level as a minimum and working
towards or achieving advanced
level.

Outcome Measure
Primary
Care
Home
Presentations which define all
the elements of the primary
care home model and how the
practices will achieve this.
Sign-up to National Association
for Primary Care – PCH Model.
Outlined proposals for Primary
Care Homes in Wakefield.

Each GP Network will then present
to the CCG their proposals in
regards to their Primary Care Home
in line with the key questions of the
assessment.
Population Health Improvement

Hypertension Case Finding

The first stage of the HCP Healthy Standardised policy in place for
Hearts programme is to increase the management of raised
recorded
prevalence
of blood pressure in all practices.
hypertension, with two requirements:
Reduction in the number of
to identify those on antihypertensive patients with a raised BP
medication but not on the register, without treatment or diagnosis.
and code them correctly;
Increase in number of patients
identify those with four or more on the Hypertension Register
readings (including the last) of BP
above 140/90.
Clinical searches will be developed
and shared by the CCG with each

practice in time for January 2019.
Population Health Improvement

Enhanced Mental Health Reviews

The practice ensures that at least
50% of people on their GP Severe
Mental Illness QOF (MH002)
register receive a full and
comprehensive physical health
check in a primary care setting
during 2018/19. The full and
comprehensive physical health
check will include the following
requirements, which are beyond the
requirements of the Quality and
Outcomes Framework for Mental
Health.
1. a measurement of weight
(BMI or BMI + Waist
circumference)
2. a blood pressure and pulse
check (diastolic and systolic
blood pressure recording +
pulse rate)
3. a blood lipid including
cholesterol test (cholesterol
measurement or QRISK
measurement)
4. a blood glucose test (blood
glucose or HbA1c
measurement)
5. an assessment of alcohol
consumption
6. an assessment of smoking
status
7. an assessment of nutritional

status, diet and level of
physical activity
8. an assessment of use of illicit
substance/non prescribed
drugs
9. access to relevant national
screenings
10. medicines reconciliation and
review
11. general physical health
enquiry into sexual health
and oral health
12. indicated follow-up
interventions
Clinical Commissioning

Evidence Based Pathology
Testing

The practice implements the CCG’s
evidence based lab testing protocol
for patients with long term
conditions.

Reducing variability in access
to best practice care and
supporting patients to stay well
and promoting self-care
Standardised Policy in place
for
the
management
of
pathology testing for patients
with Long term conditions.
By only undertaking tests
relevant to the patient’s
condition there will be a
reduction in the number of
tests undertaken unnecessarily

Clinical Commissioning

Value Based Commissioning Tool

The practice uses the Value Based
Commissioning tool for referrals to
secondary care to ensure
compliance with CCG
Commissioning Policy. (Subject to

General Practice Resilience

Two Year Practice Plans

procurement.)
The practice completes and submits
to the CCG a two year practice plan,
using the template provided, which
considers the following;
•
•
•
•
•
•

General Practice Resilience

Workforce Capacity and Demand
Tool

Submission of two year
practice plan to CCG by 15th
February 2019.

Overview of the Practice
Our performance
Workforce Planning
Working at scale
Systems and
Processes/Facilities
Financial Planning

The practice implements the NHS
England Capacity and Demand audit
tool and share its data generated
from with the CCG, GP Resilience
Academy and fellow
practices/networks.

Implementation
practice.

of

tool

by

Data submitted to CCG, GP
Resilience Academy and fellow
practices/networks
once
available, validated by CCG.
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Recommendation (s):
It is recommended that the Probity Committee:
•
•

approves the summary outline of a general practice development plan for Wakefield
district;
receives a substantive plan in January 2019 in the light of the NHS long term plan and
associated CCG financial allocations for primary care.

Executive Summary:

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:

Not Applicable

Management of Conflicts
of Interest:

Not applicable

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

Primary Care Co-commissioning, quality and contracting

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Not applicable

Finance/ resource
implications:

Implementation of general practice development will require
CCG resources and this will be clearer once the NHS long term
plan and associated CCG financial allocations are published.

Engagement with members of practice Patient Reference
Groups, the CCG Patient Involvement and Public Engagement
Committee, practice networks, the Health and Wellbeing Board
and the CCG Clinical Leaders Forum.

Probity Committee July 2018 and September 2018

NHS WAKEFIELD CCG
PROBITY COMMITTEE - 27 NOVEMBER 2018
GENERAL PRACTICE STRATEGY UPDATE

Introduction
In September 2018 Probity Committee received a paper and presentation
summarising the feedback from engagement on general practice development with
the Health and Wellbeing Board, two patient focus groups, four of the five local
general practice federations and the Local Medical Committee. This paper
summarises the emerging plan for general practice development in Wakefield district
which is built on this engagement as well as local and national developments in
health and care integration. Once the NHS Long-Term Plan, its five year delivery
plan and the associated CCG financial allocations are published in December 2018 a
final proposed plan will be brought to Probity Committee setting out proposals for
2019/20 and beyond.
One aim
The proposed aim of general practice development, based on the engagement
undertaken, was presented to Probity Committee on 25 September 2018:
•

“General practice is a thriving component of a people-centred primary health
and care system; it provides excellent clinical care and works with others to
maximise the health of its registered populations.”

Two objectives
The CCG adopted a local plan to implement the national General Practice Forward
View in December 2016. That plan addressed two challenges and meeting these
challenges continues to provide the two objectives for local general practice
development:
•
•

stronger general practice with an expanded and re-modelled workforce;
functional integration with health and social care specialists, community
services and the voluntary sector to provide a joined-up network of support
for patients outside hospital for ongoing and urgent care leaving hospitals for
emergencies and specialist treatment.

1

Three settings
In order to meet the needs of patients in the future general practice will need to
develop its role at three levels in the heath and care system:
•
•
•

individual practice level;
practice network level (through incorporating the national Primary Care Home
model);
district level (through its confederation infrastructure and its voice in care
integration at the New Models of Care Board).

Four attributes
In June 2018 The King’s Fund set out four core attributes which in combination
provide person-centred holistic care – “This is the core tenet of general practice. This
approach increases patient satisfaction and supports people to take control of their
own health. Having enough time to listen and deal with the ‘whole person’ is clearly
critical for both patients and clinicians.”
The core attributes are:
•
•
•
•

accessible care;
continuity of care;
co-ordination of care;
community focus.

Five interventions
General practice needs to change in order to survive and thrive. There are five
changes which the CCG can facilitate with specific interventions building on work
done locally:
•
•

•

•

ensuring that all practices and their patients are benefiting from wider core
teams including clinical pharmacists and primary mental health workers;
implementation of the Primary Care Home (PCH) model in Wakefield growing
out from existing practice networks in partnership with community nursing,
Connecting Care + and care home services and focused on local health
needs and disease prevention;
streaming acute episodic low continuity urgent care (including network level
clinical assessment, home visiting services and Urgent Treatment Centre
development) to make time for high continuity complex care;
health and care navigation including digital access, clinical triage, supported
self-care and use of social prescribing;
2

•

closer working with specialists to improve care pathways and clinical
efficiency (including hospital outpatient services and urgent ambulatory care).

Six enablers
Six mechanisms will enable general practice to change successfully:
•
•

patient and public involvement (at practice, PCH and district level);
business intelligence and technology (including capacity/demand, clinical
governance and care navigation applications);
• the Wakefield General Practice Resilience Academy;
• a long term funding settlement;
• a new local contract to replace WPPC2 and commissioned at practice and
PCH level;
• an affordable plan for premises development in partnership with other
services.
Seven measures of progress
In order to know if tangible progress is being made towards the one aim of general
practice development it will be helpful to devise and monitor measures of:
•
•
•
•
•
•
•

population health outcomes relevant to general practice;
clinical outcomes;
patient satisfaction;
clinical efficiency (including productivity by closer working through PCH and
with hospital specialists);
financial investment (including the reinvestment of savings through clinical
efficiency);
staffing capacity and demand;
staff morale.

Conclusion
Wakefield has made a lot of progress in general practice development but requires
further big steps to generalise existing effective innovations and move to a
transformed state.
This one to seven framework, interpreted in the light of the NHS Long-Term Plan and
the available resources, will form the basis of a new plan for general practice
development in Wakefield district for 2019/20 and beyond.

3

Recommendations
It is recommended that the Probity Committee;
•
•

approves the summary outline of a general practice development plan for
Wakefield district;
receives a substantive plan in January 2019 in the light of the NHS long term
plan and associated CCG financial allocations for primary care.

Greg Connor
Executive Clinical Advisor
19.11.18
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Report Author and Job Jonathan Hodgson, Internal Audit Manager
Title:
Responsible Clinical
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Lead:
Responsible
Jonathan Webb, Interim Chief Finance Officer
Governing Board
Executive Lead:
Recommendation (s):
The Probity Committee members are asked to:
i.
note the summary of the guidance below and
ii.
agreed approach to compliance over 2019/20 to 2021/22.

Executive Summary:
NHS England has issued a framework for the internal audit of primary medical care
commissioning (Primary Care Co-Commissioning) arrangements delegated to Clinical
Commissioning Groups.
The internal audit framework is one of three new assurance requirements being introduced by
NHS England from 2018/19. These are:
a. Reported self-assessment of compliance with published primary medical care
policies from each lead commissioner (NHS England local team or delegated CCG).
This is to be managed through the annual Primary Care Activity Report collection.
b. Report published by each delegated CCG covering the outcomes achieved through
their delegated responsibilities and the way in which assurances have been gained locally,
particularly where innovative approaches are taken. This is to be accommodated through
amendment of CCGs annual governance statement template.
c. Internal audit of delegated CCGs primary medical care commissioning
arrangements. The purpose of this being to provide information to CCGs that they are
discharging NHS England’s statutory primary medical care functions effectively, and in turn
provide aggregate assurance to NHS England and facilitate NHS England’s engagement
with CCGs to support improvement.
The audit framework is not required to be completed in full in 2018/2019 but is to be planned

and delivered over a three to four year programme, see below.
In recognition of the late issue of the framework and the fact that annual audit plans had been
agreed prior to issue, NHS England has built in some flexibility as follows:
• Delegated CCGs whose audit plans are already committed and not easily subject to change
(for example, would requiring additional resources) should ensure primary medical care is
included in their audit plans from 2019/20.
• Delegated CCGs who are able to plan and proceed with implementing this framework in
their 2018/19 audit plans should commence with their audits of primary medical care.
Therefore, if commencing with the audit programme in 2018/19 the expectation is that it should
be possible to complete the audits required by March 2021. If commencing with audit plans
from 2019/20, the audit programme is to be completed by March 2022.
Probity Committee members are advised that the Primary Medical Care Commissioning and
Contracting arrangements were last reviewed by Internal Audit in January 2016 (W07/2016:
Primary Care Co-Commissioning). A Significant Assurance opinion was provided.
Where an audit of primary medical care commissioning arrangements was undertaken in
2017/18 this may count towards the above if the audit and its objectives were clearly in scope
of the framework and the outcome is subsequently reported in line with this framework.
The audit areas to be covered over the three to four year cycle are:
•
•
•
•

Commissioning and Procurement of Primary Medical Services
Contract Oversight and Management Functions
Primary Care Finance
Governance.

Reporting requirements are described as follows:
•
•
•

The assurance rating of all primary medical services annual audits are to be included
in the CCG’s annual report and governance statement and discussed at a Governing
Body meeting in public
All audits reporting “No-assurance” or “Limited-assurance” are to be shared and
discussed with the NHS England local team
NHS England will also collate assurance ratings from delegated CCGS and report
these annually to ensure there is national oversight on assurance of its delegated
functions.

Next Steps
Audit Yorkshire has produced a standardised approach to the audit of Primary Medical Care
Commissioning and Contracting guidance which will ensure a consistent approach to
measuring compliance across each of the four domains and help facilitate learning across our
CCG client base.
Given that the audit plan has already been approved and there have been risk based changes
to date, it was agreed by the Audit Committee that days be assigned to each year of the
internal audit plans as part of the three year strategic planning process for 2019/20 to 2021/22.

The Probity Committee members are asked to NOTE the summary of the Primary Medical
Care Commissioning and Contracting guidance above and the agreed approach to
compliance over 2019/20 to 2021/22.
Link to overarching
Reduction in hospital admissions where appropriate
principles from the

leading to reinvesting in prevention
strategic plan:
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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Classification: (OFFICIAL)
Promoting equality and addressing health inequalities are at the heart of NHS
England’s values. Throughout the development of the policies and processes cited in
this document, we have:


Given due regard to the need to eliminate discrimination, harassment and
victimisation, to advance equality of opportunity, and to foster good relations
between people who share a relevant protected characteristic (as cited under the
Equality Act 2010) and those who do not share it; and,



Given regard to the need to reduce inequalities between patients in access to,
and outcomes from healthcare services and to ensure services are provided in an
integrated way where this might reduce health inequalities.

This information can be made available in alternative formats, such as easy read or
large print, and may be available in alternative languages, upon request. Please
contact 0300 311 22 33 or email england.contactus@nhs.net stating that this
document is owned by Primary Care Commissioning, Operations and Information
Directorate.
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Introduction
1. This document provides the framework for delegated Clinical Commissioning
Groups (CCGs) undertaking internal audit of their primary medical care
commissioning arrangements from 2018/19.

Background
2. NHS England became responsible for the direct commissioning of primary medical
care services on 1 April 2013. Since then, following changes set out in the NHS
Five Year Forward View, primary care co-commissioning has seen CCGs invited
to take on greater responsibility for general practice commissioning, including full
responsibility under delegated commissioning arrangements.
3. In 2017/18, 84 per cent of CCGs had delegated commissioning arrangements (82
per cent - £6,247.6 million – of the primary medical care budget, with the
remainder being spent directly by NHS England local teams). In 2018/19 this has
increased to 96 per cent with 178 CCGs now fully delegated.
4. Where NHS England delegates its functions to CCGs, it still retains overall
responsibility and liability for these and is responsible for obtaining assurances
that its functions are being discharged effectively.

Context
5. While NHS England’s CCG Improvement and Assessment Framework reports
CCG performance in key areas, including primary care, it does not provide specific
assurance on the management of delegated primary medical care commissioning
arrangements.
6. In agreement with the NHS England Audit and Risk Assurance Committee, we will
be requiring the following from 2018/19:
a. Reported self-assessment of compliance with published primary
medical care policies from each lead commissioner (NHS England local
team or delegated CCG). This is being managed through the annual
Primary Care Activity Report collection1.
b. Report published by each delegated CCG covering the outcomes
achieved through their delegated responsibilities and the way in which
1

The collection seeks to identify any known exceptions of non-compliance against key primary medical care
policies. Feedback, in addition to supporting oversight and assurance, will support ongoing central review of
primary medical care policies and the design of support for local commissioners. With a new Primary Medical
Care Policy and Guidance Manual published (November 2017) local commissioners are also asked to confirm
their operating procedures have been updated accordingly to reflect these.
Further details on the collection are available here:https://www.england.nhs.uk/publication/2017-18-primary-carecommissioning-activity-report/
A copy of the new Primary Medical Care Policy and Guidance Manual is available here:
https://www.england.nhs.uk/publication/primary-medical-care-policy-and-guidance-manual-pgm/
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assurances have been gained locally, particularly where innovative
approaches are taken. This is to be accommodated through amendment of
the CCG annual governance statement template2.
c. Internal audit of delegated CCGs primary medical care commissioning
arrangements. The purpose of this being to provide information to CCGs
that they are discharging NHS England’s statutory primary medical care
functions effectively, and in turn use this information to provide aggregate
assurance to NHS England and facilitate NHS England’s engagement with
CCGs to support improvement.
7. This document focuses solely on the internal audit requirement and provides the
framework to support NHS England and CCGs in this regard. The scope of this
audit framework has been discussed and developed with key stakeholders
including the CCG audit chair network.

Internal Audit of Primary Medical Care Commissioning and
Contracting
8. The Delegation Agreement entered into between NHS England and CCGs sets
out the terms and conditions on how delegated primary medical care functions are
to be exercised. The scope of this audit framework is designed around this by
mirroring these functions through the natural commissioning cycle:





Commissioning and procurement of services
Contract Oversight and Management Functions
Primary Care Finance
Governance (common to each of the above areas)

9. The audit framework is to be delivered as a 3-4 year programme of work to ensure
this scope is subject to annual audit in a managed way and within existing internal
audit budgets.
10. It is recognised that CCGs annual audit plans for 2018/19 may have been settled
on in advance of notification for including delegated primary medical care and the
subsequent publication of this framework. Where no provision has been made for
a primary medical services audit in 2018/19 delegated CCGs should review their
plans to accommodate this.
11. Where 2018/19 plans cannot be changed (for example, to proceed would mean
displacing planned audit areas identified as greater risk or funding for additional
audit days cannot be prioritised) delegated CCGs should ensure this audit is
included in their 2019/20 audit plans at the very latest. To implement the
framework CCGs will need to plan and undertake a series of internal audits to
ensure all areas in scope of this framework are audited by March 2021.If
commencing with audit plans from 2019/20, this audit framework must be
completed by March 2022.
2

Further details expected to be published July 2018.
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12. Follow-up audits for areas of no assurance will need to be planned for in addition.
13. Delegated CCGs who conducted an audit of their primary medical care
commissioning arrangements in 2017/18 may count this towards their
implementation of this framework providing the audit and its objectives are clearly
in scope of this framework and the outcome is [retrospectively] reported in line with
this framework. Earlier audits will be able to be used to ensure audits under this
framework are effectively targeted.
14. This framework will provide a comprehensive baseline for assurance of delegated
CCGs primary medical care commissioning and provide the basis for moving to a
more risk-based approach in future years.
15. The outcome of each annual audit will be reported to the CCG Audit Committee.
The CCG Primary Care Commissioning Committee (or alternative committee with
responsibility for the delegated function) should have a lead role in discussing and
agreeing the report. The outcome will be reported in the CCG’s annual report and
governance statement. The subsequent report and management actions will also
need to be discussed with NHS England local team3 as appropriate (see
‘Reporting’ section).
16. CCGs should tailor their approach to take account of the findings from any
previous or related audit work, and make use of local assessment of risk to
determine appropriate focus within the scope of work detailed.
17. Where a CCGs staffing model for delegated commissioning relies on NHS
England assignment (where NHS England staff remain in their current roles and
locations and provide services to the CCG under service level agreement) CCGs
will need to discuss and agree the scope their audit with NHS England.
18. For further information or any queries on the audit, please contact:
england.primarycareops@nhs.net

3

This framework does not seek to pre-empt the outcome of new operating model which will emerge
under the 7 new regional geographies following next steps on NHS England and NHS Improvement
closer working. References to NHS England local teams are a reference to the current model which
support function of primary care commissioning (DCO, Heads of Primary Care, Primary Care Teams
etc).
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Audit Framework
Objective of the audit framework
19. The overall objective of this audit framework is to evaluate the effectiveness of the
arrangements put in place by CCGs to exercise the primary medical care
commissioning functions of NHS England as set out in the Delegation Agreement.

Scope of the primary medical services audit framework
20. This section sets out the key components in scope of the primary medical
services audit framework and provides guidance under each component on the
areas to be covered.
21. Given the breadth of areas under scope, delegated CCGs will need to ensure the
focus and objectives of each annual audit is proportionate to- and targeted bytheir local assessment of risks (risk registers, past audits etc.). There is no
requirement to follow the scope in the order that is presented here.
22. Excluded from scope is the management of conflicts of interests which is subject
to its own internal audit framework, including governance through the Primary
Care Commissioning Committee.
23. The following is in scope of the primary medical services audit framework:
a. Commissioning and procurement of primary medical services;
i. planning the provision of primary medical care services in the area,
including carrying out needs assessments and consulting with the
public and other relevant agencies as necessary
ii. the processes adopted in the procurement of primary medical care
services, including decisions to extend existing contracts
iii. the involvement of patients / public in those commissioning and
procurement decisions
iv. the effective commissioning of Directed Enhanced Services and any
Local Incentive Schemes (including the design of such schemes)
v. commissioning response to urgent GP practice closures or disruption
to service provision
b. Contract Oversight and Management Functions. Generally these will be
those relating to the accessibility and quality of GP services, including but
not limited to ensuring relevant national and locally applied contract terms in
relation to;
i. GP Practice opening times and the appropriateness of sub
contracted arrangements
ii. Managing patient lists and registration issues (for example, list
closures, targeted list maintenance, out of area registration, special
allocation schemes)
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iii. Identification of practices selected for contract review to assure
quality, safety and performance, and the quality of the subsequent
review and implementation of outcomes
iv. Decisions in relation to the management of poorly performing GP
practices and including, without limitation, contractual management
decisions and liaison with the CQC where the CQC has reported
non-compliance with standards (but excluding any decisions in
relation to the performers list)
v. Overall management of practice: (1) mergers (2) closures
c. Primary Care Finance
i. Overall management and the reporting of delegated funds –
processes for forecasting, monitoring and reporting
ii. Review of financial controls and processes for approving payments
to practices
iii. Review of compliance with coding guidance on a sample basis
iv. Processes to approve and decisions regarding ‘discretionary’
payments (e.g. Section 96 funding arrangements, Local Incentive
Schemes)
v. Implementation of the Premises Costs Directions
d. Governance
i. Operation and oversight of the Primary Care Commissioning
Committee (or alternative committee with responsibility for the
delegated function) in regard to the points a-c above (but not in
relation to the management of Conflicts of Interest)
24. As a general guide, delegated CCGs annual audit will want to consider whether:
a. Relevant policies, procedures and guidance have been authorised, and
communicated to relevant personnel.
b. Local processes established by the CCG are aligned to NHS England
policies and guidance e.g. Primary Medical Care Policy and Guidance
Manual.
c. Roles and responsibilities for activities have been clearly defined.
d. Processes are in place to confirm compliance with policies and procedures.
e. Documentation is retained, including records of decisions. There is
evidence to show decisions were exercised in accordance with NHS
England’s statutory duties, for example:
i. Equality and Health Inequalities duties
1. Equality Act 2010
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2. NHS Act 2006, as amended in Health and Social Care Act
2012 – duty to address health inequalities in relation to
access, and outcomes.
ii. Other non-equality and health inequalities related duties
1. The "Regard Duties"
2. The "View To Duties"
3. The "Promote Duties"
4. The "Involvement Duty"
5. Duty to act fairly & reasonably
6. Duty to "obtain appropriate advice"
7. Duty to exercise functions effectively
8. Duty not to prefer one type of provider
Guidance for NHS Commissioners on Equality and Health Inequalities
Duties
https://www.england.nhs.uk/about/gov/equality-hub/legal-duties/
EDS2 is a generic system designed for both NHS commissioners and NHS
providers to improve on their equality performance as an organisation.
https://www.england.nhs.uk/about/equality/equality-hub/eds/
Further details on how these apply (and therefore evidence to be illustrated)
are set out in the Primary Medical Services Policy and Guidance Manual
available here:
https://www.england.nhs.uk/publication/primary-medical-care-policy-andguidance-manual-pgm/
f. With specific relation to decisions impacting GP practices registered
population (e.g. mergers / closures / relocations) the CCG undertakes all
necessary involvement and consultation, and keeps clear records thereof.
The consultation undertaken is appropriate and proportionate in the
circumstances of each case and should include consulting with the Local
Medical Committee and affected patients. Consultation with patients / the
public follows statutory guidance available here:
https://www.england.nhs.uk/publication/patient-and-public-participation-incommissioning-health-and-care-statutory-guidance-for-ccgs-and-nhsengland/
g. The CCG has considered its obligations in relation to procurement (e.g. The
NHS (Procurement, Patient Choice and Competition) Regulations 2013,
Public Contracts Regulations 2015) where appropriate.
25. Whilst planning and performing the primary medical services audit, auditors should
consider coverage of any previous internal audit work undertaken and any
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additional areas of risk to be included (e.g. workforce/operating model with NHS
England and/or other CCGs);

Audit Approach
26. The CCG should ensure that their internal audit work is performed according to
UK Public Sector Internal Audit Standards (PSIAS).

Reporting
27. A report should be produced detailing the observations identified from the annual
audit, the recommendations required to ensure the appropriate delivery of the
delegated functions and the agreed management actions (including responsible
owners and timeframes for implementation).
28. For each annual audit, auditors for delegated CCGs should assign an overall
assurance rating of either Full, Substantial, Limited or No assurance. Appendix A
provides further guidance on definitions to ensure there is national consistency in
reporting assurance ratings. It is recognised CCGs will have their own assurance
ratings and definitions and may want to continue to use these to support local
management. Where this is the case CCGs’ internal auditors should nevertheless
also include recommendations on conversion of the local rating to the overall
ratings to be reported to NHS England (Full, Substantial, Limited or No
assurance).
29. The assurance rating of all primary medical services annual audits will be
included in the CCG’s annual report and governance statement and discussed at
a Governing Body meeting in public.
30. All audits reporting “No-assurance” or “Limited-assurance” must be shared and
discussed with the NHS England local team to review how NHS England can
support improvement. Again, recognising the different operating (workforce)
models that may apply in the delivery of delegated commissioning by CCGs, the
NHS England local teams may need to make a clear distinction in how it manages
this review to support improvement (i.e. where the regional local team is engaged
directly in delivery of the delegated function and where this oversight/ assurance
and support for improvement takes place).
31. NHS England will also collate assurance ratings from delegated CCGs and report
these annually to its relevant committees to ensure there is national oversight on
assurance of its delegated functions.
32. To ensure the timely reporting to NHS England as above delegated CCGs should
complete the reporting template at Appendix B and return to
primarycareops@england.nhs.uk within 1 month of the date of a final report for
each annual audit.
33. As part of this reporting process NHS England will also ensure learning from
annual audit reports is maximised. NHS England will produce (on at least an
annual basis) a report to showcase best practice and highlight the common
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themes and risks being encountered within scope of the audit framework which
jeopardise effective commissioning of primary medical services. Delegated CCGs
will want to use this information to inform their future audit plans and support
management action to improve.

Audit approach for 2019/20 onwards
34. For future internal primary medical services audits, CCGs should tailor their audit
approach subject to the severity and volume of the observations identified as a
result of their first internal audit. The CCG will want to consider if significant
issues were identified (e.g. “no” or “limited” assurance rating) make allowance for
any future re-audit whilst also progressing outstanding areas in scope.
35. The CCG’s Internal Audit function should consider the following when developing
the scope of future Internal Audit work:






Specific risk areas
Management concerns
Particular issues identified, including consideration of known issues at
other CCGs
Known control failures
Actions/ issues from previous audits.

36. NHS England will seek to review these arrangements after the first year of
operation. Recognising the phased approach to implementation across 18/19
and 19/20 this review will likely extend in to 19/20 as and until sufficient internal
audit activity and reporting has taken place. Any proposals for change will again
be subject to discussions with key stakeholders including the audit chairs
network.

Summary
37. Delegated CCGs will:
a. Plan and implement an audit programme to cover the scope of delegated
primary medical care commissioning as detailed in this framework
b. Start this programme in 18/19 unless, following review of audit plans, those
plans cannot be changed (in which case they will need to start with 19/20
audit plans).
c. In addition to its own management response ensure the outcome of each
audit is reported in line with this framework.
38. NHS England will:
a. Review and discuss with delegated CCGs individual reports submitted in
line with this framework to identify what support and assistance it can
provide to help with improvement (local teams)
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b. Collate and report assurance levels of delegated CCGs to its oversight and
commissioning committees (central team)
c. Collate and report learning and sharing from audit to regional local teams
and delegated CCGs on at least an annual basis (central team)
d. Keep this framework under review ideally after the first 12 months of
operation to ensure the approach develops appropriately (central team with
stakeholder input)
39. For any queries or assistance please contact the Primary Care Commissioning
central team at: primarycareops@england.nhs.uk
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Appendix A
Categories of Primary Medical Care Commissioning
Assurance
NHS England requires delegated CCGs internal audit assign one of four categories
to their assurance of primary medical services commissioning
Assurance level
Full

Substantial

Evaluation and testing conclusion
 The controls in place adequately address the risks to the
successful achievement of objectives; and,
 The controls tested are operating effectively.
 The controls in place do not adequately address one or
more risks to the successful achievement of objectives; and /
or,
 One or more controls tested are not operating effectively,
resulting in unnecessary exposure to risk.

Limited




No assurance




The controls in place do not adequately address multiple
significant risks to the successful achievement of objectives;
and / or,
A number of controls tested are not operating effectively,
resulting in exposure to a high level of risk.
The controls in place do not adequately address several
significant risks leaving the system open to significant error
or abuse; and / or,
The controls tested are wholly ineffective, resulting in an
unacceptably high level of risk to the successful
achievement of objectives.

The assurance grading’s provided here are not comparable with the International
Standard on Assurance Engagements (ISAE 3000) issued by the International Audit
and Assurance Standards Board and as such the grading of ‘Full Assurance’ does
not imply that there are no risks to the stated control objectives.
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NHS England Report Template
Please use spreadsheet template published alongside this document.
Below is for illustration purposes.

1 Audit Summary Page
Please completed and send to:

england.primarycareops@nhs.net
Primary Medical Services Internal Audit Outcome

CCG Name

Learning and Sharing
1. Month reported

CCG Anytown A
CCG Anytown B
CCG Anytown C
CCG Anytown D
[Pick from list]

Apr-18
Jan-19
Mar-20
Mar-21
[Pick from list]

2. Scope of report
Commissioning and procurement of services
Contract oversight and management functions
Primary Care Finance
Governance (if separate)
[Pick from list]

3. Assurance level
Full
Substantial
Limited
No assurance
[Pick from list]

Click here to enter details
Click here to enter details
Click here to enter details
Click here to enter details
Click here to enter details
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2 Learning and Sharing Page
Learning and Sharing
If limited or no assurance has been reported:
To assist other CCGs target their planned audits to areas of identified risk nationally, please describe below what specific aspects of the delegated function you have found
to be operating ineffectively.
<Maximum 250 word limit applies >
EXAMPLE: Our overall assessment of no assurance in respect of Contract Oversight and Management concerns the local design and operating effectiveness of the processes for
performance management of GP practices. A number of controls tested are not operating effectively, resulting in exposure to a high level of risk. This assessment has been provided on the
following basis:
• The roles and responsibilities for monitoring and managing GP performance, have not been clearly defined, as a result there is no monitoring of the performance of GP practices;
• The approach to identifying GP practices that are underperforming and require a practice review across the area is not consistent with published national policy.
• Regular practice reviews are not performed when a practice has been identified as requiring a review to identify and address the root-cause of the underperformance. As a result there is a
lack of action plans being established with practices to assist underperforming practices.
• There is no regular monitoring of KPIs in both APMS and PMS contracts.
• There is no onward reporting of GP performance, breaches and terminations to the Primary Care Commissioning Committee or validation of information submitted via Primary Care
Activity Report to the NHS England national team.
• There is no consistent approach to documenting and issuing termination notices.
• There is an inconsistent approach to feeding information from the GP performance monitoring back into our commissioning processes.

If full or substantial assurance has been reported:
Are you happy to share your audit report so the NHS England central team can review this for for the purposes of
extracting and sharing (anonymised) best practice?
Are you happy to be contacted by other CCGs seeking support on the area in scope?

If yes, please be sure to attach a copy of the report with your return
If yes, please enter email contact here

Return to front page
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