
 
 

LEEDS NORTH CCG PUBLIC BOARD MEETING 
Wednesday 25 March 2015 

The Reginald Centre 
 263 Chapeltown Road, Leeds, LS7 3EX 

14:00 – 17:00 
 

AGENDA 
Chair:  Dr Jason Broch 
Item No. Item Presented By Paper 

Y/N 
Time 

205/2015 Board Welcome and Apologies Dr Jason Broch N 
14:00 

206/2015 Board Declarations of Interest Dr Jason Broch N 

207/2015 Board Questions from Members of the 
Public Dr Jason Broch N 14:05 

208/2015 Board Approval of Board Minutes from 
meeting held 28 January 2015 Dr Jason Broch Y 

14:15 

209/2015 Board Actions from meeting held  
28 January 2015 Dr Jason Broch Y 

210/2015 Board 
Locality view – social prescribing 
at St Martin’s practice 

Leisa Batkin - 
Wellbeing co-

ordinator 
N 14.20 

211/2015 Board Chair’s Report Dr Jason Broch Y 14:35 

212/2015 Board Chief Officer’s Report Nigel Gray Y 14:40 

213/2015 Board 2 Year Operational Plan Refresh Liane Langdon Y 14.45 

214/2015 Board 
Primary Care 
- Investment 
- Co-commissioning 

Nigel Gray Y 14.55 

215/2015 Board Clear and Credible Plan Progress 
Tracker – Quarter 3 Review Liane Langdon Y 15.05 

216/2015 Board High Performing CCG – 
Proposed Methodology Liane Langdon Y 15.15 

217/2015 Board Mental health - integrated budget Liane Langdon Y 15.25 

218/2015 Board Patient and Public  Involvement 
Update Liane Langdon Y 15.35 

Mission Statement 
“Our successful and effective partnerships with our 
communities, patients and partners will reduce health 
inequalities and deliver improvements in health for local 
people within the resources available” 
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219/2015 Board Quality Update Liane Langdon Y  15.45 

220/2015 Board Financial Position 2014/15 Martin Wright Y 15.55 

221/2015 Board Financial plans and budgets 
2015/16 Martin Wright Y 16.00 

222/2015 Board Board Assurance Framework Martin Wright Y 16.15 

223/2015 Board Corporate Risk Register Martin Wright Y 16.25 

Summary reports 

224/2015 Board 
Governance, Performance & Risk 
Committee - 5 February,  
5 March 2015 

Nigel Gray Y 16.35 

225/2015 Board Audit Committee – 11 February 
2015 Graham Prestwich Y 16.40 

226/2015 Board Council of Members - 3 March 
2015 Dr Simon Robinson To follow 16.45 

227/2015 Board Quality and Safety Committee - 
12 March 2015 Dr Manjit Purewal To follow 16.50 

228/2015 Board Any Other Business All N 16:55 

229/2015 Board Review of the meeting All N 16:58 

 Next Public Board Meeting:  
Wednesday 27 May 2015 
14.00 – 17:00 
Venue:  
To be confirmed 

   

Papers for  
information 
only 

LNCCG Board Members Declaration of Interest Register 

Summary Report – Patient Assurance Group  
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NHS Leeds North Clinical Commissioning Group 
DRAFT MINUTES Public Board 

Minutes of the meeting held on Wednesday 28 January 2015 
The Marjorie & Arnold Ziff Community Centre 

Chair:  Dr Jason Broch 
Minutes: Joanne France 
 

Members  Initials Role Present Apologies 
Dr Jason Broch JB Clinical Chair   

Nigel Gray NG Chief Officer   
Dr Manjit Purewal  MP Clinical Director   

Dr Simon Robinson SR GP Non-Executive    

Dr Nick Ibbotson NI GP Non-Executive    
Dr Mark Freeman  MF Secondary Care Consultant   

Martin Wright MW Chief Financial Officer   

Liane Langdon LL Director of Commissioning and Strategic 
Development   

Petra Morgan PM Practice Management Executive   

Lucy Jackson LJ Consultant in Public Health   
Ellie Monkhouse EM Director of Nursing and Quality   

Peter Myers PMy Lay Member – Governance   

Graham Prestwich GPr Lay Member – PPI   
In Attendance Initials Role Present Apologies 

Stephen Gregg SG Head of Governance and Corporate 
Services   

Joanne France JF Office Manager / PA (Minutes)   
 
Key Words / Abbreviations 
 
• Leeds North Clinical Commissioning Group (LNCCG) 
• Leeds Teaching Hospital Trust (LTHT) 
• Leeds and York Partnership Foundation Trust (LYPFT) 
• Commissioning Support Unit (CSU) 
• Health and Wellbeing Board (HWB)  
• Patient Assurance Group (PAG) 
  

208/2015 
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Item No. Agenda Item Action 

087/2015 Board Welcome and Apologies  

 The Chair welcomed all. Members introduced themselves to the 
members of the public. Apologies were noted as above. 

 

088/2015 Board Declarations of Interest  

 JB reminded members of the Board that any conflicts of interest 
should be declared. There were no declarations to record.   

 

089/2015 Board Questions from members of the public  

 Four members of the public attended the meeting, no questions were 
raised. 

 

090/2015 Board Approval of Board Minutes 26 November 2014  

 

076/2014 Quality Update.  MP asked how Board wish to see Clinical 
Effectiveness reported. 
Action: MP to discuss with EM the most appropriate way to report to 
the Board on clinical effectiveness. 

 
 
MP/EM/ 
SG 

 Resolved: The Board agreed the minutes of 26 November 2014 as 
an accurate record, subject to minor typographical amendments 

 

091/2015 Board Matters Arising / Actions from 26 November 2014  

 

058/2014 – Further update on Quality Strategy requested from EM 
(Action to remain open) 
058/2014 – Board workshop planned June 2015 
063/2014 – Constitution formal sign-off at Council of Members 
meeting 3 March 2015. 
075/2014 – PPI – Work in progress. Update to next board meeting, 25 
March 2015. (Action to remain open). 
Note: GPr asked that where actions are identified as ongoing, a 
completion or review date should be stated. 

EM/SG 
 
EM 
 
SG 
 
LL/SG 
 
All/SG 
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092/2015 Board Forward Look – Planning Guidance 2015/16  

 

LL updated Board about the planning guidance and our approach 
for 2015/16. The planning guidance focused on operationalising the 
NHS Five Year Forward View by Simon Stevens. Issues highlighted 
included: 
• Creating a new relationship with patients and communities 
• Co-creating new models of care 
• Priorities for operational delivery in 2015/16 
• Enabling change and driving efficiency 
• Becoming a Vanguard Site 
Urgent Care – Board to note a request will be put into the City for 
recurrent funding for urgent care issues. 

 

 

Questions 
LL advised that the Improving Access to Psychological Therapies 
(IAPT) target is set for us as a CCG in terms of the number of 
people who access the service and who are treated.  The target is 
set nationally using a theoretical number, estimated against the 
population of Leeds.  Recovery rate targets are also set nationally. 
NI said that there was a perception amongst some GPs that waiting 
times for IAPT were an issue. 
GPr felt that there was a good opportunity for public and patient 
involvement.  PM suggested that the top 5 priorities coming from 
patient groups should be identified and fed into the process. 
Action: To identify the ‘top five’ issues from patient feedback and 
feed them into the planning process. 
In response to a question on finance, MW said that the CCG’s 
allocation was less than had been anticipated.  A process was 
underway to match intentions against available funding. 

 
 
 
 
 
 
 
 
 
 
LL 
 

093/2015 Board Chair’s Report    

 

JB presented his report. He had highlighted the forthcoming CCG 
elections at Council on 13 January. JB emphasised the importance 
of a strong membership ethos. He felt that engagement with 
members was good. 
Two current members of our Clinical Leadership Team (CLT) will no 
longer be eligible to reapply: Paul Storey, PPI Lead is retiring and 
Cath Johnson – Practice Nurse has been appointed Head of 
Nursing.. 

 

 Resolved: The Board noted the Chair’s report  

094/2015 Board Chief Officer’s Report  

 

NG presented his report. He highlighted the following: 
• The merger of  Chevin Medical Practice and Charles Street 

Surgery. 
• Ofsted are undertaking a single assessment of services for 

children in Leeds. The inspection started 21 January 2015 
and will last for four weeks.  
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• Better Care Fund  – NHS England has formally approved 

plans following the publication of the 2015/16 Mandate.  
Board to note there are significant challenges ahead. 

• Cancer Targets continue to be a challenge.  LIQH picked this up 
as a key area to tackle.  

• The CCG Urgent Care team has been working very hard  to 
keep things on track over the winter period. 

• Thanks to CCG membership for the additional focus on 
admissions avoidance throughout the winter despite 
increasing pressure.  

• Thanks to all Leeds North CCG staff for their work during a time 
of significant pressure.  

 Resolved: The Board noted the Chief Officer’s report  

095/2015 Board Co-Commissioning of Primary Care  

 

The Board considered a progress report, which sought approval to 
submit a joint proposal with the Leeds CCGs to undertake primary 
care co-commissioning. Approval was subject to further consultation 
with the Council of Members on 3rd March and a report to the Board 
on 25th March to formally approve the detailed arrangements. 
 
The CCG constitution has been updated to enable the CCG to form 
a Joint Committee with the other Leeds CCGs and NHS England for 
co-commissioning primary care.  The constitutional change will also 
allow us to establish joint committees for other purposes. The Board 
raised the following issues: 
Joint Committee – due to conflicts of interest, there would be no 
GP representation on the committee. An advisory group would 
provide clinical expertise.  Noted that Chief Officer South and East 
was a GP and would need to have a nominated deputy. 
Finance - PMS arrangements still to be clarified. Accountability for 
primary care monies remained with NHSE. 
Patient engagement - GPr said that although PAG had an 
opportunity to review the proposals, there had not yet been any 
wider consultation. Board was assured that the proposed change to 
a city-wide co-commissioning model would not, in itself, immediately 
affect patient experience. However, there would be further 
discussion of the proposals at the CPPG in February.  
Action: NG to attend CPPG, 2nd week February. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JF/NG 
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Strategic direction –JB said that co-commissioning would enable 
the CCG to influence the delivery of NHSE primary care strategy. 
The Joint Committee would ensure robust decision making and 
transparency. NG reminded the Board that overall strategy would 
still sit with CCG members.  PMy raised the issue of the respective 
responsibilities of the CCG members council and the Board in 
relation to strategy. 
Action: Board workshop to explore in more detail Board 
accountability, following 2015 Board elections. 

 
 
 
 
 
 
LL 
 

 

Resolved: The Board:  
1.  Noted that the Council of Members had agreed at its meeting 

on 13th January to amend the CCG’s constitution to enable 
the establishment of a joint committee, if required.  

 2.  Approved the proposal for the CCG to submit a joint 
proposal with the Leeds CCGs to undertake primary care co-
commissioning under the Joint Commissioning model. This 
approval to be subject to further consultation with the Council 
of Members on 3rd March and a report to the Board on 25th 
March to formally approve the detailed arrangements.   

 

 

096/2015 Board Patient and Public Involvement Update  

 

LL advised that the Update was still a ‘work in progress’ and would 
be further developed for the next Board meeting. 
Urgent Care – due to the massive public response, it is taking 
time to analyse the responses. Evidence gathered had already 
informed Winter planning.  LL would keep the Board advised about 
progress in relation to the Shakespeare Medical Centre. 
Working Voices Pilot – this may not progress further due to the 
lack of employers wishing to take part. 
Leeds Care record - the LCR team have actively listened to public 
opinion and reflected this in the proposals. 
Commissioning Intentions feedback from the last PAG would 
be presented to the next PAG meeting. LL added we are fairly 
unique in attempting this form of engagement, but acknowledged 
that processes for next year needed to be improved. SR 
commented that engaging on the commissioning intentions is a 
difficult task but that improvements were needed in terms of notice 
and structure of meetings. PM suggested that consultation should 
focus on a smaller number of more focussed issues. Board 
discussed how the CCG could engage more effectively with Patient 
Reference Groups.  
Practice newsletter – on behalf of the Board,  LL thanked Gina 
Davy, Head of Primary Care and Business Development, for 
developing a practice newsletter, drawing together information from 
practice, community and CCG levels.  

 

 
Action:  Share with the Board proposals for improving future 
communication and engagement on commissioning intentions.  
Encourage practices to hold PRG meetings at key times during the 

 
SB 
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commissioning cycle. 

097/2015 Board Quality Update  

 

MP highlighted the key quality issues in each of the main 
providers in Leeds. He highlighted: 
• Improvements in Healthcare associated infections at Leeds 

Teaching Hospitals over the last year 
• That the recent CQC report on LYPFT was more positive in 

relation to Leeds than York, although there remained issues to 
be addressed. 

• Walk round visits to Maternity Services at LTHT and in the 
Single Point of Access service and Community Teams at 
LYPFT had provided valuable insights. 

Action: GPr would report back to the Board on discussions with 
NICE about the role of Boards in relation to clinical effectiveness.  

 
 
 
 
 
 
 
 
 
EM  
 
GPr 

 Resolved: The Board noted the quality report.  

098/2014 Board Finance and Contract Update  

 

MW updated the Board on the CCG’s financial position as at 31st 
December 2014. He highlighted that: 
• The CCG was on track to meet its key financial duties in relation 

to the Revenue Resource Limit (RRL), Cash Limit (CL), 
Running cost limit and Better payment practice code.  

• The CCG had been forecasting an underspend of £5.1m. 
However due to the return of £563k of the continuing care risk 
pool contribution the surplus has now increased to £5.7m 

• Adjustments to CCG financial allocations had recently been 
announced. Leeds North will only receive the minimum increase 
of 1.4%, plus a share of the national resilience funding. 

• Running costs allocations have reduced by 9.4%. The Board 
was assured that steps were being taken to manage this 
reduction without the need for staff redundancies. 

• Audit – our external auditors are appointed by the Audit 
Commission. Last September the Board accepted the 
recommendation that  KPMG will remain our External Auditors 
for the next two years.  The current contract with our Internal 
Auditors, Baker Tilly expires 31 March.  Following a 
procurement exercise, the new supplier will be West 
Yorkshire Audit Consortium who will begin a handover with 
Baker Tilly in advance of 1 April 2015.   

 

 
Resolved  The Board received the update on the Leeds North 
CCG financial position and performance against key financial 
duties.  
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099/2015 Board Board Assurance Framework  

 

 MW reported that the Board Assurance Framework 2014-15 
has been updated and reviewed by the Governance 
Performance and Risk Committee since it was last presented 
to the Board. 
Board noted that there are currently 8 BAF risks on the 
BAF 2014-15 and that there are no significant concerns 
to highlight. To start forward planning for 2015/16, Stephen 
Gregg would be leading a risk session at the 6 February 
Executive meeting. 

 

 Resolved: The Board agreed the current Board Assurance 
Framework risks. 

 

100/2015 Board Corporate Risk Register  

 

MW advised that there are currently 2 risks on the Corporate Risk 
Register, both newly escalated: 
• 62 Day Cancer urgent referral 
• Emergency Care Standard at LTHT 
The Corporate Risks are regularly reviewed by the Leeds North CCG 
Governance, Performance and Risk Committee along with any high-
amber scoring risks.  
LL advised that the latter risk particularly relates to the 4 hours 
standard (the length of time people have to wait to be seen at A&E). 
She advised that attendances have increased causing pressures on 
the system – the work we have been doing is having a positive 
impact, but that the volume of attendances has an adverse effect on 
electives.  
GPr said that it would be helpful if the risk register reflected more 
clearly that the actions taken to mitigating the corporate risks were 
having an impact.   
Action: LL to circulate note on emergency care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
LL 

 Resolved: The Board agreed the current corporate risks.   

101/2015 Board Revised Terms of Reference  

 

SG updated Board on the changes to the ToR for both Governance 
Performance and Risk and Quality and Safety Committees.  
MP advised of EM’s joint working position with Leeds North and 
Leeds South and East and queried whether it would be appropriate 
for a deputy to represent the Director of Nursing and Quality. JB 
said that the Committee needed a nursing presence.  A deputy 
could be nominated, but this would not count towards quoracy. The 
TOR require one of either the Clinical Director or Director of Nursing 
to be present. Reducing the quorum to 3 should help alleviate 
issues of quoracy. 
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101/2015 Board Revised Terms of Reference (continued)  

 SG advised that the draft schedule of meetings to be circulated in 
February sought to minimise meeting date clashes. 

 

 
Primary Care Quality and Improvement Committee Terms of 
Reference agreed that this group reports to Executive.  ToR to be 
presented to Executive for ratification. 

 
 
NG / JF 

 
Resolved:  The Board approved the proposed changes to the 
Terms of Reference of the Governance, Performance and Risk 
and Quality and Safety Committees.  

 

102/2015 Board Feedback from Committees  

102a/2015 Board Summary Report – Governance, Performance & Risk 
Committee 4 December 2014 

 

 Resolved: The Board noted the summary report.  

102b/2015 Board Summary Report – Quality and Safety Committee 16 December 
2014 

 

 Resolved: The Board noted the summary report  

102c/2015 Board Summary Report – Council of Members Meeting 13 January 
2015 

 

 Resolved: The Board noted the summary report  

103/2015 Board Any Other Business  

 None.  

104/2015 Board Review of the Meeting  

 

• Ensure that ‘good news’ stories shared systematically. 
• GPr to continue to circulate detailed comments by email. . 
• Ensure that we consistently capture actions / outcomes from 

Board decisions. 
• Public attendance – Action:  need to be more proactive in 

engaging with the public and encouraging attendance at Board 
meetings. Develop a public engagement plan.  

 
 
 
 
SB/SG 
 

 
Date of next meeting: 
25 March, 2.00 pm 
 
Venue: 
Reginald Centre, Reginald Street, Leeds, West Yorkshire LS7 3EX 
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NHS Leeds North Clinical Commissioning Group 
Public Board 

Action Points of the meeting held on Wednesday 28 January 2015 
Item No. Action Required By Whom Completion 

Date 
Progress 

090/2015 Approval of Board Minutes 
26 November 2014 
076/2014 Quality Update 
MP to discuss with EM the 
most appropriate way to 
report to the Board on clinical 
effectiveness. 

 
 
 
 
 
MP/EM/ SG 

  

091/2015 Matters Arising / Actions 
from 26 November 2014 
• 058/2014 – Further update 

on Quality Strategy 
requested from EM 
(Action to remain open) 

• 058/2014 – Board 
workshop planned June 
2015 

• 063/2014 – Constitution 
formal sign-off at Council 
of Members meeting  
3 March 2015. 

• 075/2014 – PPI – Work in 
progress. Update to next 
board meeting, 25 March 
2015. (Action to remain 
open). 

• Note: GPr asked that 
where actions are 
identified as ongoing, a 
completion or review date 
should be stated. 

 
 
EM/SG 
 
 
 
EM 
 
 
SG 
 
 
 
LL/SG 
 
 
 
 
All/SG 

 
 
 
25 March 
2015 
 
 
 
 
 
3 March 2015 
 
 
 
25 March 
2015 
 
 
 
 
N/A 

 
 
 
Further discussion at 
Board, 25 March 2015 
 
 
 
 
 
Complete. 
 
 
 
Agenda Item  25 March 
2015. 
 
 
 
 
Noted. 

092/2015 Forward Look – Planning 
Guidance 2015/16 
To identify the ‘top five’ issues 
from patient feedback and 
feed them into the planning 
process. 

 
 
 
LL 

  

 

209/2015  
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Item No. Action Required By Whom Completion 
Date 

Progress 

095/2015 Co-Commissioning of 
Primary Care 
• Patient engagement  
NG to attend CPPG, 2nd 
week February. 
• Strategic direction  
Board workshop to explore in 
more detail Board 
accountability, following 2015 
Board elections. 

 
 
 
 
NG / JF 
 
 
 
LL  

  

096/2015 Patient and Public 
Involvement Update 
Share with the Board 
proposals for improving future 
communication and 
engagement on 
commissioning intentions.  
Encourage practices to hold 
PRG meetings at key times 
during the commissioning 
cycle. 

 
 
SB 

  

097/2015 Quality Update 
GPr would report back to the 
Board on discussions with 
NICE about the role of Boards 
in relation to clinical 
effectiveness. 

 
 
GPr 

  

100/2015 Corporate Risk Register 
LL to circulate note on 
emergency care. 

 
LL 

 
Complete 

 
Note circulated 

101/2015 Revised Terms of Reference 
 
Primary Care Quality and 
Improvement Committee 
Agreed that this group reports 
to Executive.  ToR to be 
presented to Executive for 
ratification. 

 
 
NG / JF 

 
 
Complete. 
 

 
 

ToR discussed and 
approved at Executive, 
6 March 2015 

104/2014 Review of the meeting 
Public attendance – need to 
be more proactive in engaging 
with the public and 
encouraging attendance at 
Board meetings. Develop a 
public engagement plan. 

 
 
SB / SG 

 
 
25th May 2015 

 
Engagement plan to be 
developed for 2015/16 
cycle of meetings. 

 
Next Meeting: 
Wednesday 25 March 2015 
14:00 – 17:00 
 
Venue: 
Reginald Centre 
Reginald Street 
Leeds LS7 3EX 
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Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda Item: 211.2015 
Report Title: Chair’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Jason Broch – Clinical Chair 
Presented by: Jason Broch 
Other meetings presented to: N/A 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
 
This report highlights to the Board key strategic and local issues. 
 
Further investigation into the allegations of abuse by Jimmy Savile at Leeds General 
Infirmary 
 
We have received a report from Julian Hartley, Chief Executive, Leeds Teaching Hospital Trust  
(LTHT) outlining the findings of a further investigation into allegations made about Jimmy Savile at 
Leeds General Infirmary was published 26 February 2015. 
 
This is one of 16 reports that have been published by NHS organisations including the report into 
the larger investigation at Stoke Mandeville Hospital.  The Department of Health is also publishing 
an oversight and lessons learned report from all the NHS investigations into matters relating to 
Jimmy Savile which includes a number of recommendations which are currently being reviewed. 
 
The report sets out findings from an investigation into a small number of new victims who came 
forward with allegations following the publication of the first report in June last year.  As, when the 
earlier report was published, Julian Hartley, Chief Executive, LTHT reiterates his apologies to 
Savile’s victims and thanked them for being courageous enough to tell their stories.  It is essential 
that we have as full a picture as possible about Savile’s activities so we can make sure we have 
the highest levels of safeguarding and security in place to protect our patients and staff. 
 
A full statement in response to the Leeds General Infirmary report has been issued to local media. 
 
Anyone who would like to talk confidentiality can contact our Patient Advice and Liaison Service on 
0113 2066261. 
 
Targeting Resources to address health inequalities 
 
During the workshop sessions at our Council of Members meeting, 3 March 2015 we discussed if 
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and how LNCCG should take a more targeted approach to resource allocation to tackle health 
inequalities within Leeds North. 3 options had been considered: 
 
Option 1 – allocates additional resource across practices with 900+ people living in the most 
deprived areas.  
 
Option 2 – uses additional resource to commission additional targeted services to reduce health 
inequalities within the most deprived CCG populations.  
 
Option 3 – uses the additional resource to provide an additional payment to practices with 900+ 
people living in the most deprived areas to enable delivery of the core engagement scheme.  
 
Council discussed the options, identifying advantages and disadvantages of each. There was a 
need for transparency in terms of where additional resources would be spent, and to be clear on 
the evidence that we would seek to demonstrate the impact of interventions.  
Council agreed in principle that £100,000 of recurrent funding should be targeted on areas of 
deprivation. Council requested that further detailed work be undertaken on each option and 
brought back to Council in April. 
 
Jonkoping 
 
LNCCG recently supported a mixture of primary care clinicians and managers from within the CCG 
to attend a quality improvement/system change programme in world renowned Jonkoping. The 
enthusiasm the group have come back with has been amazing and I have invited them to attend 
our Board.  The following comment from one of the clinicians.  “If the CCG and my Practice values 
me enough to expend huge effort and some resource enabling me to have this space to explore 
ideas with no real agenda, why do I not value myself as highly? Why was that the first time I have 
done that in 20yrs qualified?” has made me think how do we support our primary care colleagues 
to have time and the space to do this and reflect on this. 
 
Elections 
 
The election is being run independently for us by the Leeds Local Medical Committee, who has 
sent out the papers by post to eligible electors in each Member Practice.  Votes must be cast by 
Friday 17th April, with the result due to be announced at Council on the 28 April 2015. 
 
 
 
 
 
 
Board is asked to receive the Chair’s report. 
 
PUBLICATION UNDER FREEDOM OF INFORMATION ACT  
This paper has been made available under the Freedom of Information Act. 
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Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda Item: 212.2015 
Report Title: Chief Officer’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Nigel Gray – Chief Officer 
Presented by: Nigel Gray 
Other meetings presented to: N/A 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
This report highlights to the Board key strategic and local issues. 
 
Getting the Diagnosis of Dementia Right / Dementia Friends 
 
The first step to helping people to live well with dementia is to identify people with possible 
symptoms of dementia, and refer them for memory assessment and potential diagnosis.  This is 
important for us at Leeds North, as well as a national priority, and our GP practices and primary 
care teams have worked hard to improve dementia diagnosis for local people.  At end March 2011 
there were 956 people with a diagnosis on Leeds North GP dementia registers; by end March 2014 
this had increased to 1,330.  The latest figure from January 2015 is 1,494 – an increase of 56% in 
less than four years.  This represents 62.2% of the estimated prevalence in the community, just 
short of the ambition for a two-thirds “diagnosis rate”, but above average compared to other CCGs 
with a similar type of population.  It is important to note that we do not expect to ever achieve a 
100% diagnosis rate – there will always be people in the early stages that have yet to come to our 
attention.  The condition has a gradual onset, people need time to come to terms with the 
symptoms and seek diagnosis, and early on it is difficult to diagnose with confidence.   
 
Leeds North takes the lead for the whole of Leeds in improving dementia services, and we have 
some exciting changes underway for 2015-16, which will see new memory clinics provided by 
specialist clinicians but hosted in seven local GP practices across Leeds; reduction in waiting 
times; and investment in post-diagnosis support from new Memory Support Workers. 
 
You may have come across the national “Dementia Friends” campaign, which aims to take away 
the stigma of dementia, and improve awareness and understanding for public and professionals 
alike.  You can become a Dementia Friend, and join the million people who have already done so, 
either by watching a short film at www.dementiafriends.org.uk or attending a 45-minute session 
with a Dementia Friends Champion.  I with Tim Sanders will be leading a session at our staff 
meeting in March, and we are committed to arranging sessions for GP receptionists.  If you would 
like to know more, or arrange a Dementia Friends session, you can contact Tim via the CCG, or 
directly by e-mail, tim.sanders1@nhs.net  

Leeds North CCG Board – Chief Officer’s Report 
 

Page 1 of 5 
 

http://www.dementiafriends.org.uk/
mailto:tim.sanders1@nhs.net


 
 

 
Recent Primary Care Developments - Update  
 
I informed you at the last meeting of the potential practice merger with Chevin Medical Practice 
and Charles Street Surgery.  I can now advise that the merger has been a great success from the 
perspective of both Practices.  Staff are starting to settle into their new merged roles and are 
pleased with the merger. At this early stage, the practice is already benefiting from economies of 
scale. 
 
CCG Assurance 
 
A meeting is planned for 1 April with the Area Team and the new Locality Director, Brian Hughes.  
Nigel Gray, Chief Officer and Martin Wright, Chief Financial Officer will lead the discussion on 
behalf of the CCG to share perspectives, good news and challenges ahead. 
 
Co-Commissioning 
 
Since the CCGs put in the initial expression of interest to co-commission primary care in April 2014 
our primary care management and clinical leads have been working together across the City with 
NHSE to plan how we deliver improved primary care that meets the needs of our patients.   
  
Recent policy has provided clarity on the role and expectations of the Joint Committee, given that 
accountability for the primary care budget remains with NHSE.  This policy statement provides the 
opportunity for us to achieve improvements for patients while progressing at Level 1.  This means 
we have no need to establish a Joint Committee, with its inherent costs and governance 
requirements.  We also think that we may create confusion as lay members would not be in a 
position to take any final vote on decisions as NHSE retains the right of veto.  We therefore believe 
that we are better able to work together to achieve the aims we want for patients by progressing at 
Level 1. 
  
We are fully committed to working in year to achieve the outcomes we want.  We will do this by 
building on the joint work that we have already completed and the existing good relationships with 
NHSE.   
 
CCG Financial Performance  
 
The CCG remains on target to achieve its key financial duties & responsibilities in 2014/15 and 
deliver a £5.7m surplus in line with financial planning expectations and the control total agreed with 
NHS England. The surplus has increased due to the return of £564k of the continuing care risk 
share pool contribution from NHS England.  Future years will be particularly challenging with the 
financial sustainability of the Leeds health economy relying heavily on the delivery of outcomes 
and financial savings from the citywide transformation programmes. 
 
CCG Allocations 2015/16 
 
Allocations for 2015/16 were published by NHS England on 19 December 2014.  These include the 
recently announced £1.9bn of additional funding for frontline health services and to help kick start 
the Transformation Agenda set out in the NHS Five Year Forward Vision. Although the national 
headlines indicate a 3.4% uplift in CCG allocations, there is a differential impact on individual 
CCGs with most of the uplift being directed to CCGs that are deemed to be under funded against 
their target allocation. 
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For Leeds North CCG this means: 
 
• The CCG programme allocation has increased by £3.2m (1.4%), on top of this the CCG will 

received £1.272m, being its fair share of the £350m resilience funding to be added to CCG 
baselines.  The total uplift for the CCG is therefore £4.5m (1.94%).  After adjusting for 
estimated population changes the actual increase is 0.74% per capita. 

 
• The CCG running cost allocation has reduced by £0.45m (9.4%) to £4.36m. 
 
CSU 
 
The CCG’s current commissioning support organisation, YHCS, was not appointed to NHS 
England’s Lead Provider Framework for commissioning support services and cannot therefore 
provide services in its current form to CCGs beyond March 2016. Consequently the CCG needs to 
review its commissioning support arrangements, essentially re-assessing the make/share/buy 
options in order to put new arrangements in place by 1 April 2016. Sharing or repatriating these 
services in-house will require formal approval of a business case by NHS England. Buying services 
from external organisations will require the CCG to follow a robust procurement process preferably 
through the Lead Provider Framework. 
 
In the meantime discussions are in progress to extend the existing services provided by YHCS into 
2015/16, acknowledging that this can only be a temporary arrangement. There is a real risk that 
the quality of service provision could be affected as we move through the transitional 
arrangements. 
 
Performance 
 
A&E Waiting Times  
LTHT failed to achieve the 95% standard in January with performance at 92.8% (Type 1). HDFT 
also failed to achieve the standard with 93.9% (Type 1). February is currently achieving the target 
at both LTHT and HDFT. 
 
Cancer waiting times 
The target for maximum 2 week wait for 1st outpatient appointment referred urgently with 
suspected cancer by a GP was achieved in December with performance at 95.6%. There were 23 
breaches in December - 15 occurred at Leeds Teaching Hospitals NHS Trust, 6 at Harrogate and 
District NHS FT and 2 at York Teaching Hospitals NHS FT. 
 
For maximum 2 week wait for 1st outpatient appointment referred urgently with breast symptoms, 
December performance was at 97.3%. The 93% target has been achieved in every month since 
June, and the YTD performance currently stands at 93.7%.  
 
The maximum one month (31 days) wait from diagnosis to first definitive treatment target for all 
cancers was achieved in December with performance at 98.4%. There was only 1 breach in 
December; this took place at Leeds Teaching Hospitals Trust. 
 
The maximum 2 month wait from urgent GP referral to start of first treatment for suspected cancer 
target (85%) was not achieved in December with performance at 75.0%. There were 8 breaches, 7 
of which occurred at Leeds Teaching Hospitals NHS Trust and the other one at Harrogate and 
District NHS FT. 
 
All other 31 day and 62 day cancer targets were achieved in December.  

Leeds North CCG Board – Chief Officer’s Report 
 

Page 3 of 5 
 



 
 

 
Referral to treatment 
The overall admitted patient performance for Leeds North CCG was achieved in December at 
93.5%. The 90% standard was not achieved at LTHT aggregate level (89.4%) but was achieved at 
Harrogate FT aggregate level (95.0%). Leeds North CCG patients treated at LTHT had a 
performance of 91.9%, and at Harrogate FT it was 96.2%. 
 
Leeds North CCG had no 52+ week breaches on incomplete pathways. 
 
Diagnostics 
The number of patients waiting for diagnostic tests was 3,206 patients at the end of December, an 
increase of 2.2% against the previous month. In December there were 13 breaches of the 6 week 
target. 12 breaches occurred at LTHT, the other one was at York Teaching Hospital FT. 
 
Overall, the 99% standard was achieved in December (99.6%). Of the 15 specialties, Flexi 
Sigmoidoscopy (95.9%), Colonoscopy (97.4%) and Gastroscopy (97.9%) failed to achieve the 
standard. 
 
CDI (Clostridium Difficile) 
The CCG has an annual objective for 2014/15 of 65 cases, or 5/6 per month if an even distribution 
across the year is assumed. The number of cases in December was 2, maintaining the YTD below 
the target profile. 
 
MRSA 
There were no cases reported in December and YTD is also at zero. NHS England has set a target 
of zero cases for all CCGs in 2014/15. 
 
Ambulance 999 - Performance for the R1 8 minute target was 71.9% in January against the 75% 
standard. Performance for the R2 8 minute target was also below the 75% standard in January at 
61.9%.  
 
For the fifth consecutive month, R1 19 minute performance was above the 95% target in January 
with performance at 98.2%. R2 19 min performance was below the 95% standard in January at 
92.7%. 
 
Urgent Care Issues 
 
Overall LTHT A&E attendances are average for this time of year with admissions remaining 
marginally higher than the same point last year. 
  
Additional bed capacity (70 and 140 additional beds) remains open at LTHT to support patients in 
need of an admission, and elective activity is largely running once again, though medical outliers 
into surgical beds continue to remain a pressure. The maintained higher level of acuity and 
complexity presenting through the A&E department is reflected in the difficulty in delivering the 4 
hour Emergency Care Standard at the St. James’ site (where the more complex medical patients 
are normally seen).    
 
The CCG Urgent Care Team are working with all our providers across the city (Primary Care, YAS, 
LTHT, LCH, ASC, LYPFT) to find shared approaches and solutions for the immediate pressures 
and find learning for future redesign of services. Almost £8 of centrally provided non-recurrent 
funding has gone into the Leeds health and social care economy this winter supporting additional 
capacity in hospital, community, mental health crisis services, 999, 111, Out of Hours general 
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practice, social care and third sector provision across the urgent care system. This has been 
invested across all providers, with the focus being on maintaining system flow (i.e. the rapid and 
smooth movement of patients through the Health and Social Care Systems). 
 
Discussions coming out of the West Yorkshire Health Resilience partnership are that the same 
system wide pressures are being experienced by all providers and commissioners.  In recent 
weeks Leeds appears to have recovered more quickly than most health and social care economies 
across West Yorkshire 
 
Again, thanks for support to managers and clinicians in support of these issues. 
 
Ofsted Inspection of Local Authority Arrangements for the Protection of Children 

Following my last update in January advising that the Lead Inspector from Ofsted was undertaking 
a single assessment of services for children in Leeds, Ofsted have completed the inspection. We 
are advised publication is planned for the end of March. Jane Held, the Independent Chair of 
Leeds Safeguarding Children Board wishes to thank everyone for all the planning, preparation, and 
input, knowing everyone did their very best. We will get valuable information to help the next stage 
of the journey from the report. 

Transformation Programme Update 
The Transformation Programme incorporates six overarching delivery programmes focusing on 
making care better quality, fairer, simpler and better value for money in the following areas: adult 
integrated care and prevention, urgent care, admission and discharge, elective care, goods and 
support services and children’s services. There are also cross-cutting enabling groups which will 
be instrumental in delivering the changes across all key themes – including workforce, 
communications and engagement, primary care, quality improvement, informatics, finance and 
estates. The programme will measure success using the outcomes-based accountability, or ‘OBA’, 
approach – which uses population-level outcomes as a starting point and provides a framework for 
measuring progress. 

Key messages 

• Discussion on new models of care progressed via recent Vanguard bid and continued through 
a further workshop with Mike Farrar on 18 March.  Leeds application was unsuccessful, 
however, this will not slow our transformation work. 

 
• The next phase of financial modelling for the Transformation Programme is now underway 

under the direction of Kim Gay, Associate Director of Finance for Transformation. 
 

• Progress is being made through several of the enabling groups, including workforce modelling, 
the development of key communications tools, and the establishment of the Leeds Intelligence 
Hub. 

 
• A review of structure and programme is underway as a refresh of transformation priorities and 

deliverables. 
 
Board is asked to receive the Chief Officer’s report. 
 
PUBLICATION UNDER FREEDOM OF INFORMATION ACT  
This paper has been made available under the Freedom of Information Act. 
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Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda Item: 213.2015 
Report Title: Leeds North CCG 2 Year Operational Plan - refresh 
Prepared by: Rob Goodyear 
Executive Lead: Liane Langdon 
Presented by: Liane Langdon 
Other meetings presented to: Health and Wellbeing Board 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of commissioning 
high quality services based on the needs of local people and within the resources available.  
2. To support people to be healthy for longer by promoting better disease management, prevention and early detection 
and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of urgent 
care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
 

As in previous years, the 15/16 planning guidance sets out the requirements for CCGs to 
submit a number of pieces of information to support our planning. They include financial 
templates, provider activity forecasts, a refresh of our two-year operational plan (although not 
its trajectories) and an alignment of the Leeds Five year Plan to the Five Year Forward View 
(published in last October).  
 
CCGs are required to submit a narrative covering a checklist of some 27 areas. The full 
narrative for Leeds North CCG is attached and upon agreement by the Area Team following 
final submission on 7 April will be published on the CCG website.  
 
The submission of the narrative is accompanied by two spreadsheets detailing proposed 
provider activity forecasts and the associated financial templates. The Area Team are required 
to triangulate these as part of the assurance process to ensure providers are able to supply the 
amount of activity outlined and that the CCG has the finances in place to purchase the 
proposed activity.  
 
Together these documents represent the CCGs response to the 15/16 planning guidance. 
 
Key Recommendations 
 
The Board is asked to consider the proposed submission for alignment with the Joint Health 
and Wellbeing Strategy, the Leeds 5 Year Plan and the CCG Clear and Credible Plan. 
 
The Board is asked to agree the narrative, provider activity forecasts and financial templates.  
 
The Board is asked to note the changes to the 5 Year Plan on a Page 
 
Assurance Framework 
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The draft submission has been reviewed by NHS England and will be reviewed by the Health 
and Wellbeing Board 
 
Next Steps 
 
The Board is asked to note that the required Health and Wellbeing Board process to ensure 
that due regard is given to the Joint Health and Wellbeing Strategy is being undertaken in 
parallel and the result will be known by the point of presentation of the paper for verbal update. 
 
Once agreed the submissions will be made in accordance with the NHS Planning timetable. 
 
Changes are required to the Leeds 5 Year Plan and 5 Year Plan on a Page to ensure that they 
are aligned to the Five Year Forward View.  The initial assessment has indicated that there are 
no changes required for the 5 Year Plan on a Page, this has only been refreshed to reflect 
delivery of plans and the associated impact on the financial gap for the system.   
 
The Leeds 5 Year Plan is being revised to reflect minor adjustments to the narrative such as 
additional detail regarding waiting times in Mental Health services.  This will be submitted to 
the April Transformation Portfolio Board and to the May CCG Board for agreement. 
 
Corporate Impact Assessment 
Regulatory Implications No 
Financial Implications Yes – see the financial planning templates 
Legal Implications No 
Workforce Implications Yes – a change in staff roles and configurations will be 

required to deliver the Leeds 5 Year Plan, but no specific 
requirements are identified in the 15/16 detail plan. 

Equality Impact Assessment The 15/16 planning takes account of the equality and 
diversity priorities identified in the Leeds 5 Year Plan which 
takes account of health inequalities.  Detailed 
considerations of each planned change are addressed 
through the governance of that programme of change. 
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Response to the key areas of enquiry presented in the 15/16 Planning 
Guidance and associated required submissions for assurance 
 
1.1 The key areas of the planning guidance that are covered: 

- Co-creating new models of care 
- Our approach to partnership and planning for 2015/16 
- Enabling change 
- Driving efficiency 
- Priorities for operational delivery in 2015/16 
 
Only the key parts from each of the above sections have been included; the paper does 
not include everything covered in the narrative submitted. 
 

1.2 Co-creating new models of care 

The guidance offers a number of opportunities to be part of a small initial cohort of sites 
prototyping four different types of care models outlined in the Forward View. This can be 
found on the CCG’s website. 

1.2.1 Leeds North CCG is part of a collective Vanguard Expression of Interest, along with all 
health and social care partners in the city, in the design and implementation of ‘new 
models of care’.  The EOI focuses on the development of Multispecialty Community 
Provider ‘hubs’, building upon the already established neighbourhood teams in the city.  
As a national Year of Care Early Implementer site we are well positioned to test out 
population based commissioning with capitated budgets to support transformation and 
new models of care.  

The collective approach involves working across the city but with locally developed and 
sensitive models. 

The Leeds North model will work with one of four localities. All practices work as part of 
one of four CCG localities. During 2014, the maturity and functionality of collaboration 
within the four CCG localities has strengthened significantly. Supported by the CCG 
locality team, all four localities have commissioned initiatives in 2014 to address the 
specific needs of their populations. Localities are collaborating to release efficiencies 
through shared roles. Based on the population and functional characteristics of the 
localities one locality will be a pilot for population based commissioning and capitated 
budget approach linking local providers more closely in developing a new model of care.  

1.3 Our approach to partnership and planning for 2015/16 

There are few new national requirements for planning excepting the addition of new 
access standards for mental health coupled with a requirement to investment greater 
than the net increased CCG allocation of funding within mental health. 

In partnership with our key providers and service users we have identified a shared list of 
priorities for investment in Mental Health and have committed additional investment in 
Adult Mental Health services including IAPT (psychological therapies) and also in 
CAMHS (children and adolescent mental health). This is covered in greater detail in 
Section 1.5 below. 

1.3.2 Identification and support for young people with mental health problems  
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Leeds is prioritising children and young peoples' emotional and mental health. This can 
be recognised in the major review underway of the whole system of prevention and 
provision that is due to report at the end of March 2015. The review will result in 
recommendations for strengthening prevention and redesigning services to create a 
coordinated system. Further evidence of the prioritisation is: additional investment in 
specialist Child and Adolescent Mental Health Services to bring down waiting lists; a 
CQUIN (Commissioning for Quality and Innovation) focusing on sustained improvement 
in waiting lists going forwards; and established co-commissioning relationships with 
education clusters in the city.  

1.3.3 Plans to reduce the 20 year gap in life expectancy for people with severe mental illness 

The Leeds Mental Health Partnership Board approved a new city wide Mental Health 
Framework in October 2014.  One of the five priority outcomes identified for 2015/16 is 
the integration of mental health and physical health. 

1.4 Enabling Change 

1.4.1 Approach to the use of the NHS number in all settings when sharing information 

Leeds has made good progress in using and regularly tracing the NHS number. NHS 
number usage in health is well above 90%. This includes hospitals and GP Practices. 
Adult Social Care (ASC) also has NHS number coverage above 90% for current cases. 
Tracing has been made possible due to ASC successfully achieving Information 
Governance Toolkit Level 2. The ASC tracing mechanism remains a tactical technology 
solution and work will be undertaken during 15/16 to implement a more strategic solution 
for both adults’ and children’s services. 

1.4.2 Progress towards achieving fully interoperable digital records 

Leeds is a national leader in implementing interoperable digital records. In the last 12 
months Leeds has moved from 4 GP Practices piloting the Leeds Care Record (LCR) to 
90 Practices and 2 hospitals live and over 1300 users registered. The Leeds Care Record 
is currently a single view of essential GP and secondary care data. The technology 
utilises message exchange mechanisms such as the Medical Interoperability Gateway 
(MIG). The data sharing is based on an Information Sharing Agreement that has full sign-
up from health and social care. Leeds has now implemented the LCR in the first of 13 
multi-disciplinary multi-disciplinary Neighbourhood Teams. The LCR is expected to 
significantly contribute to: 

Preventing people from going in to hospital 

Improving clinical safety 

Enabling speedier discharge 

Enabling better care in the community 

1.4.3 Contribution of digital and assistive technologies to delivery of operational and strategic 
objectives 

Leeds has a mature assistive technologies hub within social care. This will be developed 
during 2015/16 to become closer to work that has been taking place in parallel on citizen-
driven health and mobile health. We have established a more formal Tele-X programme 
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for 2015/16 which will bring together a number of technologies being used and being 
explored around tele-health, tele-consultation and tele–monitoring. 

1.5 Driving efficiency 

CCGs are expected to increase spending on mental health services in real terms, and 
grow by at least as much as the CCG’s allocation increase 

1.5.1 Allocation of resources to mental health to achieve parity of esteem   

The CCGs, social care commissioners, providers (NHS and third sector) and service user 
group have  signed up to the vision set out in the joint citywide Leeds Mental Health 
Framework: 

‘Leeds is a city that values people’s mental wellbeing equally to their physical health.  Our 
ambition is for people to be confident that others will respond positively to their mental 
health needs without prejudice or discrimination and with a positive and hopeful approach 
to our future recovery, wellbeing and ability.’ 

In partnership with our key providers and service users we have identified a shared list of 
priorities for investment in Mental Health and have committed additional investment in 
Adult Mental Health services including IAPT and also in CAMHS.  This investment 
includes additional third sector capacity to support recovery, increased crisis assessment 
capability, a new service for neuro-developmental disorders, increased capacity in 
dementia services and reduction in waiting times.  This represents a proportional 
investment greater than the CCG allocation increase above our forecast outturn for 
2014/15 which had already seen additional investment in third sector, personality disorder 
and crisis services above 2013/14. 

1.6 Plans to reduce the 20 year gap in life expectancy for people with severe mental illness 

1.6.1 The Leeds Mental Health Partnership Board approved a new city wide Mental Health 
Framework in October 2014.  One of the five priority outcomes identified for 2015/16 is 
the integration of mental health and physical health. 

1.6.2 We have a CQUIN in place with our secondary mental health provider focused on 
smoking cessation and nutritional support to improve lifestyle. 

1.6.3 The Health and Wellbeing Board have identified Mental Health as a priority area and 
have recently undertaken a workshop with service users to explore the challenges the 
system is facing around addressing parity of esteem and to ensure that this issue has 
sufficient focus and leadership across the system in the coming years. 

1.7 The Forward View into Action: Planning for 2015/16 confirms that 2015/16 will see an 
intense focus on continuing to deliver NHS Constitution and Mandate requirements.  It 
requires CCGs to submit operating plans in the form of nationally mandated Excel 
templates for activity and finance, and numerical trajectories for Constitution standards 
and other key metrics.  In addition the planning guidance requires CCGs to produce a 
narrative element to go alongside their plan and make it available to NHS England.  

The CCGs have worked closely with the main providers to ensure that sufficient capacity 
is commissioned, within provider capabilities, in order that all NHS Constitution standards 
are delivered in 2015/16.  Risks to delivery of 62 day cancer waits in Quarter 1 of the year 
have been identified in CCG plans.  In addition, the CCGs have flagged up problems with 
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meeting national expectations with regard to IAPT recovery rates.   IAPT services in 
Leeds will not reach the national recovery rate target of 50% by the end of March 2015.  
However, we are confident that our planned developments in the IAPT service will 
improve recovery rates during 2015/16, achieving 50% by Quarter 4.  

1.8       Meeting the NHS Constitution standards 
 

Leeds North CCG is confident that it will achieve all constitutional standards for 2015/16. 
There are however some standards that have a level of risk attached and these are 
detailed below. These are continuously monitored though our Board and Governance, 
Performance and Risk (GPR) Committee; an example of two of the reports that are used to 
inform the process are attached with this submission. Current performance is cross-
referenced with our risk report at GPR. 
 
Referral to treatment 
We remain concerned that LTHT has not been able to sustain the low numbers of over 18 
week inpatients it achieved in the summer over the winter period.  This is despite additional 
beds being opened and a major effort across all partners to maintain resilience for the 
urgent and emergency care system.  In the past the local Independent Sector providers 
have been able to provide additional capacity to support the elective care position, but this 
has not been forthcoming in the same way in 2014/15 as the private healthcare market has 
become more buoyant.  LTHT is working to improve internal productivity as far as possible, 
including transferring some patients between settings to maximize throughput.  They are 
also working to further increase critical care capacity which has also been a constraint in 
2014/15. 
 
We believe we will deliver all Referral to Treatment targets at a similar level to that originally 
proposed – this is because of the number of our patients who choose to attend Harrogate 
District Foundation Trust and the independent sector which help to offset the LTHT 
clearance.  We remain alert however to non-admitted performance through further 
clearance of dental pathways and other pathways with over 18 week outpatient waits, but 
we expect much of that should be cleared in the rest of 2014/15.  There are also risks to 
admitted performance depending on the speed with which the urology, gynaecology and 
other pathways are cleared back in the rest of 2014/15.   
Diagnostic waiting times 
The CCG has achieved the diagnostic waiting time target during 2014/15 and the additional 
capacity procured should add resilience.  An additional 10% of capacity has been 
commissioned for endoscopies. 
 
62 day wait cancer 
In terms of Cancer 62 days, we have not delivered performance for the past 6 months. We 
remain concerned that we are not likely to achieve the 85% standard from April.  We 
estimate performance to be 80-82% while LTHT continue to treat patients beyond date in 
urology, gynaecology, lung and other patients who were delayed during winter 
pressures.  Our patients are in the same waiting lists as patients referred from other 
providers, so are subject to the same kinds of pressures.  The mitigation is that we have 
higher volumes of more routine local patients (skin, breast etc) which have better 
performance.   
 
Whilst the Trust had developed robust plans to address achievement of Cancer standards 
towards the end of Q4, bed pressures have seriously hampered progress which has 
resulted in LTHT not being in the position it had planned going in to 2015/16. To recover 
the position, LTHT will need to undergo a further period of recovery including additional 
backlog clearance during Q1 and Q2 2015/16. We have not yet received a refreshed 
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trajectory from LTHT who are waiting to see where the waiting lists settle after the major 
impact of bed closures – until the position stabilises it is difficult to calculate a clearance 
plan although they are continuing to work on maximising all capacity. 
 
Red category ambulance calls 
Yorkshire ambulance service continues to face a growth in demand especially in red calls, 
Leeds CCG continue to work with their commissioning partners and YAS to address the 
main areas of concern including areas for additional investment. YAS have detailed 
recovery plans in place for the achievement of all targets and there continues to be a high 
level of scrutiny through a number of regional and sub-regional forums. YAS continue to 
explore opportunities to expand the skills and capabilities of their workforce to support 
developments across the urgent care system to support the growth in demand. 
 
Misc - ECS 
The achievement of the Emergency Care Standard (ECS) remains a challenge for LTHT. 
The delivery of the 95% of patients being seen in 4 hours relies on maintenance of flow 
across the health and social care economy and is dependent of collaborative and 
partnership working. The system continues to work together to address the challenging 
areas especially around the discharge processes and the availability of community care 
which has been an area of considerable investment through System Resilience monies and 
the Better Care Fund.   
 
Mental Health 
With regards to the new mental health access standards, all relevant service specifications 
have been revised.  Current waiting times for IAPT and Early Intervention in Psychosis are 
already within target expectations, as is the existing CPA 7-day follow up. Leeds has a well-
established Liaison Psychiatry Service provided by LYPFT into LTHT including a new team 
based in the Emergency Department, the Acute Liaison Psychiatry Service, which is the 
precursor to developing the RAID model.  It is one of our stated commissioning intentions to 
review the current liaison psychiatry service and remodel as required to ensure that it 
meets current requirements.  
The mental health dashboard is currently being revised to include all the new mental health 
access standards. 
 
IAPT 
This section sets out the key issues relating to the current performance of the Leeds IAPT 
Consortium. To provide a broader context, it has been agreed by the three Leeds CCGs to 
re-model and re-tender the Leeds IAPT service during 2015, and at the appropriate time 
formal notice will be given. The intention is that the new service will be provided from April 
2016.  
 
Number of people entering treatment 
Nationally, IAPT services are expected to be in a position to achieve 15% access by the 
end of 2014/15 and that this is then sustainable.  NHS England state that the actual 
performance in the final quarter of 2014/15 is what will be measured and not the cumulative 
rate in-year for 2014/15. Therefore if a CCG achieves 3.75% access in the final quarter 
then this will equate to achieving the ambition for 2014/15. The planned Leeds IAPT 
consortium trajectory exceeds the Q4 2014/15 3.75% access ambition. 

 
 
 
 
 
Annual Area Team Target  
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 City North 
KPI4  14384 3784 
 
KPI4 - YTD Performance 
 
 Apr May Jun Jul Aug Sep Oct Nov YTD 

Total 
YTD % 
Against 
Target 

% of 
Annual 
Target 

Cumulative  
Access % 

City 932 937 957 959 851 1052 898 771 7357 79% 51% 7.01% 
Leeds 
North 

193 235 232 223 187 275 194 193 1732 77% 46% 6.27% 

 
 
Summary of Key Points: 
 

1. By the end of November 2014, 1732 Leeds North residents entered treatment. A 
target was set with the Area Team that 2247 people would have entered treatment 
by this date. Only 77% of the year to date target had been achieved by the end of 
November 2014. 

2. A target was set with the Area Team that 3784 Leeds North residents would enter 
treatment by the end of March 2015. Only 1732 people had entered treatment by 
the end of November 2014 – 46% of the annual target. 

3. The number of people in Leeds North estimated to have depression and/or anxiety 
disorders (the prevalent population) is 27,626*. 6.27% of the prevalent population 
entered treatment by the end of November 2014. Each CCG is expected to achieve 
15% access in Q4 and this will equate to achieving the ambition for 2014/15. 
Although the Leeds North trajectory exceeds the Q4 access ambition, this has not 
been achieved by the provider in any previous quarter during 2014/15. (*local 
estimate based on National Adult Psychiatric Morbidity Survey 2000). 
 

Key reasons for reduced performance and actions to address 
• The service has undergone a significant transformation programme over the past 

year, which they continue to implement. Key components of the transformation 
include telephone assessment and the provision of Step 2 seminars as initial offer 
(where clinically appropriate). Part of the service remodelling process has included 
the provision of Step 2 seminars to assist with both access flow and to help reduce 
waiting times. Seminar type therapy is a valid and effective option, with local 
outcomes in line with that of 1:1 therapy and it has received excellent service user 
feedback.  However, the shift towards this new model has been considerably slower 
than expected due to the levels of confidence and understanding of the value of this 
type of therapy - from the patient, referrers and also to some extent within the actual 
service.  IAPT therapists are tending to still to prioritise 1:1 therapy and this is a 
cultural issue that is being actively challenged by the service. The expectation is for 
60% of entrants to go through seminars. However, during Quarter 2 seminar activity 
accounted for only 28% of Step 2 activity. The service is actively prioritising these 
communication and promotion issues in order to accelerate take up.  

• The service has reported a reduction in appropriate referrals which is having 
a subsequent impact on their ability to meet the increasing monthly trajectory. A 
Communication and Marketing Action Plan has been generated in order to respond 
this issue. Since its implementation, the service reported increased call volumes by 
approximately 100 calls per week each week during the campaign and has had an 
increase in new referrals during December, which is a time where referral numbers 
have previously reduced. 
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• Three new electronic tools have been developed in collaboration between the 
service and commissioners.  These tools should shortly be available to the service 
and have the potential to significantly improve the access flow and recovery results. 
An LCH Business Change Lead is now attached to IAPT full-time to help embed 
service changes and to lead on the implementation of the new tools.   
(i) The first tool is a predictive service flow model. The predictive model 

provides flow management, through manipulation of a detailed set of 
assumptions, with a complex model providing the ability to flex assumptions 
to assess future volumes of patients referred into the IAPT service, waiting 
times and numbers in treatment. 

(ii) The second tool is a risk profiling tool (with risk relating to recovery, rather 
than clinical risk). The purpose of the Leeds Risk Index (LRI) is to assist with 
the initial assessment. The LRI contains a number of well researched factors 
that are known to impact upon a person’s chances of recovery. The LRI tool 
would allow for the lower risk cases to be fast-tracked through the 
assessment process, whilst the higher risk cases can be passed to a more 
experience practitioner for a more thorough evaluation. It is expected that 
the implementation of the LRI tool will allow the service to make better use of 
their assessment resources and provide better quality initial diagnosis and 
treatment matching. 

(iii) The third tool has been designed to monitor the early progress of a patient 
receiving an IAPT treatment. The Early Gains Predictor (EGP) looks at the 
initial PHQ9 and GAD7 scores and based on thorough research predicts 
where those score should be by the fourth treatment session. Utilising a 
simple traffic light system the EGP will provide service supervisors and 
manager with an easy to read view of patients’ progress. Patient showing 
green lights are on track, whereas those showing amber lights may need 
closer monitoring and red lights require intervention.  The EGP tool should 
greatly assist the services management team to allocate time and resources 
in the right direction, which in turn should have a positive impact upon 
recovery rates. 

• The service has implemented a Recovery Plan which identifies the actions required 
to achieve national targets. Progress against the Recovery Plan is provided to 
commissioners and senior managers within the consortium on a regular basis. In 
addition to the areas already highlighted, the Recovery Plan includes the 
recruitment of temporary practitioners for six months to increase capacity. However, 
the IAPT Consortium is still struggling with staff capacity and temporary PWPs have 
filled vacancies rather than increase capacity. It is difficult to recruit to PWPs as 
there is a national shortage and the provider plans to fast track some new trainees 
into these roles as well as pilot a new ‘screener’ type role. This would mean 
non PWPs could carry out this task. Leeds IAPT has recently acquired two PWP 
trainee places with Teesside University, commencing in January 2015. The 
partnership will to look to recruit to additional trainee posts in September 2015 if 
recruiting to PWP posts continues to be challenging. Commissioners have agreed to 
award £87,000 non recurrent funds towards temporary staff to ensure that in this 
recovery period, the service is able to fully resource respond to referrals, screenings 
and the waiting list for interventions. 

KPI6 – Number of people moving to recovery 
IAPT services are expected to reach a recovery rate target of 50% by 2015.  
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KPI6 - YTD Performance 
 
 Apr May Jun Jul Aug Sep Oct Nov YTD % 
City 42.6% 43.4% 39.5% 42.7% 42.2% 33.1% 37.2% 40.4% 39.97% 
Leeds 
North 

40.5% 50.8% 39.7% 49.5% 37.3% 40.7% 39.6% 41.1% 42.19% 

 
 
Key reasons for reduced KPI6 performance and actions to address 
A temporary Project Manager was employed by the Leeds CCGs in June 2014 to 
undertake research to determine the reason for the performance differential and to 
recommend an appropriate response. Two specific issues have been highlighted from the 
research - one relating to demographics and the second relating to structural issues within 
the service: 

(i) The recovery rates seen in the South and East region of the city consistently fall 
below the average city rate and the individual rates for the other two CCG 
regions. The research identified that a major factor for the differential was 
connected to the higher levels of deprivation that exist in the South and East 
region. In simple terms, the evidence suggested that people entering IAPT from 
the lower socioeconomic parts of the city did not achieve the expected benefits 
from their treatments. This resulted in a higher percentage of people not 
achieving recovery. Pockets of deprivation exist across all three of the city’s 
CCG regions, but are more heavily concentrated in the South and East region.  

(ii) Patient flow through the system: The way in which entry, completion and 
recovery are currently calculated has also been identified as something that can 
negatively impact upon recovery rates. For example, a person who has entered 
but leaves before finishing their second treatment session will not count against 
the service recovery KPI. Whereas a person who finishes their second treatment 
and then departs will be included in the recovery calculation. Therefore, it is 
possible that pressure to meet targets to get people into treatments can result in 
cases who would otherwise have exited the service before being considered as 
‘completed’ hitting the second treatment threshold and consequently negatively 
impacting the  recovery KPI. 
An example of this includes an attempt by the service to increase entry through 
the delivery of a telephone based CBT session to those patients waiting for four 
weeks (who had chosen not to access seminar sessions). It was hoped that this 
would help to reduce waiting times, whilst providing support to those waiting to 
access 1:1 support.  The unintended consequence of this approach saw an 
increase in patients dropping out of the service having triggered the ‘completed’ 
flag. It is likely that the patients concerned would have otherwise dropped out 
before this point and would not have impacted upon the recovery KPI. 
Recognizing this unintended consequence, the service is now in the process of 
phasing out this approach.   

Commissioners have also agreed to award non-recurrent funding to the following: 
(i) A fifteen month Cognitive Behavioural Analysis Systems of Psychotherapy pilot 

commencing January 2015, treating clients with chronic depression. The 
rationale for the pilot is that chronic depressive disorder accounts for one third of 
all mood disorders and research shows that this type of depression is 
significantly less responsive to therapeutic interventions traditionally delivered 
within IAPT. Furthermore, patients with chronic depression have the poorest 
recovery rates of all IAPT presentations. Clients with this type of diagnosis do 
not meet the current criteria for secondary services. This results in “revolving 
door syndrome” frequent re-presentations across a number of public sector 
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organisations and with the attendant economic costs being considerable without 
the needs of these clients being met.  

(ii) The purchase of SilverCloud licences. This is a clinically proven web and mobile 
e-therapy programme that uses Cognitive Behavioural Therapy, which can be 
accessed 24/7, with weekly feedback and support direct from a clinician. This is 
intended to enhance the service offer, alongside having a direct impact on KPI4, 
KPI6 and reducing the waiting time for 1:1 therapy. 

 
The IAPT service is currently the only front-line primary care mental health service in 
Leeds. As a result, to some degree it is sometimes perceived as ‘cure-all’. This has resulted 
in a number of cases being referred who are not suitable for IAPT treatment. Another 
consequence of this inevitably leads to cases being taken into IAPT who have a reduced 
likelihood of achieving recovery, but for whom limited alternatives may currently exist. Work 
across the three CCG’s has begun around the development of a social prescribing model 
that might better suit many cases. Additionally, work is underway regarding the 
implementation of the Leeds Mental Health Framework (2014 – 2017) which intends to 
address any such gaps in provision and assist in the navigation of people to the most 
appropriate support and services. 
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Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda Item: 214.2015 
Report Title: Primary Care Investment and Co-commissioning 
Prepared by: Stephen Gregg, Head of Governance and Corporate 

Services  
Executive Lead: Nigel Gray 
Presented by: Nigel Gray 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
 
This report updates the Board on progress in two key areas of primary care: 
 
Primary Care Commissioning – on 28th January 2015 the Board approved proposals for the Leeds 
CCGs to undertake primary care co-commissioning with NHS England at Level 2 – joint 
commissioning.  Subsequently, policy guidance issued by NHS England in February 2015 provided 
the opportunity to progress at Level 1 – enabling greater CCG involvement in commissioning primary 
care but with accountability and governance responsibilities remaining with NHS England.  This 
approach removes the need to establish a Joint Committee, with its inherent costs and governance 
requirements.  The 3 Leeds CCGs believe that we are better able to work together to achieve the 
aims we want for patients by moving forward in this way. 
 
Attached at Appendix 1 is a report to the Health and Well Being Board which summarises the 
proposed approach to co-commissioning across Leeds. 
 
Whilst we are not proposing at this stage to establish a Joint Committee, the CCG’s Council of 
Members on 3rd March approved amendments to its constitution which will allow it to establish a 
Joint Committee in the future.  This would be subject to the agreement of detailed Terms of 
Reference.  
 
Primary Care Investment – LNCCG has committed to make available circa £5.4m across a range 
of primary care initiatives in 2015/16. These include a £1.1m non-recurrent transformation reserve, 
£1m to pilot an approach to social prescribing across the CCG and circa £0.5m prescribing freed up 
resources to be invested within member practices.  
 
 
 
 
 
 

 
Page 1 of 2 



 
 

 
The CCG has committed to a recurrent investment in primary care of £8 per head of population, a 
total of £1.6m. This will enable practices to deliver improved patient outcomes through health 
improvement, winter resilience, improved prescribing and supporting people to be cared for closer to 
home. A further £100,000 is recurrently available to enable practices improve health outcomes for 
our most deprived populations. £422,000 has been made earmarked non recurrently to support 
practices and localities to progress the development of new models of care delivery for our local 
population which is in addition to the non-recurrent local £1.1m transformation fund. 
Figure 1 provides a summary of this total investment.  
   
 
 
  
Key Recommendations 
The Board is recommended to: 
 

• Note the proposed approach to primary care co-commissioning and comment on the 
opportunities and risks outlined in the Health and Well Being Board paper.  

• Note the proposals for investment in primary care. 
 

Assurance Framework 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory Implications  
Financial Implications  
Legal Implications  
Workforce Implications  
Equality Impact Assessment  
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Leeds Health &  
Wellbeing Board    
 
Report of:  Nigel Gray, Chief Officer, Leeds North Clinical Commissioning Group 
 
Report to:  Leeds Health and Wellbeing Board 

Date:   25 March 2015 

Subject:  Update on the position of the primary care co-commissioning in Leeds 
 
Are there implications for equality and diversity and cohesion and 
integration? 

  Yes   No 

Is the decision eligible for Call-In?   Yes   No 

Does the report contain confidential or exempt information?   Yes   No 

If relevant, Access to Information Procedure Rule number:  
Appendix number: 

 

Summary of main issues  

Across Leeds the 3 CCGs have worked together to apply to improve primary care services 
through co-commissioning from April 2015 with NHS England (NHSE).  Co-commissioning 
will further enable the CCGs to develop projects that will improve primary care delivery and 
support delivery of care closer to home and projects to address inequalities.  We have 
applied to progress at Level 11 where the accountability and governance arrangements 
remain with NHSE.  We are the only area in the region which has considered its co-
commissioning role across more than one CCG. 
 
Recommendations 

The Health and Wellbeing Board is asked to: 

• Discuss the work on developing primary care co-commissioning in Leeds, and 
comment on the opportunities and risks outline in this paper 

• Consider how the HWBB can help the development of primary care in Leeds, and 
how members of the HWBB can positively influence this agenda. 

• Advise on driving greater public involvement in this development, and on local 
opportunities to engage (e.g. Member Health Champions) 

 
 
 
 

1 Which is ‘increased involvement in primary care co-commissioning’. 

 
Report author:  Nigel Gray and Ruth 
Gordon 

Tel: 0788 560 8524 

 

                                            



 

1. Purpose of this report 

1.1 This report is to update the Health and Wellbeing Board on the application to co-
commission primary care services from the 3 Leeds CCGs with NHSE. 

 
2. Background information 

2.1 Following discussions with the member practices of the three CCGs in Leeds, a 
combined, non-binding expression of interest was submitted to the NHS England 
Yorkshire and Humber Area Team (NHSE) for the co-commissioning of primary 
care from April 2015.   

2.2 The CCGs are undertaking this work as we believe that working together will help to 
deliver better primary care and in turn this will help to deliver a key supporting 
component of the Joint Health and Wellbeing Strategy, as well as create a 
sustainable Health and Social System by improving local decision making about 
primary care and being better able to respond to the needs of patients to reduce 
health inequalities. 

2.3 Since the expression of interest was submitted, the clinical leads and managerial 
leads from the Primary Care teams at the Leeds CCGs have worked together to 
learn more about NHS England’s co-commissioning proposals, and to understand 
what the co-commissioning of primary care across Leeds could look like. A task and 
finish group was established, led by Leeds North CCG on behalf of the city.  It has 
clinical and primary care managerial representation across all 3 CCGs and NHSE2 
and has fully supported the work and examined the implications for CCGs, for 
NHSE, for GPs and for patients. 

2.4 The task and finish group considered the various routes open to apply for primary 
care co-commissioning.  Recent policy has provided the opportunity to progress at 
Level 1 without the need to establish a Joint Committee, with its inherent costs and 
governance requirements.  We believe that we are better able to work together to 
achieve the aims we want for patients by moving forward in this way.  We are fully 
committed to working in year to achieve the outcomes we want by utilising on the 
great work already completing and work through the existing relationships with 
NHSE.   

2.5 To enable this an operational and strategic group will be established.  The 
operational group will be made up of primary care managers working with NHSE to 
work through issues that affect Leeds patients.  The strategic group will work jointly 
with NHSE to look at how best to make use of the primary care budget and decide if 
there are ways to spend NHSE primary care budget differently and approve other 
primary care contractual issues. 

2 Nigel Gray, Dr Gordon Sinclair, Dr Chris Mills, Dr Jackie Campbell, Dr Jason Broch, Dr Ben Browning, 
Martin Wright, Kirsty Turner, Deborah McCartney, Gina Davy, Kathryn Hilliam, Stephen Gregg, Stuart 
Barnes, and Ruth Gordon. 
 

 

                                            



 

 

2.6 The task and finish group has developed and supported: 

• Agreement of functions of primary care co-commissioning. 
• The description of the work of an operational and strategic group. 
• Agreement of the membership for the operational and strategic group. 
• Undertaken extensive engagement with members, HealthWatch, Health and 

Wellbeing Board and also via Patient Advisory Groups (PAGs). 

We hope to hear about approval by the end of February or early March 2015. 
 

3 Main issues 

3.1 By working more closely with the Area Team, the CCGs collectively will have a 
greater ability to help the city change the way it delivers primary care by: 

• Strengthening local commissioning and being able to potentially see the 
budget as one, using co-commissioning of primary care as holistic or total 
commissioning i.e. population based commissioning. 

• Providing greater development of primary care which is required to provide a 
high quality service and take on the shift of work from in-hospital care to out-
of-hospital care. 

• Strengthening CCG relationships with their member practices and supporting 
practices to develop and to take on new roles. 

• Enabling our patients and clients to receive care nearer to where they live. 

3.2 Additional benefits of co-commissioning include the ability to allow the CCGs to 
work with our local practices to deliver changes that benefit patients.  The CCGs in 
Leeds recognise that practices know their patients well and want to use this 
knowledge to co-produce an outcomes-based approach that means quality can be 
better measured and improved.   

3.3 This will be done by the CCGs working with practices to ensure they are fit to 
deliver quality care for patients and, importantly, to take on care from secondary 
care.   

3.4 We will be able to create much more locally focussed incentives to reduce waste 
and duplication at practice and CCG level, making the financial resources available 
to the health and social care sector in Leeds go further.   

3.5 We will be able to tailor national contracts to enable local commissioning for local 
health priorities and known inequalities, enabling people to stay healthier for longer. 

3.6 To enable this, an operational and a strategic group will be established.  The 
operational group will be made up of primary care managers working with NHSE to 
work through issues that affect Leeds patients.  The strategic group will work jointly 
with NHSE to look at how best to make use of the primary care budget and decide if 

 



 

there are ways to spend NHSE primary care budget differently and to approve other 
primary care contractual issues. 
 

4 Health and Wellbeing Board Governance 

4.1 Consultation and Engagement  

4.1.1 The benefits of co-commissioning have been described and shared with member 
practices, HealthWatch, the Health and Wellbeing Board and PAGs: 

• Improved patient experience of general practice through effective 
commissioning based on patient need.  

• Creates a primary care model which is sustainable for future transformation. 
• Delivery of integrated strategic priorities.   
• Supports the Leeds Health and Wellbeing Strategy. 
• Supports the city wide transformation work and provides a model for future 

service development. 

4.1.2 As CCGs, we have established mechanisms, networks and relationships to engage 
with clinicians, patients, the public and specific local communities to influence our 
commissioning decisions about the development of integrated primary care 
services.   

4.2 Equality and Diversity / Cohesion and Integration 

4.2.1 If accepted, co-commissioning will enable us to develop projects that will improve 
primary care delivery and support delivery of care closer to home and projects to 
address inequalities. 

4.3 Resources and value for money  

4.3.1 There is no implication for resources at present as the budget and the accountability 
for this remains with NHSE under Level 1.  Over time there may well be resource 
implications in relation to adequate staffing structures within CCGs to take on 
greater roles to support co-commissioning.  This could be a significant risk which 
has yet to be robustly identified and mitigated. 

4.4 Legal Implications, Access to Information and Call In 

4.4.1 There are no significant legal implications of progressing at Level 1 as the 
accountability for the primary care budget and governance remains with NHSE.  

4.5 Risk Management 

4.5.1 There are several key risks to the work of primary care per se.  Firstly, there is a 
lack of overall NHS budget to sustain primary care as the demand for care grows.  
Particularly as primary care capacity is needed to help and sustain people in out-of-
hospital care.  Without increased primary care, the system in Leeds will be unable 
to adjust hospital care resources to enable a greater out–of-hospital care in its 
widest sense.  There are also challenges around workforce and the ability to recruit, 
not least that much of the primary care workforce, especially in nursing staff, is 

 



 

approaching retirement age.  We recognise that there may be political changes to 
overall funding for primary care and its future funding and direction of travel pre and 
post the election in May.   

 
5 Conclusions 

5.1 The application at Level 1 is seen as the best way forward, at the present time, to 
ensure that the primary care commissioning budget is spent in a way that reflects 
the needs of Leeds people.  
 

6 Recommendations 

6.1 The Health and Wellbeing Board is asked to: 

• Discuss the work on developing primary care co-commissioning in Leeds, and 
comment on the opportunities and risks outline in this paper 

• Consider how the HWBB can help the development of primary care in Leeds, 
and how members of the HWBB can positively influence this agenda. 

• Advise on driving greater public involvement in this development, and on local 
opportunities to engage (e.g. Member Health Champions) 

 



  

  
• £2.36 Core Engagement Scheme 
• £2.36 Winter Resilience 
• £2.78 Outcomes Based Commissioning (BCF) 
• £0.50 Prescribing Scheme 

 
• £422,000 (non recurrent  to support new models of 

care) 
• £100,000 (recurrent, to reduce health inequalities) 

 
 
 
 
 
 

 

    

  

  

  

  

  

Social Prescribing 
Pilot 

  

est. £1.0m 

  

Non-recurrent  
Transformation  

 

  

£1.1m 

  

    

General Practice 
 Improvement Programme 

  

est. £0.16m 

  

Local enhanced  
services 

  

est. £0.23m 

  
Prescribing  

‘Freed Up Resources'   
e st. £ 0.5m   

Medicines 

  

Waste  
Support Workers 

  

est.  £0.22m  

  

Estimated  
Total Funds 

  

£5.4m 
  

Summary of primary care investment available in LNCCG in  2015/16  

General Practice 
Investment 



 
Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda item: 215.2015 
Report Title: Clear and Credible Plan Progress Tracker – Quarter 3 

Review 
Prepared by: Rob Goodyear, Head of Planning and Performance  
Executive lead: Liane Langdon, Director of Commissioning and Strategic 

Development  
Presented by: Liane Langdon 
Other meetings presented to: None 
Purpose of report 
Assurance  Decision  
Approval   Information and Comment  
Strategic Objectives (tick all that apply) 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available. 

 
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 
3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 
4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.  
5. To promote choice based on quality of care and improve access to services for people in the Leeds North 
Clinical Commissioning group area. 

 

Executive Summary 
Medicines Optimisation update 
 
An in-depth update on progress has been submitted as an addition to this cover paper. 
Highlight updates cover: 
 

- Diabetes medication review 
- Care home medication reviews 
- Arterial Fibrillation work 
- Respiratory medication 
- Antibiotic prescribing 
- Antipsychotic prescribing for Dementia patients 
- Titration of ACEI/ B Blockers doses in heart failure 
- Review patients on multiple eye drops and preservative load 
- Response to MHRA safety alerts 
- Housekeep of GP repeats prescribing records 
- Traffic light drugs, generic prescribing, specials and Branded prescribing 

 
Governance – review and audit 

Internal audit has undertaken work to look at the CCG's Budgetary control systems, 
focusing on the budget sign off process, reporting and monitoring mechanisms as well as 
the accountability for delivery of associated actions plans where variances are identified. A 
report has been issued with no recommendations. KPMG will be carrying out an external 
audit in Q4. 
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Internal audit reports presented to the Audit Committee in February 2015 included reviews 
of : 
 

• how the CCG is driving the improvement of services city-wide for people with 
learning disabilities. The audit gave a ‘green’ opinion, with 2 medium priority 
recommendations. 

• the adequacy of arrangements for delivering the mental health framework.  The 
audit gave a ‘green’ opinion with 1 low priority recommendation. 

• the adequacy of arrangements for strategic commissioning. The audit gave a 
‘green’ opinion with no recommendations.   

 
An audit to review the CCG's progress towards implementing the Health and Wellbeing 
Strategy and how this is being reported and communicated took place in February 2015 as 
part of a wider audit of progress with the Transformation Programme and will report its 
findings in due course. 
 
Revised assurance process with NHS England – Quarter 3 
 
The CCG is required to complete a template against the six domains set by NHS England 
– our draft sets out examples of good practice including the following. 
 
Domain 1 - Are patients receiving clinically commissioned, high quality services? 
 
Council of Members closely involved in development of commissioning intentions, CQUINs 
and proposals for primary care co-commissioning. Quality and Safety Committee approved 
a new Quality strategy - progress reports on delivery to be brought back to the Committee. 
 
Domain 2 - Are patients and the public actively engaged and involved? 
 
Engagement campaign on antibiotic use. Included >25 sessions in schools, community 
and faith groups to provide greater clarity for patients about antibiotic resistance and 
usage. Campaign delivered in line with plan that had been developed following prior 
discussion (questionnaires and focus groups). 
 
Asset Based Engagement pilot to gain public feedback to urgent care questionnaire from 
groups representing protected characteristics. More than 250 interviews completed with 
people from these vulnerable groups. 
 
Domain 3 - Are CCG plans delivering better outcomes for patients? 
 
Tackling Alcohol use: the CCG has continued screening the wider adult population for 
alcohol consumption using Audit C questionnaires, or equivalent. The target for screens in 
the current year is 8377, by Q3, 7847 had already been undertaken. 
 
As part of the engagement scheme with practices, practices were asked to identify at least 
2.6% of their over 40 population in the pre-diabetic range. By the end of Q3, 3.4% of this 
cohort had been identified. 
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Domain 4 - Does the CCG have robust governance arrangements? 
 
Internal audit has undertaken work to look at the CCG's Budgetary control systems, 
focusing on the budget sign off process, reporting and monitoring mechanisms.  A ‘green’ 
audit report has been issued, with no recommendations. 
 
Refreshed constitution submitted to Area Team for comment in November, prior to formal 
submission in December.  Amendments were approved by NHSE without comment on 24 
December. Board workshop in December focused on impacts of changes to constitution. 
 
Quality and Safety Committee in October and Board workshop in December received 
updates on  Professional Standards Update (Francis et al) 
 
Domain 5 - Are CCGs working in partnership with others? 
 
Leeds North led a joint procurement of a Voluntary Sector Grant Administration Service 
with Leeds South and East. The grants will support the objectives of the Health and 
Wellbeing Board and the CCGs objectives based around JSNA. The total fund for Leeds 
North will be £750k. 
 
From October onwards, the CCG led joint work with the other Leeds CCGs and NHS 
England to develop an approach to primary care co-commissioning. 
 
Domain 6 - Does the CCG have strong and robust leadership? 
 
The CCG is involved in a research project on the Leadership, Governance and Managerial 
Behaviour of CCGs. As part of the research process the Board will undergo a 360 degree 
feedback process which will give an in-depth insight into the effectiveness of the Board 
and consequently the CCG enabling us to analyse where improvements need to be made 
and act upon these. This process will be completed by the end of April 2015.. 
 
Work commenced in December in preparation for  Board and Clinical Leadership Team 
elections in March 2015. 
 
Organisational Development – living the values 
 
The organisation is currently undergoing the Investors in Excellence process which will 
take priority within 2015/16. The work plan for this is currently being scoped out and the 
organisational charter will form part of the work to achieve the Investors in Excellence 
standard. We hope to have completed the process by November 2015. 
 
Mid-year review of organisational need in relation to capacity. In May 2015 the GPs who 
form part of the Leeds North CCG Executive will undergo an election process. As part of 
this process we hope to address the outstanding gap within the Executive. A wider piece 
of work to review organisational need in relation to the workforce will follow this process 
with HR colleagues at the CSU.  
 
Since the formation of the OD Plan the CCG has committed to being involved within a 
research project being conducted by Bradford CCG and a company called Realworld 
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Group. This research focuses on the Leadership, Governance and Managerial Behaviour 
of CCGs and a CSU that Increase Innovation and Effectiveness as Defined by Key 
Stakeholders. As part of the research process the Board will undergo a 360 degree 
feedback process which will give an in-depth insight into the effectiveness of the Board 
and consequently the CCG enabling us to analyse where improvements need to be made 
and act upon these. This process will be completed by the end of April 2015 ahead of the 
upcoming elections. 

 
In addition to this by April 2015 the majority of the members of the Executive will have 
participated in a Health Education England “Understanding Your Leadership Impact” 
Leadership Programme which revolves around an intense 360 degree feedback process. 
Executive members are asked to nominate a significant number of staff within the 
organisation within certain “rater groups” to provide feedback on their leadership 
approach.  This process involves the analysis of leadership styles to understand what type 
of leader you are as well as give the opportunity for constructive feedback around areas 
for improvement. There have currently been two completed phases of the programme with 
the third set to be completed by April 2015. 

 
Both of these activities will provide the organisation with a rich understanding and gap 
analysis which can be addressed by the Senior Management Team as a direct result of 
testing the assumption of wider staff groups both internal and external to the CCG.   
 
Key recommendations 
 
The Board is asked to accept this as highlights of the third Quarter of the Clear and 
Credible Plan Progress Tracker. A detailed version is currently being updated which will be 
uploaded to the website as part of the CCG’s Publication Scheme. This will reflect all 
actions with a milestone in each quarter of 2014/15. 
 
Assurance Framework 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
 

Board 25 March 2015 – Clear and Credible Plan Update 
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Leeds North Medicines optimisation team  

Progress against work plan 

Diabetes medication review 

• This work is being undertaken as part of the Prescribing engagement scheme 
• To date the practices have reviewed 813 patients with diabetes who were on suboptimal 

treatment. 
• This has contributed to the following results, which shows the improvement for patients 

compared to other areas of Yorkshire and Humber. 

 

 

 

 

Care home medication reviews 

• 239 care home patients have been reviewed, which has resulted in 947 interventions, 141 
medications stopped saving £27,500/year for the first 6 months of the project. 

Heather Edmonds,  Lead Medicines Optimisation Pharmacist, 4.2.15 
 



• Some of the interventions have included putting 30 patients on gastric protection who were 
on low dose aspirin but high risk of a GI bleed. Based on numbers needed to treat (NNT) 4 
patients have been prevented from having a GI bleed. 

• 29 patients have had their PPI stopped or reduced, which has reduced their chance of 
getting HCAI or pneumonia. 

• 23 patients have had their hypnotic, opiate or sedating antihistamine stopped, reducing 
their falls risk. 

• 48 patients have been started on calcium and vitamin D preparations which based on NNT 
has stopped 1 patient having a low impact fracture. 

• 7 patients have had long term antibiotics stopped, which has reduced their risk of 
developing a HCAI and antimicrobial resistance. 

AF work 

• In June 2014, NICE produced new guidance on the treatment of AF.  The MOT identified 
1700 patients who looked not to be on the most appropriate treatment. 

• The MOT spent September reviewing and validating the data to establish the true number of 
patients affected.  The team managed to review 1/3 of the patients , the results are below. 

 
Current patient figures Nov 2014: 
Total number of patients identified in LNCCG as having CHADSVASc of 2 or more, 
or if male, CHADSVASc of 1 or more  

1358 

Number of these patients reviewed by MOT 585 
Numbers of patients remaining to be risk assessed 769 
Good candidates for anticoagulation with HASBLED <2 280 
HASBLED of 3 or more and possible candidate for anticoag 149 
Currently unsuitable for anticoagulation 152 
Patients with an estimated CHASDVASc of 0 which needs confirming  223 

• Due to lack of capacity within the LTHT commissioned service, and the urgent need to 
review and treat these patients.  The MOT developed a local enhanced service to enable the 
GPs to see these patients and initiate treatment within a more timely process. 

• As this was a new field for many GPs, training was also provided via the prescribing meeting 
in December. 

• To date all the practices have signed up to at least one level of the scheme and work started 
on treating these patients in January 2015. 

• A limited tender and procurement process was undertaken to deliver increased more 
specialist capacity within primary care and Oakwood lane medical practice were the 
successful bidders.  This service started 4th February 2015. 

• Hopefully by reviewing and treating these patients, using NNTs, at least 37 patients in the 
first year should be prevented from having a stroke. 
 

Respiratory medication 

• Project underway in 2 practices to use NIOX machine to aid in the diagnosis of asthma.  This 
project is just starting and will run for 6-12 months 

Heather Edmonds,  Lead Medicines Optimisation Pharmacist, 4.2.15 
 



• A number of healthcare staff within practices have had inhaler training to ensure they can 
teach patients how to use the inhalers they are prescribed, this has been completed in 3 
practices. 

• To date 12 patients have been reviewed to assess whether the patients can use the inhalers 
prescribed and of these 4 patients inhalers were changed to more suitable inhalers they 
could use,  resulting in better patient outcomes and reduced waste of prescribed 
medication. 

• This work stream will continue for 15/16 

 

Antibiotic prescribing 

• Practices are completing this work as part of the prescribing engagement scheme 
• All practices submitted the report for quarter 1, only 2 practices have not submitted the 

quarter 2 reports.  Quarter 3 reports are due in at the moment. 
• April 2014 to September 2014 Leeds North CCG (-4.15%) showed the greatest reduction in 

antimicrobial prescribing of all the CCGs in Yorkshire and Humber (average 0.05%) and 
below the England average (0.70%).   

• CDI rates up until the end of January were 43 cases, which continue to be below the 
trajectory of 55 cases for January and 65 for the year.  

• The Leeds North medicines optimisation has led a citywide antimicrobial campaign, which 
has involved all the GPs in the city signing up to be antimicrobial guardians, targeted patient 
involvements (including patients groups where English is not their first language and 
schools), radio and social media. 
 

Antipsychotic prescribing for Dementia patients 
• Practices have been reviewing these patients for a number of years. 
• Number of patients has been maintained at low levels and in the quarter 2 audit 239 

patients had been identified in LN CCG as having dementia and on low dose antipsychotics 
or patients over 65 years of age and not recorded mental health diagnosis or dementia. 

• This audit is being repeated in Quarter 4. 

Heather Edmonds,  Lead Medicines Optimisation Pharmacist, 4.2.15 
 



Titration of ACEI/ B Blockers doses in heart failure 

• This work has been completed in 3 practices, which has resulted in patient’s treatment being 
optimised and referrals to the specialist heart failure clinic, this will have the effect of 
improving patients outcomes and keeping them out of hospital for longer. 

• This work will continue into the next financial year. 

Review patients on multiple eye drops and preservative load 

• Review of eye drops for Glaucoma has been undertaken in 2 practices.  
• This work looked at ensuring patients were on appropriate treatment.   
• This work identified problems such as on duplicate agents; the directions and consultant 

letters were not accurately updated on the GPs clinical systems. 
• This work will be extended to cover preservative loading of eye drops and continued in all 

the practices. 

Response to MHRA safety alerts 

• Worked with all practices to ensure all patients prescribed metoclopramide and 
domperidone are reviewed to ensure compliance with safety alert. 

• Worked with all practices to ensure all female patients on Sodium Valproate are on 
appropriate contraception and have been informed of the risk of foetal abnormalities if they 
get pregnant whilst taking this drug. 
 

Housekeep of GP repeats prescribing records 
• Over 2000 prescribed items which would normally be taken on a regular basis, which have 

not been issued in the last 12 months have been stopped. 
• This has improved patient safety as it stops patients inadvertently starting medication that 

has been stopped or changed and ensures patients medication records are up to date. 
• This has been completed in 21 practices and the others will be completed by the end of 

March. 

Traffic light drugs, generic prescribing, specials and Branded prescribing 

• Drugs that are classified as Black light (not routinely commissioned by the CCG) are reviewed 
by the team on an annual basis in all practices, to ensure cost effect and safe prescribing. 

• Red drugs ( hospital only) prescribed are reviewed on an annual basis and patients who are 
prescribed this within primary care are referred back to secondary care  to ensure patients 
safety is not compromised, levels have remained consistent over the last couple of years 

• Drugs that are required to be prescribed by Brand are reviewed on an annual basis.  
However, due to the MHRA advice on category one epileptic drugs – patients on these drugs 
have been reviewed and 100% of these patients are now prescribed by brand. 

• Specials manufactured products are monitored on a regular basis to see if there is a suitable 
cheaper alternative and these are switched wherever possible.  Cost is these areas have 
been maintained, except for the non-tariff specials where spend has reduced. 

Heather Edmonds,  Lead Medicines Optimisation Pharmacist, 4.2.15 
 



 

Other areas of work completed 
• Dermatology formulary has been produced in conjunction with Dr Lesley Sutherland GPWSI.  

This is just in the process of being ratified citywide.  Dermatology products will then be 
audited against the formulary as one of the projects for next year, to ensure cost-effective 
and appropriate prescribing. 

• Hypnotic and treating patients addicted to benzodiazepines.  Prescribing in this area is below 
the England average.  However due to safety concerns around prescribing in this area and 
the increase use of pregabalin and the possible abuse of this drug an educational update 
session was undertaken by Dr George as part of the prescribing leads meeting in June. 

• Policy has been written of how the CCG will review and accept primary care rebates schemes 
offered by pharmaceutical companies.  This is due to go to GPR in February 2015. 

• The medicines optimisation team led a tender and procurement process for the LN dressing, 
catheter and stoma prescription validation service.  Street Lane surgery was the successful 
bidders and started the contract in October 2014.  This service is to ensure cost effective 
prescribing and to minimise waste in the areas of the contract. 

• Commissioned a community pharmacy urgent medication service, to free up capacity within 
the NHS111 service.  In the first month 137 patients were directed to community pharmacy 
to pick-up medication they had forgotten or run out of. 

Work that will not be completed this financial year and have been carried over to next year 

• Patient compliance with oral antipsychotic medication 
• Drugs affecting Bone metabolism will be linked in with the LIQH work on fractured neck of 

femur. 
• Laxative prescribing 
• Gain sharing – this is progressing but is being looked at on a regional scale. 

Heather Edmonds,  Lead Medicines Optimisation Pharmacist, 4.2.15 
 



 
 

Leeds North Engagement Scheme – 9 month review 
 
 
The Leeds North Engagement Scheme supports the delivery of clinical commissioning at a 
practice level; it ensures clinicians are involved in the CCG and supporting delivery of key 
objectives.  The Leeds North Scheme for 2014/15 includes: 
 
Review Practice Profile / Primary Care Web Tool data 
Each practice has an individual practice profile based on the Joint Strategic Needs 
Assessment (JSNA).  The JSNA is the strategic document which outlines the strategic needs 
of our population.  For this year, practices will need to review their practice profile and begin 
to identify gaps that are highlighted within the report: 

Completed 
 

Alcohol 
 
Continue screening the wider adult population for alcohol consumption using Audit C 
questionnaires, or equivalent. (Newly registered and patients eligible for an NHS Health 
Check are not included as they are covered through the DES and NHS Health Check 
Contract)   
Follow up patients with audit PC >8 with appropriate advice as they come in. Concentrate on 
effective brief interventions ensuring the workforce are appropriately skilled up to offer this in 
primary care and signpost to services where needed using the pathway at offer brief 
motivational interviewing. ,signpost / refer to ADS/LAU.  
 
The CCG provided a target for:  

• the number of audit C (or equivalent tool) screens between 1 April 2014 - 31 March 
2015, for the eligible population (>15years).  

• 75% of patients with Audit C >/=5 have full PC completed April 14-March 15.  
• 75% of those Audit PC scores >8 between 1 April 14 - 31 March 15 have been given 

brief advice and/or onward referral to ADS/LAU  
 
Current position 
 
Total target for Audit C screens for year of 8377 across LNCCG 
Currently at 7847   (Most practices doing well with this) 
 
Target of 75%   :  for full PC questions being administered once Audit C scores >5   -
more patchy progress across practices –achieving from 7% to 92%!!!  Some work still 
do to in chasing practices who have not sorted out this process.  Average across 
CCG is 47% completed correctly 
 
Target of 75% for brief intervention or referral for patients scoring over 8 on full PC 
questionnaire – practices seem to be more in tune with process average across CCG 
is 73% 
 
1428 brief interventions and 148 referrals on to alcohol services 
 
 
 



Cardiovascular Disease  
 
Stage 1 Hypertension 
 
Hypertension in Leeds is under-reported. This has key implications for the prevention of 
CHD and stroke. People on a hypertension register are given a regular review which 
includes ensuring they are on the correct medication and support to make healthy changes 
to their lifestyle, if they wish to do so. The focus for Leeds North will therefore encourage the 
pro-active identification of patients with hypertension. 
 
Targets as per last year of increase to total hypertension registers of 962 
 
624 new found in year but total increase of 290 due to death & deductions 
 
170 new patients with Stage 1 identified in year (team working with Cath Johnson around 
practices where Stage 1 does not yet appear to be embedded in work done.) 

 
 
 

Prediabetes 
 
By signing up to the scheme, practices are required to:  
 

• identify at least 2.6% of their over 40 population in the pre-diabetic range.  
 
 

• for those practices not currently finding 2.6% in the pre-diabetic range improve 
screening this year by targeting high risk groups (this can include those screened 
through NHS Health checks).  

 
• offer an annual review to undertake blood tests and offer lifestyle advice for 75% of 

patients identified in the pre-diabetic range (appropriate lifestyle advice and or 
referral for diet/exercise/weight/lifestyle services).  

 
• ensure recall system is in place to enable practices to review all patients with 

prediabetes annually.  
 
 
 

50% coded across CCG as offered advice  
 
3.4% screened as prediabetic across CCG   
–ranging from 1.6% as per The Light, /  8% Newton 
 
  
 
SMI   
 
 
Based on 2012/13 achievement, where it is clinically appropriate, demonstrate an increase 
in the number of BMI, cholesterol and blood glucose/HbA1c checks undertaken for those 
individuals on the practice SMI register.  
 



The CCG will provide a small improvement target based on 2012/13 performance. based on 
an assessment of a patient’s lifestyle, practices should offer effective interventions including 
brief advice, brief intervention or motivational interviewing and where appropriate refer 
patients to healthy lifestyle services and opportunities using the Leeds Let’s Change 
programme(http://www.leedsletschange.co.uk/) in-house clinics or LYPFT Healthy Living 
services. 
 
 
Current position for CCG 
 
BMI in L12m for patients on SMI register - 75.13% 
 
HbA1c in L12m for patients on SMI register - 68.33% 

Cholesterol in L12m for patients on SMI register - 68.66% 

Combined figure 71.53% 

Lower than where we were last year. 

Combined Target  90% 

130 patients from SMI register coded as offered lifestyle advice in year (13%) 

Practices will not have begun to look at exception reporting their patients yet for this 
indicator –these will make a significant different to the figures. 

 
Individual progress reports sent out to practices in September, followed up where concern 
over achievement.  Team working with Cath Johnson to liaise with practices on work for 
scheme. 
 
 
Engagement at meetings  
 
Currently no significant issues highlighted around Engagement for either council or 
prescribing.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Locality Commissioning schemes 
 
Chapeltown - Access – Joint locality target Jan 15 Telephone triage and communications 
for both clinical and non-clinical, sharing work around access and appt systems, 
 
Diabetes – Esther arranged some training sessions, had Community diabetes dietcian 
session for nurses/HCA, Diane Burke at locality meeting today to discuss self management 
progammes and what will suit locality, Esther Dalton to talk to Locality meeting around 
citywide diabetes workstreams and Bradford model. 
 
 
Central Area –A&G pilot  sharing learning from pilot across patch.   Practices started this 
Dec , (been delay getting pilot off ground), practices had worklist training and GP training for 
using A&G where needed.   
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1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available. x 
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
 
This paper recommends to the Board an approach by which to understand whether our 
CCG is high performing in order to discharge our assurance responsibilities with regards to 
the effective operation of the CCG and inform our future delivery and organizational 
development plans. 
 
We propose to build this approach on the five dimensions of the Investors in Excellence 
model to understand whether we are focused on What Matters Most and the essential 
capabilities to deliver on this.     
 
Our current assurance is based on the assessment made of the CCG by NHS England 
through the quarterly CCG assurance process.  This paper highlights that this conversation 
is focused on two areas, Leading and Delivery.  In addition we are required to meet NHS 
England business planning requirements, which address Resourcing, and NHS Constitution 
and Mandate which address whether we are Achieving. 
 
None of these existing assurance processes address whether we are focused on What 
Matters Most and they take little or no account of public, patient or staff perspectives. 
 
In order to build a more rounded understanding of our performance as an organization we 
propose to use multiple sources of intelligence assessed against the five dimensions of the 
Investors in Excellence model and benchmarked against external markers where possible. 
 
This assessment will then be used to inform the organizational development programme for 
the coming year along with the new phase of the Clear and Credible Plan. 
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Assurance Framework 
 
Once the assessment has been considered by the Board it will contribute to the AGM 
agenda for the Council of Members, the population of Leeds North and other stakeholders to 
assure themselves that we are focussing on the right things. 
 
Ongoing assurance will be provided through twice yearly review at Governance, 
Performance and Risk and annual consideration by the board to inform the future 
development of the CCG. 
 
Next Steps 
 
Subject to the agreement of the proposed approach, the data collection and analysis will be 
undertaken and the results of the assessment returned to the next meeting of the Board in 
preparation for the AGM. 
 
Corporate Impact Assessment 
Regulatory Implications None 
Financial Implications None  
Legal Implications None 
Workforce Implications None 
Equality Impact Assessment None 
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What does it mean to be a High Performing CCG? 
 
A CCG is regularly judged on existing, traditional methods of performance; those that are 
nationally mandated. Typically these are our measures taken from the NHS Constitution 
and Mandate such as 18 week referral to treatment times and two week waits for cancer.  
 
However, achieving targets is only one aspect of performance. The CCG ongoing quarterly 
assurance process focusses on leadership and delivery as capabilities of a CCG.  This 
paper seeks to look at the wide range of information that will provide a more rounded view 
of the CCG.   This will enable us to derive an assessment that staff, stakeholders and 
patients can better relate to and to structure this in a manner which allows us to focus on 
whether we are aligning our efforts to our priorities. 
 
Approach and model 
 
In order to develop a rounded assessment of our organizational performance we 
considered what data and evidence sources are already available to us, and tested these 
through a variety of lenses to see whether they give us the complete picture.  In response 
to this we added to the list of data and evidence we will need and then considered how we 
would create a model by which to assess our organizational performance. 
 
The filters which we used included: 

1. Our organizational values 
2. Our organizational behaviours 
3. The CCG assurance domains 
4. The NHS Business Planning requirements 
5. The attributes which have been surfaced through board development workshop 

discussions 
a. NHS Constitution 
b. Delivery of plans 
c. Outcome performance 
d. Living our values 
e. Relationships 
f. Reputation 
g. Continued accreditation (6 domains) 
h. Clear strategy (understood) 
i. Good employer 
j. Financially stable 

6. The Investors in Excellence model 
7. The topics within the CCG 360 stakeholder survey 
8. The topics within the NHS Staff Survey 
9. Who, What, Where, How, When and Why? 

 
Many commercial organisations use a Balanced Scorecard approach (Kaplan and Norton) 
to consider (usually) four aspect of performance.  Having considered the potential of this 
approach for the CCG it was found to fall short of the ability to effectively integrate the 
multiple perspectives and facets of our activities and did not help us to address the 
question of whether we are aligning our efforts to our priorities. 
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However, over recent months we have been working to achieve the Investors in 
Excellence standard which assesses whether our process and approaches align to What 
Matters Most and whether we are investing effectively in excellence. 
 
In building on this work and integrating the wider range of intelligence and additional 
perspectives, along with a means of benchmarking and establishing absolute measures as 
needed, we can synthesise a rounded assessment of whether the CCG is high performing 
in all aspects of our responsibilities, but particularly aligned to What Matters Most.  This 
has the added advantage of using language that our staff are becoming familiar with and 
building on the currency which we have established with our team around What Matters 
Most. 
 
This approach enables us to synthesise a wide range of evidence including the 6 Domains 
of the NHS England CCG Quarterly Assurance process, the CCG 360 stakeholder survey, 
the staff survey, NHS Constitution and Mandate standards, the priorities within the Joint 
Health and Wellbeing Strategy, Joint Strategic Needs Assessment, Leeds 5 Year Plan, the 
CCG Clear and Credible Plan, Commissioning for Value and Atlas of Variation amongst 
others. 
 
This evidence will be assessed against our model to derive a rounded assessment of our 
organizational performance and presented as a summary table – as illustrated below.  
These results will then be used to: 
 

• Inform the 2015/16 OD plan 
• Inform the refresh of the Clear and Credible Plan 
• Inform the discussion on revising the CCG’s objectives 
• Inform the work on Investors in Excellence 

 
 

 
 
 

 

Areas Overall Strengths Weaknesses Key areas for 
action 

What matters 
most 

    

Leading     
Resourcing     
Delivering     
Achieving     
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Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  

2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   

5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
 

The current mental health system in Leeds is complex but could be more efficiently 
managed, if there were closer integration between Council and health commissioners. The 
suggested mechanism for achieving this is a section 75 pooled fund. To achieve this would 
be a significant piece of work but the possible benefits are considerable. This paper 
suggests the development of a pooled fund to support the further integration of mental 
health commissioning in Leeds.  

There is an increased move towards integrating commissioning, both within the Local 
Authority – ‘People Commissioning’ and between Adult Social Care and the NHS – as 
stated within the 5 Year Forward Plan. There is a long history in Leeds of the City Council 
and NHS of working in close relationship to support people with mental health problems but 
there have been few formal partnership arrangements. The present financial and strategic 
climate makes the consideration of a more formal partnership arrangement to cover 
commissioning very timely. 

Locally, the Leeds Mental Health Partnership Board, chaired by Nigel Gray (Chief Officer of 
Leeds NCCG) has signed off the co-produced Mental Health framework (2014-2017) which 
sets out 5 outcomes – based on national and local requirements. The implementation of the 
Framework has instigated a two year change programme for mental health services in the 
city.  This includes a major remodelling of community based mental health services – some 
of which are commissioned or currently delivered “in house” by Adult Social Care.  

There are efficiencies to be gained by re-commissioning on a joint basis – to avoid 
duplication and improve care pathways for service users. In addition, the introduction of 
personal health budgets for mental health and the introduction of a new mental health 
payments system which will see the shift from the traditional block contracts, and opens up 
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opportunities to deliver more bespoke packages of care that better meet individual need. A 
pooled budget for mental health would enable us to be better able to deliver an integrated 
model of care and support.  

This is a major time of change for mental health services in Leeds driven by financial 
constraints and changed national understanding of how to achieve a good quality of support 
for our population.  The complexity of our overall patchwork of services and the lack of 
integration between the various layers of commissioners and providers suggest that the 
development of a more integrated service is essential to be able to manage the challenges 
of the next few years. 

A potential legal mechanism to support the achievement of greater integration is to develop 
a section 75 agreement under the provisions of the National Health Service Act (2006). This 
allows the transfer both of funds and statutory duties.  Leeds has experience of such 
arrangements in different services such as Learning Disability, Leeds Community 
Equipment Service and recently South Leeds Independence Centre. In each of these LCC, 
through ASC, is the pooled fund holder. Exploring the most effective vehicle for this for the 
MH pooled fund will be part of the task of the working group (see 3.4) 

Once established, it would be helpful to have jointly managed and/or jointly funded 
commissioning staff to deliver MH commissioning. The outline of this, including roles, 
governance and management will form part of the task of the working group and will be 
outlined in any subsequent report 

A joint task group will be established, led by ASC Commissioning and North CCG to 
produce detailed recommendations and required supported processes, including a S75 
agreement.  

Key Recommendations 

1. A companion report has gone to Adult Social Care Departmental Leadership Team 
and the recommendations have been supported in principle.  Leeds North CCG 
Board  are asked to also support the principle of the development of a Section 75 
pooled fund to achieve closer integration of commissioning in mental health services.  

2. It is asked to approve further work to develop both a delivery plan and supporting 
processes and for the citywide mental health commissioning team to contribute to a 
strategic development team to implement this. 

 
3. For Leeds North CCG, who currently have the commissioning lead for mental health 

and host the MH Partnership Board for the city, to consider taking the leadership role 
for the fund. Part of the role of the strategic development group would be propose 
appropriate governance arrangements but might include a joint mental health 
commissioning group. 

Assurance Framework 

 

Next Steps 

 
1. Contribution to the development of a strategic development group. 
2. Development of a formal proposal to come back to the Leeds North CCG for approval 
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within six months 
3. Report of proposal to CCG Network 

 
 

Corporate Impact Assessment 

Regulatory Implications  

Financial Implications  

Legal Implications  

Workforce Implications  

Equality Impact Assessment  
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Purpose of Report 
Approval  Decision  
Assurance x Information and Comment x 
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available. x 
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
 
This board report sets out information regarding progress on delivery of and learning from key work 
streams within the field of the CCG’s Patient and Public Involvement work.  
 
Topics covered include a balance of support to commissioning activities, along with an account of 
the approaches being taken to address improvement of the ‘population wide’ conversation:  
 

Social prescription; 
Strategic Urgent Care review; 
Planned improvements to the CCG’s various PPI for a, including PRGN, CPPG and PRGs; 
Plans for a CCG public-facing newsletter; 
Website redesign; 
Adoption of ‘My NHS’ stakeholder relationship management tool. 

 
Much of the work described is in progress as these are medium to long term significant pieces of 
work to support strategic change which includes material effects on service delivery and associated 
need for co-production with our population from the diagnostic stage, through design and into 
delivery and ongoing evaluation.   
 
Many smaller pieces of work have reached the stage where they are impacting design and delivery 
and we propose to provide sample case studies of these to the Board three times per year to 
supplement this regular consideration of significant pieces of work.  The first of these enhanced 
reports will be presented to the May Board. 
 
The CCG has recently received recognition through a panel assessment process that our work in 
commissioning (including patient and public involvement) has achieved a good standard in 
addressing issues of equality and diversity, and is continuing to improve.  The learning from this 
exercise is being embedded in our organisational development plan for 15/16and has been 
discussed by the executive team to ensure that we can continue this improvement. 
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Assurance Framework 
 
Patient Assurance Group (PAG) review the Communications, Engagement, Equality and Diversity 
Plans for each planned change and assure the implementation of these plans. 
 
Next Steps 
 
Development of case studies to illustrate the impact of smaller and day to day 
implementation of learning from patient and public involvement activities. 
 
The communications and engagement strategy is currently under review and will be 
presented to the PAG for assurance in April/May. 
 
Corporate Impact Assessment 
Regulatory Implications We have a statutory duty to engage and the board is 

required to assure itself that this requirement is being met 
Financial Implications None  
Legal Implications We must ensure that our plans and actions take account of 

equality and diversity and comply with consultation 
requirements 

Workforce Implications None 
Equality Impact Assessment Each plan referred to below is assessed for equality 

implications 
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Topic What we are planning to do What we have done What we have learned – and what will 
change as a result 

 
Patient 
Engagement: 
Social 
prescription 
(SP) 
 
 
 

 
The Primary Care team has developed plans for 
the procurement of a Social Prescription hub 
service which will support the roll out of a CCG-
wide social prescription model working alongside 
primary care.  
  
Assurance has been provided by the PAG on the 
suite of proposed engagement measures. These 
include: 
 

• Public survey to gain understanding of the 
expectations of the public around social 
prescription 

• Co-opt at least 2 patients onto the SP 
working group 

• Third sector engagement through 
workshop event to learn from them about 
priority areas for specification and 
performance monitoring of SP contract – 
Event planned for 15 April 

 
The proposed model has been 
taken to the CCG’s Council of 
members, PRGN and the CPPG. 
 
Delivery of the CEED plan for 
implementation of Social Prescribing 
has not yet commenced.  
 
Progress to date: 
Workshop planned for 15 April 
 

 
Feedback from the initial conversations 
with PRGN and the CPPG has influenced 
the design of the CEED plan. 

Strategic 
Urgent Care 
Review – 
Patient 
Survey and 
next steps 
 

The survey conducted in 2014 received >2,300 
responses. The task of evaluating this work has 
now been completed and final versions of the 
report drafted.  
 
The CCG plans to launch the findings of the 
report, along with a launch of the next phase of 
the Strategic UC review (co-design phase). 
 

Evaluation of surveys undertaken 
and key observations / conclusions 
drawn.  
 
Tested the pilot model of Asset 
Based Engagement (ABE) to ensure 
the survey reached seldom heard 
communities and ‘protected 
characteristics under the Equalities 

Key findings from the engagement with 
the public include: 
 

• Much urgent care takes place in primary 
care – just over half of those who did not 
go to A&E accessed primary care and a 
further 7% used out of hours GP 
services.  

• Satisfaction with urgent care services 
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Topic What we are planning to do What we have done What we have learned – and what will 
change as a result 

Act. 
 
>220 surveys were completed 
through third sector organisations 
using the ABE model, contributing to 
a representative level of response 
across multiple ethnicities and 
across all 5 quintiles of deprivation. 
 
 

was high – 80% said that they got the 
service they needed and the majority 
were confident that the service they 
accessed was right for their health 
problem. 

• Those with a disability, some BME 
groups, people living in the most 
deprived areas and those with long term 
condition – were more likely to say the 
services accessed did not provide them 
with the service needed – but 
differences were small. 

• 42% of respondents commented on the 
service received and of these nearly 
60% made positive comments about the 
staff and/or services.  

• Those from more deprived areas, and to 
a lesser extent from some BME groups, 
were slightly more likely to just access 
A&E and less likely to go direct to other 
urgent care services. The reasons for 
this would warrant further investigation.  

• 31.5% of those surveyed had an on-
going problem/long term condition but 
only 11.1% of this group accessed only 
A&E – the majority used other urgent 
care services. Why this group are 
accessing urgent care and for what, 
needs further exploration.  

• Reasons for choosing the service were 
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Topic What we are planning to do What we have done What we have learned – and what will 
change as a result 

varied but overall convenience of 
access appeared more likely to inform 
choices than previous experience of the 
service. However knowledge of the 
services available (or lack of it) and the 
means to access them, may be factors.  

• A minority of respondents with mental 
health problems or who were elderly felt 
that their experience of urgent care had 
been poor and further exploration of this 
is needed.  
 

The co-design phase will specify how 
these findings will affect the design of 
services in the future. 
 

CPPG, PRG 
and PRGN 
(Including 
‘Virtual 
PRGN’ 
plans) 
 
And 
 
Plans for 
CCG 
Newsletter 
 

Following consultation with member practices, we 
recognise the need to expand and improve the 
use of patient and public engagement 
mechanisms through the practices. 
 
To address this we will create a CCG newsletter 
which includes CCG, locality and practice level 
communication.  
 
 

Content and design have been 
discussed with member practices, and 
a distribution database has been 
compiled. 
 
Measures of success have been 
agreed to include creation of a virtual 
PRGN, delivery of the first populated 
newsletter template to practices in April, 
provision of content to PRGs pertaining 
to CCG level issues. 

 

IG – ‘My The current CCG website is compliant with   
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Topic What we are planning to do What we have done What we have learned – and what will 
change as a result 

NHS’ and 
Web re-
design 
 

statutory requirements but is not fit for purpose as 
a public-facing communications tool for a CCG 
with ambitious strategic objectives focused on 
patients and an engaged public.  
 
As such, the CCG plans to re-design the website.  
 
The redevelopment will focus on user experience 
of the website, aiming to ensure that the site 
becomes more easily navigable, and that it 
provides the means for two-way discussion 
between the CCG and its stakeholders. 
 
We are currently developing the CEED plan to 
support this development. 
 
In addition to the website redesign, in order to 
improve our targeting and reach of 
communications and public engagement 
campaigns, we have will be implementing a more 
sophisticated ‘Customer Relationship 
Management’ (CRM) tool. 
 
The preferred CRM tool will be used in the coming 
months to test its efficacy, whilst the website 
redesign project will commence in April and is due 
for completion within 3 months. 
 

We have selected a CRM tool (My 
NHS) which will enable us to, for 
example, send targeted information 
in letter form to the ten Lower Super 
Output Areas (LSOA) with the 
highest prevalence of smoking in 
Leeds North.  
Agreements have been signed with 
both a website developer and the 
CRM tool provider.   
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Summary Report 
Meeting: Leeds North CCG Board Meeting Date: 25 March 2015 
Agenda Item: 219.2015 
Report Title: Quality Update 
Prepared by: Russell Hart-Davies, Head of Quality/Mark Gallacher - 

Quality Manager 
Executive Lead: Ellie Monkhouse, Director of Nursing and Quality 
Presented by:  
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area. 

 

Executive Summary 
The purpose of this report is to highlight the key quality issues in each of the main providers 
in Leeds. The Board is asked to note the following: 
 

• Healthcare associated infections at Leeds Teaching Hospitals has improved over last 
year. Current numbers of C.Difficile cases remains below threshold but the number of 
MRSA bacteraemia has risen to eight. The CCG remains below threshold year to 
date. 

• The National Staff Survey has been published and headline results are reported here. 
• The development of local CQUINs is ongoing and the progress is reported here. 
• National CQUINs have now been published but the Board is asked to note the 

decision by LTHT to remain on the 14-15 tariff and the effect this may have on 
National CQUINs for them and other providers. 

• The CQC inspection has taken place at Leeds Community Healthcare; the report is 
yet to be published. 

• A CQC inspection took place in January of the Yorkshire Ambulance Service. The 
report is awaited. 

• Continued under performance of key targets at the Yorkshire Ambulance service and 
the actions taken to address them. 

 
 
Key Recommendations 
The Board is asked to receive this paper and note the issues highlighted. 
 
Assurance Framework 
 
 
Next Steps 
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The CCG will have oversight of LYPFT’s CQC Inspection Action Plan via the joint 
CCG/Trust Quality Group. Updates will be provided to the Board. 
 
The CQC report of the inspection of Leeds Community Healthcare Services is due for 
publication; a summary will be provided to the Board accordingly. 
 
Key quality issues continue to be monitored via the quality groups. Oversight is maintained 
by the CCG Director of Nursing and Quality and Medical Director who will continue to report 
to the Board. 
 
Corporate Impact Assessment 
Regulatory Implications  
Financial Implications  
Legal Implications  
Workforce Implications  
Equality Impact Assessment  
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Leeds North CCG Board Meeting 
Quality Report Summary  

March 2015 
 

 
1. Introduction 
The purpose of this brief report is to update the Board on the key issues and actions relating to 
quality highlights within the CCG and its main commissioned providers. 
 
2. Health Care Acquired Infections (HCAI) 
As previously reported the trajectories for C Difficile and MRSA have been set for providers and 
CCGs for 2014/15. The allocations are as follows: 
 
Provider Objectives 14/15 
Leeds TH 127 
 
 
 
2.1 C Difficile (C Diff) 
CCG Allocation  
2014/15 year end 
objective 

65                                  Current 
total 

           46                 

Monthly objective Plan Actual Community 
attributed 

Acute Trust 
attributed 

April 6 3 2 1 
May  5 9 6 3 
June 5 4 1 3 
July 5 6 6 0 
August 5 3 1 2 
September 5 4 2 2 
October 5 4 2 2 
November 5 4 4 0 
December 6 2 1 1 
January 6 7 4 3 
Total to date 53 46 29 17 
 
 
Year to date 2014/15 attribution for C Diff for LN CCG is 17 to acute providers and 29 within the 
community.  
 
Leeds Teaching Hospitals has a year to date total of 98 cases against a year to date trajectory of 
106. 
 
The most common themes identified remain as previously reported and include antimicrobial 
usage, proton pump inhibitor treatment, recent hospitalisation, relapsing/recurring cases and care 
home residence. Targeted training and education continues to take place across primary care in 

CCG Objectives 14/15 
Leeds North 65 
Leeds South and 
East 

106 

Leeds West  97 
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Leeds in conjunction with the medicines management team. As previously reported, a project nurse 
has been appointed to support care homes in the implementation of good practice in relation to 
infection control. A CCG Cross-City meeting has been implemented with the aim of developing a 
consistent approach to antibiotic prescribing and HCAI across the city. Membership includes the 
medical prescribing leads. 
 
The target C.Difficile thresholds for 2015-16 have been published for 2015-16 by NHS England and 
are as follows: 
 
Leeds North CCG = 58 
Leeds Teaching Hospitals = 119 
Harrogate Trust = 12 
 
2.2 MRSA 
CCG Allocation 
Three cases of MRSA bacteraemia have been reported for Leeds North CCG patients. All were 
assigned to the acute trust.  
 
Acute Trust Assignment 
Eight cases have been attributed to Leeds Teaching Hospitals April - January. This now surpasses 
the total for the whole of last year; LTHT is not an outlier nationally, however. Two cases were 
within the same area and related to patients with dementia who have parotitis, three related to 
peripheral lines and one unclear. No details available on the seventh and eighth cases at time of 
writing. The Trust’s HCAI action plan has been reviewed and will be submitted to the Trust Board. 
The plan will also be reviewed at the next quality meeting. Risks identified – decanting for HPV has 
been restricted due to increased winter pressure on beds.  
 
3. Provider Updates 
 
3.1   Leeds Teaching Hospitals NHS Trust 
 The inpatient Friends and Family Test scores for the Trust for January 2015 were 94% 
recommending and 1% not recommending the Trust as a place to receive treatment (National 
average 94% recommending and 2% not recommending). This is an increase of 2% recommending 
on October; not recommending has stayed the same.  
 
For January, 88% have recommended A&E services and 6% have not recommended them. This is 
exactly the same figure for the national average. For October the figures were 81% recommending 
and 11% not recommending.  
 
The response rates for patients completing the Friends and Family test for A&E has increased to 
30.5% . The national average is 20.1 %. For inpatients the response rate is 30.01%, against a 
national average of 36.1%. 
 
For Quarter 3 the Staff Friends and Family test is not published as the result of the Staff Survey take 
precedence. For LTHT in the Staff Survey 53% said they would recommend the Trust as a place to 
work compared to a national average of 58%. The figure for the trust last year was 51%. In response 
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to whether a friend or relative required treatment , 63% of staff would be happy with the standard 
of care provided compared to a national average of 65%. The figure for last year was 58%. 
 
2014 National A&E Patient survey: 
A questionnaire was sent to 850 people who had attended the accident and emergency 
department (A&E) during January, February or March 2014. Responses were received from 262 
patients at Leeds Teaching Hospitals NHS Trust. 
The questions cover a variety of themes including: Waiting times; Care and Treatment; Tests and 
Hospital Environment and Facilities. 
 
The Trust scored “About the same” as other Trusts on all sections except for “Tests”. On one 
question in this section (whether the patient felt that they had had their test results explained in a 
manner they understood) the Trust scored “worse than” other trusts. In another section “Care and 
treatment” the trust also scored “worse than” other trusts on “time to receive pain relief” although 
the whole section scored “same as other trusts.” 
 
The results of all these surveys will be picked up with the Trust through the Quality and 
Performance meeting. 
 
A total of four ‘Never Events’ have been reported by the Trust since April. These all relate to wrong 
site surgery, with two occurring within the dermatology service. Full reports are awaited on the 
latest incidents which are discussed in full at the monthly joint CCG/LTHT quality meeting. Reports 
are reviewed at the Serious Incident review panel which is chaired by the Directors of Nursing. 
 
3.2 Leeds and York Partnerships Foundation Trust 
The Trust has agreed to provide regular updates of its CQC action plan at the quarterly Quality and 
Performance meeting from May 2015 to ensure the CCG has oversight of progress made. 
 
The Trust has requested the National Confidential Inquiry into Suicides and Homicides to review all 
suicides at the Trust between December 2012 and December 2014. LYPFT are not an outlier in the 
numbers of suicides nationally, but this review has been requested to add assurance to the review 
and lessons learned process. The CCG will be invited to the event where the findings are presented. 
 
LYPFT will commence reporting on the Friends and Family test for patients after Quarter 4 as per 
the National CQUIN requirement. 
 
However, for Quarter 3 the national staff survey for LYPFT reported that 51% of staff would 
recommend the trust as a place to work, compared to a national average of 54%. The figure for last 
year was 53%. In response to the question as to whether they would be happy for a friend or 
relative to receive care from the trust, 59% of staff responded positively compared to 58% last year 
and a national average of 60%.  
 
3.3 Leeds Community Healthcare NHS Trust 
Due to acute staffing shortages, the Community Rehabilitation Unit at St Mary’s remains closed 
temporarily following consultation with CCG Commissioners. Alternative arrangements have been 
made for patients due to be admitted to the unit and the CCG has been assured that the impact on 
quality of care has been minimal. It is anticipated that the ward will reopen on 1st April 2015. 
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LCH will commence reporting on the Friends and Family test for patients after Quarter 4 as per the 
National CQUIN requirement. 
 
In the National Staff survey LCH reported that 42% would recommend the trust as a place to work 
compared to 46% last year and a national average of 53%. In response to the question whether 
they would be happy for a friend to receive treatment from the trust 64% said yes compared to 
60% last year and a national average of 70%. These results will be discussed with the organisation in 
the Quality meeting. 
 
The CQC undertook a full inspection of the Trust in November; no details are known of the outcome 
and the report is awaited. 
 
In December admissions to the South Leeds Independence Centre were temporarily suspended 
following a number of issues raised by the Trust relating to staffing, patient acuity and a number of 
low-level incidents. Although the CCG does not commission Leeds Community Healthcare Trust 
directly in the provision of services relating to the Centre, the Director of Nursing and Quality has 
been supporting the Trust in the management of these issues. An action plan to mitigate against 
risks was implemented and a quality summit held to assess the issues and any concerns. Any 
safeguarding issues have now been resolved and the CCG is working closely with the Local 
Authority to monitor the action plan. 
 
LCH are undertaking a review of their District Nursing service and commissioners have been invited 
to participate. Further information will be provided in the next update. 
 
 
3.4. Harrogate District Foundation Trust 
Friends and Family Test 
The Friends and Family test the inpatient scores for January were 94% of respondents 
recommended the Trust ( a drop of 1% on the October figure) and 2% did not recommend the Trust 
( an 1% increase on the October figure).This is the same as the national score for England.  
 
For the A&E FFT, 89% of respondents recommended the Trust and 2% didn’t from a response rate 
of 21.2%.  This is a drop from 93% of respondents recommending the Trust in October; did not 
recommend the Trust remained the same. The national average was 88% recommending A&E 
departments and 6% not recommending. 
 
For the national staff survey 65% of staff said they would recommend the trust as a place to work 
against a national average of 58% , but a drop of 5% on the previous year. In response to the 
question about whether they would be happy for a friend or relative to receive treatment at the 
trust, 72% said they would against a national average of 65%. Again, however, there is a 5% drop on 
their result for last year. 
 
HCAI’s 
Harrogate Trust have reported nine cases of C. Difficile year to date against an annual threshold of 
15, and zero cases of MRSA bacteraemia. 
 

 
097a/2015 Board – Quality Update 

 



The Director of Nursing and Quality Manager continue to attend the joint Harrogate CCG and 
Harrogate Trust Quality meetings. There are no areas of significant concern identified to date. 
 
3.5 Yorkshire Ambulance Service 
The trust will commence reporting on the Friends and Family test for patients in Quarter 4 as per 
national CQUIN.  
 
In the National Staff survey for 2014, 36% of staff said they would recommend the Trust as a place 
to work, compared to a national average of 39%. This was also a drop from their figure of 39% for 
last year. In response to the question as to whether they would be happy for a friend or relative to 
receive care and treatment from the trust 58% of staff said they would, which is the same as the 
national average and an increase of 5% on last year’s figure. 
 
Red performance targets are regional targets; therefore YAS are contracted to delivering 
performance on a regional level as oppose to CCG level. CQUIN 2 (Improving red performance in 
underperforming CCG's) does provide this.  
 
Red 1 and 2 combined performance (calls resulting in an emergency response arriving within 8 
minutes) in January was 62.5% for Leeds North, 74.3% for Leeds South and East and 64.8% for 
Leeds West against a target of 75%. All Leeds CCGs’ performance has decreased since October 
2014.  
 
Red 1 and 2 combined performance (calls resulting in an emergency response arriving within 19 
minutes) in January was 93% for Leeds North, 98.7% for Leeds South and East and 98.2% for Leeds 
West against a target of 95%.  
 
YAS as an organisation failed to achieve the target for Red 1&2 combined 8 mins in January and 
YTD, although performance as a whole has improved slightly since July 2014 although there was a 
dip in December due to demand. YAS are using System Resilience monies which were allocated 
directly to YAS via the lead commissioner to support the performance improvement plan over the 
winter period. 
 
The Trust has developed a recovery plan which will be updated following review of the Good 
Governance Institute report on YAS performance, recovery plans and sustainability. The Trust is 
also carrying out a capacity review based on the recommendations of the Good Governance report. 
The recovery plan is monitored by the West Clinical Business Unit led by Wakefield CCG. A 
trajectory has been agreed envisaging that combined Red 1 and 2 8-minute performance for the 
region as a whole will reach at least 75% in each month from January to March 2015 
 
Industrial action for the end of January was cancelled by the Union. 
 
A serious Incident categorised as an Ambulance delay was reported in January involving a Leeds 
North resident. A full root cause analysis shall be carried which will be reviewed by the Leeds CCGs 
Serious Incident Review Panel . That makes a total of 8 SI’s reported since April 2014 by YAS in 
Leeds. 
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The LNCCG contract team and quality manager continue to work closely together to monitor the 
performance and quality of the service, and attend the Quality Meeting on behalf of the three 
Leeds CCGs. We are however, still awaiting Q3 CQUIN reports. 
 
A CQC inspection was carried out in January 2015 and the CCGs have provided a narrative to inform 
inspectors of key issues and concerns. As lead CCG Wakefield has collated and provided the 
response on behalf of all the CCGs; this has included comments from the three Leeds CCGs. 
 
As per contract, the OOH GP service (Local Care Direct) carry out a patient survey quarterly.  
Recorded out of hours activity for the quarter ending December 31 2014 was 72,600 cases across 
West Yorkshire. Under the contract this required 726 patients (1%) to be sampled and a minimum 
response of 145 (20%). 
 
The total number of responses received was 611. Overall there appears to be high levels of 
satisfaction with the telephone assessment, the primary care reception area and the consultation. 
An action plan has been developed based on these and results and previous ones and this will be 
monitored via the West Yorkshire Quality meeting 
 
The 111 service carried out a patient survey during the same time period. This was from a response 
rate of 12% to 3331 questionnaires being mailed out and covered the whole Yorkshire region.  The 
results suggest that there is an increase in people being happy with: 

• How they were listened to 
• Feeling reassured 
• Being treated with dignity and respect 

 
Out of 308 comments received, 278 were positive.  
 
 
 
4. Quality Updates 
4.1 CQUIN Schemes 
Each of the three main providers has achieved their CQUIN requirements for Q3 2014-15.  
 
CQUIN proposals for 2015-16 are currently being finalised. Member practices across the city have 
been consulted via locality meetings and events to ascertain their priorities with regards to areas of 
work that should be taken forward for development into a CQUIN indicator. Local CQUIN proposals 
include: 
 
Leeds Community Healthcare 

• Continuation of joint working with Leeds Teaching Hospitals on improving the patient 
experience of transitions of care 

• Continuation of development of integrated neighbourhood teams focusing on the 
implementation of MDT case management processes to support primary care 

• Continuation of improving co-ordinated care for children with complex needs 
• Improving waiting times and patient experience in CAMHS 
• Continuation of dementia screening of patients to be extended to the Podiatry Service 
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Leeds Partnership Foundation Trust 
The scheme for Leeds and York Partnerships Foundation Trust is a two-year scheme and will remain 
unaltered from last year. Indicators include: 

• Screening, assessment and intervention relating to nutrition 
• Assessment and referral of patients re smoking cessation, including training of staff 
• Improving communication with GPs relating to Dementia diagnosis 
• Liaison with primary care by Learning Disability Community nurses – identifying link nurses 

and patients by practices 
• Clustering of interventions in preparation for new payments systems inc introduction of 

outcome measures 
 
Leeds Teaching Hospitals 
This year, providers had the choice of remaining on the 2014-15 payment tariff or to move to the 
2015-16 tariff. As LTHT have opted to remain on the 14-15 tariff they will not be participating in the 
15-16 CQUIN scheme; only those Trusts opting for the 2015-16 tariff can do so. It remains unclear 
as to the impact of this and discussions are continuing with the provider. The Trust has indicated 
that they intend to continue to work on some of the national schemes. 
 
YAS 999 Service 

• Paramedic Pathfinder- a tool to aid paramedics find alternatives to A&E 
• Mental health pathway – to develop better pathways for those in mental health crisis. 
• Pain Management – to improve the patient experience of pain management. 
• Clinical Lessons learnt- to learn from incidents particularly in the operations centre. 
• National Safety – Sepsis and Deteriorating patient- to support a potential national CQUIN 

 
The National Indicators for 2015/16 will focus on the following areas: 

• Dementia screening and diagnosis 
• Management of acute kidney injury 
• Screening and management of sepsis 
• Improving the physical health care of patients with mental health conditions 
• Improving urgent and emergency care across local health communities 

 
 
4.2 Safer Staffing 
Safer staffing levels continue to be published and monitored by the quality team as previously 
reported. All of Leeds’ main providers published staffing levels as required and reported previously. 
Other than the issues referred to above, no immediate concerns have been identified. Although the 
requirement to publish only applies to inpatient areas, work is taking place nationally to develop 
appropriate establishment calculation tools for community based services. However, it is 
anticipated that this will not be until 2016. 
 
4.3 Cost Improvement Plans 
Quarterly update meetings have continued with providers with regards to monitoring the quality 
impact of cost improvement plans. To date nurse and medical directors have been assured by all 
three main providers of their impact assessment processes and that there are no significant risks to 
quality. An agreed cross-city procedure has been developed by the Director of Nursing and Head of 
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Quality to manage this process in a more formal manner. A ‘Star Chamber’ meeting is being held 
with LTHT in March to which a broader membership is invited including finance and commissioning 
colleagues are invited. Meetings with LYPFT and LCH are to be arranged.  
 
 
4.4 Safeguarding 
In February 2015, Ofsted inspected Leeds Local Authority’s arrangements and services provided for 
children who need help and protection and children looked after. The Local Safeguarding Children 
Board was reviewed as part of the overall inspection. The Local Authority and the LSCB will receive 
a grade for the inspection outcomes; the grades are Inadequate, Requires Improvement, Good or 
Outstanding. A final report with an overall grade for the inspection will be published in March 2015.  
 
Preparation continues for the unannounced Inspection by CQC of health services provided to 
children and families who are subject to child protection and for Children who are looked after. This 
inspection is expected before 31st March 2015, but the single inspection framework will be used 
until July 2015.   
 
The Safeguarding Adult Board (SAB) has undergone a Peer challenge conducted by the Local 
Government Association; recommendations were made to the SAB and are being progressed by the 
Board. The Care Act 2014 will be implemented in April 2015. The SAB have identified priorities to be 
addressed by the Board to ensure progress is being made towards compliance with the Act. 
   
 
5. Next Steps 
 The board is asked to be aware of the following: 

• Forthcoming publication of the LCH CQC Inspection 
• Finalisation of CQUIN indicators for the 2015-16 contract 
• Forthcoming publication of the YAS CQC Inspection 

 
6. Recommendations 
The board are asked to receive this report and note the issues raised. 

 
 
Paper prepared by: 
  
Mark Gallacher   Russell Hart-Davies 
Quality Manager               Head of Quality 
March 2015 
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Summary Report 
Meeting: Leeds North CCG Board Date: 25/03/2015 
Agenda Item: 220/2014 
Report Title: Financial Position 2014/15 
Prepared by: Jenny Davies – Deputy Chief Financial Officer 
Executive Lead: Martin Wright – Chief Financial Officer 
Presented by: Martin Wright – Chief Financial Officer 
Other meetings presented to: N/A 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  

2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North 
Clinical Commissioning group area. 

 

Executive Summary 
 
This report summarises the financial position of NHS Leeds North Clinical Commissioning 
Group (CCG). It incorporates performance against key financial duties as at 28th February 
2015, highlighting any areas of potential risk and potential action for the board to discuss 
and ratify. 
 
Leeds North CCG is required to meet a number of key financial duties and responsibilities 
as follows:- 
 

 
Target 
 

 
2014/15 forecast 

Revenue Resource Limit (RRL) Forecast to achieve 
Cash Limit (CL) Forecast to achieve 
Running cost limit £25 per head Forecast to achieve 
Better payment practice code Forecast to achieve 

 
 
Key Recommendations 
 

(a) Receive and comment on the Leeds North CCG financial position and 
performance against key financial duties. 

 
Assurance Framework 
 
Board Assurance Framework risk 7: Financial stability & sustainability. 
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Next Steps 
 
Financial performance and risks are reported to the Board on a bi-monthly basis. 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications Forecast to achieve statutory financial duties, maintaining 

overall costs within budget. 
Legal implications  
Workforce implications  
Equality impact assessment  
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FINANCIAL PERFORMANCE AS AT 28 FEBRUARY 2015 
 
1.  EXECUTIVE SUMMARY 
 
This report summarises the financial position of NHS Leeds North Clinical Commissioning Group 
(CCG). It incorporates performance against key financial duties as at 28 February 2015, highlighting 
any areas of potential risk and action for the board to discuss. 
 
1.1  Financial Duties & Targets 
 
The CCG is required to meet a number of key financial duties and responsibilities as follows:- 
 

 
Target 
 

 
RAG 

 
Forecast 

Revenue Resource 
Limit (RRL) 

 The CCG has a statutory duty to remain within its allocation, however 
the national planning guidance set a minimum target surplus of 1%. 
The CCG agreed a target surplus of £5.1m (2.1%) with NHS England at 
the start of the year, being the surplus brought forward from 2013/14. 
The CCG is currently forecasting to deliver a £5.95m surplus. 

Cash Limit (CL)  The CCG has a statutory duty not to exceed its cash limit.   
The CCG expects to manage within the cash limit available. 

Running Cost 
Allowance (RCA) 

 The CCG has a statutory duty to remain within its designated allocation 
for running costs.  
The CCG is currently forecasting to underspend by £0.33m against a 
£4.81m running cost allocation. 

Better Payment 
Practice Code (BPPC) 

 The CCG has a financial duty to pay invoices promptly in line with the 
better payment practice code, with a target of 95% of invoices to be 
paid within 30 days. 
The CCG is currently forecasting to achieve better than 95% compliance 
in all 4 categories (NHS, Non NHS by value, volume). 

 
 
1.2  Forecast Revenue Position 
 
The CCG has been forecasting an underspend of £5.1m in line with financial planning expectations 
and the control total agreed with NHS England before the start of the financial year. However the 
surplus has now increased to £5.95m of which £250k will be drawn down in 2015/16 to spend 
non-recurrently. 
 
1.3  Financial Risks 
 
The CCG is managing financial risks in year through utilisation of commissioning and contingency 
reserves. 2015/16 will be particularly challenging with potential risks already identified as: 

• Co-commissioning of primary care and specialist services. 
• Better Care Fund & Transformation. 
• Provider sustainability. 
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1.4  2014/15 Summary Financial Position as at 28 February 2015. 
 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 
Initial 14/15 Resource Baseline 228,020     
Growth 4,880     
Sub Total - 14/15 Revenue Allocation 232,900     
Running Cost Allowance 4,810     
Sub Total - Initial Resource Limit 237,710     
Return of 13/14 Surplus   5,144   
In-year Adjustments 1,867  3,581   
Total – Revenue Resource Allocation 239,577 8,725 248,302 

 
 

NET OPERATING COSTS 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Purchase of Healthcare:             
Acute Services – NHS 95,188 95,174 (-13) 103,840 102,695 (-1,145) 
Acute Services – Non NHS 6,503 6,422 (-80) 7,094 6,942 (-153) 
Urgent Care 10,673 11,122 449 11,644 12,138 494 
Mental Health & Learning 
Disabilities 27,384 27,913 529 29,823 30,405 582 

Community & Other Services 26,542 26,321 (-221) 28,955 28,753 (-202) 
Continuing Care 10,973 11,423 450 11,970 12,460 490 
Transformation 8,412 8,970 559 9,094 9,001 (-93) 
Total – Purchase of Healthcare 185,674 187,346 1,672 202,420 202,393 (-27) 
              
Prescribing 30,512 29,769 (-742) 33,286 32,985 (-301) 
              
Primary Care 2,229 1,541 (-688) 2,431 2,286 (-145) 
              
Running Costs 4,409 4,100 (-308) 4,810 4,477 (-333) 
              
Reserves:             
Planned Surplus 0 0 0 5,144 0 (-5,144) 
Earmarked reserves 0 0 0 210 210 0 
Contingency & Other Reserves 0 0 0 0 0 0 
Total – Reserves 0 0 0 5,354 210 (-5,144) 
              
Total – Net Operating Costs 222,757 222,756 (-1) 248,301 242,351 (-5,950) 

 
 
Further details are provided below 
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2.  CCG ALLOCATIONS 
 

CCGs were notified of their 2014/15 Revenue Resource and Running Cost Allocations prior to the 
start of the financial year. Subsequent adjustments to allocations are highlighted below.  
 

In-year Revenue Resource Allocations Adjustments 
Recurrent Non Rec. 

£’000 £’000 
Allocation adjustments – prior periods  1,150 3,186 
Insulin Pumps (-116)  
LTHT ID rules change from Specialist to Core CCG 833  
LTHT RTT Allocation  395 
Total – In-year Allocation Adjustments 1,867 3,581 

 
In Month 10 an additional allocation of £833k was transferred from NHS England alongside 
corresponding expenditure for services now deemed to be core rather than specialist services; 
£116k was transferred from the CCG to NHSE re insulin pumps.. In Month 11 the final Referral to 
Treatment (RTT) allocation was received. Further details are provided below. 
 
 
3.  PROGRAMME EXPENDITURE 
 
3.1  Acute Services – NHS 
 

Acute Services - NHS 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Leeds Teaching Hospitals 73,511 73,758 247 80,193 80,344 151 
Harrogate & District 18,354 17,772 (-582) 20,022 19,217 (-805) 
York Hospitals 1,494 1,153 (-341) 1,630 1,542 (-88) 
Bradford Teaching Hospitals 715 620 (-94) 780 688 (-91) 
Mid Yorkshire Hospitals 533 402 (-131) 582 457 (-125) 
Airedale 327 233 (-93) 356 261 (-95) 
Other NHS Trusts 150 1,131 981 164 186 23 
Commissioning Reserve 104 104 0 114 0 (-114) 
Total – Acute NHS 95,188 95,174 (-13) 103,840 102,695 (-1,145) 

 
Leeds Teaching Hospital NHS Trust (LTHT): Based on activity to month 10; after adjusting for data 
challenges, LTHT is broadly in line with CCG plans. Non-elective admissions remain under planned 
levels however this has still increased in the month 10 trading report due to winter. Elective beds 
have been used to meet Non Elective demand. Due to a change in the identification rules NHSE 
have transferred £833k to cover the services that are now deemed to be CCG core which includes:  
 

• Renal Transplant Outpatients 
• Kidney Transplant Inpatient and Device 
• Trans-catheter aortic valve implantation (TAVI) 
• HCD Drugs 

 
Page 5 of 11 

 



 
 

• Specialist Rehab 
• Multiple Trauma 
• CCG - Devices 
• Spinal 
• Pelvic reconstruction 

 
The additional expenditure will be reflected in the Month 11 trading report and will result in an 
over trade of £85k as the budget doesn’t cover current expenditure. 
 
Harrogate and District Foundation Trust (HDFT): The contract continues to under trade however 
activity has increased in both Critical Care and Non Elective due to winter.  
 
3.2  Acute Services – Non NHS 
 

Acute Services – Non NHS 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Nuffield 1,575 1,138 (-436) 1,718 1,289 (-428) 
Eccleshill Treatment Centre 255 11 (-244) 278 11 (-267) 
Spire 2,430 2,389 (-41) 2,651 2,683 31 
Other Private Providers 1,507 2,132 625 1,655 1,965 310 
GPSIs & AQPs 736 752 16 792 994 201 
Total – Acute Non NHS 6,503 6,422 (-80) 7,094 6,942 (-153) 

 
Winter could significantly impact on all areas of acute services and the forecast includes an 
estimate of £300k for unexpected costs that are usually incurred in the last quarter of the year in 
line with previous year’s outturn. 
 
3.3  Mental Health & Learning Disabilities 
 

Mental Health & LD 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Leeds & York Partnerships 20,620 20,617 (-3) 22,415 22,415 (-0) 
Bradford District Care Trust 37 30 (-7) 40 33 (-7) 
Tees, Esk & Wear Valley 1,018 1,038 20 1,111 1,133 22 
Voluntary Sector Organisations 894 894 0 998 996 (-2) 
Psychological Therapies (IAPT) 200 200 (-0) 224 224 (-0) 
Learning Difficulties 4,240 4,756 516 4,626 5,189 563 
Collaborative Fees 84 70 (-14) 91 76 (-15) 
MH Non Contracted Activity 94 140 46 102 153 50 
MH PSD/Other 73 73 0 80 80 0 
Specialist Services (Elective Panel) 56 30 (-26) 61 33 (-28) 
MH Service Developments 68 63 (-4) 74 74 (-0) 
Total – MH/LD 27,384 27,913 529 29,823 30,405 582 
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Within Learning Difficulties (LD) a cost pressure of potentially £2.4m per year citywide has arisen 
due to service users with escalating needs and complex cases moving from a secure care provision, 
currently NHS England’s responsibility, to a CCG non-secure service. The impact for the CCG this 
year is £563k.  
 
3.4  Urgent Care 
 

Urgent Care 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Yorkshire Ambulance Service 5,943 5,812 (-131) 6,483 6,341 (-143) 
Patient Transport Services 1,138 1,106 (-32) 1,241 1,207 (-34) 
Urgent Care – 111 391 388 (-3) 470 424 (-46) 
Urgent Care – OOH/MIU 1,963 1,862 (-101) 2,099 2,027 (-73) 
Non Contracted Activity 1,238 1,953 716 1,350 2,140 790 
Total – Urgent Care 10,673 11,122 449 11,644 12,138 494 

 
Yorkshire Ambulance Service (YAS) activity has fluctuated throughout the year and activity costs 
for Q1-3 for the 999 Contract have finally been agreed along with the Q1-2 CQUIN costs in line 
with expectations; Q4 activity and the contract penalties are still being negotiated 
 
Q1-2 reconciliation invoices have been received for 111 and Minor Injury Unit’s (MIU’s) and YAS 
plan to invoice for Q3-4 before the year-end deadline. No additional payments will be made for 
Out of Hours (OOH) due to activity exceeding the contract level due to the financial cap. 
 
Non Contracted Activity (NCA) forecast outturn has increased significantly by £790k. Due to the 
adhoc nature of NCAs it’s incredibly difficult to accurately forecast. The month 11 forecast is based 
on invoices received and validated up to month 11, however there is a risk that this is could 
change in the final month as part of the NHS agreement of balances exercise. 
 
Systems Resilience: Overseen by the citywide Strategic Resilience Board providers across the 
health economy have received funding to help deal with urgent care pressures over the winter 
period. A number of schemes were supported including:  
 

• LCH -  to use, primarily, on additional staffing for the Bed Bureau and within the 
Community, for 10 additional beds at Suffolk Court and for the introduction of a roaming 
MDT to support areas of significant pressure. 

• LYPFT - to enable the extension of Crisis services and develop Allied Mental Health 
Professionals (AMHPS) supporting the delivery of the Crisis Care Concordat.  

• LCC - Primarily to Leeds Equipment Service to enable the provision of additional equipment 
to meet increased demand.  

• YAS - to support the setup of a frequent callers service. 
• LTHT -to increase capacity and consultant cover for admission avoidance and for an 

additional 3 critical care beds over the winter period. 
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The schemes will be evaluated to ensure that funding in future years is targeted towards those 
with the best outcomes.  
 
3.5  Continuing Care (CHC) 
 

Continuing Care 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Funded Nursing Care 1,914 1,909 (-5) 2,088 2,082 (-6) 
Continuing Healthcare 8,570 9,078 509 9,349 9,904 555 
Continuing Care 229 200 (-30) 250 218 (-32) 
Continuing Care Staff 260 236 (-24) 284 257 (-27) 
Total – Continuing Care 10,973 11,423 450 11,970 12,460 490 

 
The CHC forecast for 2014/15 is an overspend of £490k. Continuing care is a demand led service 
and hence fluctuations can be difficult to anticipate. At the start of the year the CCG contributed 
£901k to the national CHC risk pool for outstanding appeals, a legacy issue from Leeds PCT. In 
January NHSE have returned £563k of this contribution on the basis that this must be used to 
increase the CCG surplus from £5.1 to £5.7m. 
 
The 2015/16 planning guidance confirms that a similar reserve will need to be created in 2015/16 
and the CCGs financial plan includes a reserve for a £800k contribution to the risk pool next year. 
 
3.6  Community & Other Services 
 

Community & Other 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Leeds Community Healthcare 16,904 16,904 0 22,538 22,538 0 
Hospices 833 814 (-19) 1,111 1,086 (-25) 
GP CIC Beds 589 546 (-43) 786 737 (-49) 
Reablement 804 809 5 1,073 1,079 6 
Long Term Conditions 1,895 1,767 (-128) 2,527 2,375 (-152) 
Children’s Services 705 701 (-3) 940 936 (-4) 
Safeguarding & Other 73 73 0 97 97 (-0) 
Total – Community & Other 21,803 21,615 (-188) 29,071 28,848 (-223) 

 
The under-spend in Community is mainly due to the cessation of the Tele-health service. 
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3.7  Prescribing 
 

Prescribing 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

GP Prescribing 738 662 (-76) 805 720 (-85) 
Central Drugs 29,121 28,496 (-625) 31,769 31,593 (-176) 
Out of Hours 124 155 31 135 157 22 
Oxygen 229 199 (-30) 250 225 (-25) 
Medicines Management 300 257 (-43) 327 290 (-37) 
Total – Prescribing 30,512 29,769 (-742) 33,286 32,985 (-301) 

 
Data has been received from the NHS Business Services Authority (NHSBSA) up to January 2015. 
The prescribing contingency reserve has been used due to an estimated 3% increase in general 
prescribing, changes in practice population, increases in fully funded drugs and new drugs within 
Primary Care. 
 
3.8 Primary Care 
 

Primary Care 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Local Enhanced Services 397 108 (-289) 433 288 (-145) 
GP over 75s 917 917 0 1,000 1,000 0 
Clinical Engagement 437 437 0 477 477 0 
Primary Care IT 478 79 (-399) 521 521 0 
Total – Primary Care 2,229 1,541 (-688) 2,431 2,286 (-145) 

 
A small underspend on Local Enhanced Services (LES) has been forecast due to delays in 
agreement and the roll out of the Amber drugs LES. 
 
 
4 RUNNING COSTS  
 
The CCG is currently operating within the running cost budget with a forecast year end 
underspend of £333k. 
 
 
5 FINANCIAL RISKS 
 
The CCG is managing financial risks in year through utilisation of commissioning and contingency 
reserves. 2015/16 will be particularly challenging with potential risks already identified as: 

• Co-commissioning of primary care and specialist services:  at this stage there is still 
uncertainty around the scope of services that will be transferred and/or co-commissioned 
by the CCG. There is a risk that these will not be fully funded, creating an immediate cost 
pressure for the CCG. 
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• Better Care Fund & Transformation:  the financial sustainability of the Leeds health 
economy relies on all partners to deliver improved outcomes and financial savings from 
these schemes. 

• Provider sustainability:  Delivery of year on year efficiency savings within local NHS Trusts is 
becoming increasingly more difficult. Government funding cuts to the Local Authority will 
also continue to place significant financial pressure on health & social care services for the 
foreseeable future. 

 
 
6 OTHER FINANCIAL TARGETS & INFORMATION 
 
6.1  Cash Drawdown 
 
Leeds North has remained within the revised tolerance for the monthly cash drawdown; which 
reduced in January 2015 from 5% to 1.25%. 
 

Month 
Drawdown Month end 

balance % 
£’000 £’000 

April 17,790   165   0.93% 
May 16,523   297   1.80% 
June 17,223   594   3.45% 
July 15,590   63   0.40% 
August 15,850   113   0.71% 
September 17,267   215   1.25% 
October 16,543   334   2.02% 
November 15,585   149   0.96% 
December 20,466   28   0.14% 
January 19,204   27   0.14% 
February 20,104   217   1.08% 
Total 192,145   2,202     1.15% 

 
The CCG’s maximum cash drawdown limit for the year is currently £241,376k. This limit includes 
cash drawn down directly by NHS Business Services Authority for prescribing related payments, 
which are not included in the table above. 
 
6.2  Better Payment Practice Code (BPPC)  
 
In order to comply with the BPPC the CCG has a target to pay a minimum of 95% of invoices within 
30 days of receipt, unless alternative payment terms have been agreed. Actual performance for 
the period ending 28 February 2015 is: 
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BPPC 14/15 to 28 February 2015 Number £’000 
Non NHS Creditors 
Total bills paid in year 2,962 26,693 
Total bills paid within target 2,869 26,341 
Percentage of bills paid within target 96.86% 98.68% 
NHS Creditors 
Total bills paid in year 2144 171,881 
Total bills paid within target 2124 171,802 
Percentage of bills paid within target 99.07% 99.95% 

 
6.3  Debtors 
 
The CCG age debt profile as at 28 February 2015 is shown below: 
 

Debtor type 
Current 1 mth + 2 mth + 3 mth + 6 mth + 
£’000 £’000 £’000 £’000 £’000 

NHS 268 0 0 18 0 
Non NHS 36 0 0 0 0 
Total 304 0 0 18 0 

 
The outstanding invoice for £18k is due to be paid imminently. 
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Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda Item: 221/2014 
Report Title: Financial Plans & Budgets 2015/16 
Prepared by: Jenny Davies – Deputy Chief Financial Officer 
Executive Lead: Martin Wright – Chief Financial Officer 
Presented by: Martin Wright – Chief Financial Officer 
Other meetings presented to: N/A 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available.  

2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 

3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.   
5. To promote choice based on quality of care and improve access to services for people in the Leeds North 
Clinical Commissioning group area. 

 

Executive Summary 
 
This paper sets out the current financial planning assumptions together with the resultant 
revenue budget for 2015/16. These are based on the financial plans which have been 
prepared in line with the planning guidance “The Forward View Into Action: Planning for 
2015/16” published in December 2014.   
 
Draft financial plans were submitted to NHS England as per the national timetable on 27th 
February 2015. 
 
Key Recommendations 
 

(a) Receive and approve the Leeds North CCG financial plan and associated 
budgets. 

 
Assurance Framework 
 
Board Assurance Framework risk 7: Financial stability & sustainability. 
 
 
Next Steps 
 
Final financial plans will be submitted on 7th of April 2015. 
Detailed budgets will be finalised and circulated once all contracts have been agreed. 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications Draft budgets have been produced derived from the 

financial plan 
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Legal implications  
Workforce implications  
Equality impact assessment  
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CCG FINANCIAL PLANS & BUDGETS 2015/16 
 
1  CCG ALLOCATIONS 
 
On 19 December 2014 NHS England published details of the 2015/16 allocations for CCGs, primary 
care and indicative specialised commissioning budgets by CCG.  
 
1.1  National Context 
 
The national allocations include the additional £1.98bn investment in the NHS, as announced in 
the Autumn Statement on 3 December 2014. £1.1bn of this additional investment has been 
earmarked for CCGs to support frontline services, of which £350m resilience funding is shared 
across CCGs on a fair share basis; the remainder allocated to accelerate the pace of change 
towards target allocations, particularly those who are significantly under target.  
 
1.2  CCG Allocations 
 
The Leeds North CCG programme allocation has increased by the minimum 1.4% (£3.27m), which 
is lower than the expected 1.7% included in initial financial plans. In addition the CCG will receive 
£1.27m, being its fair share of the £350m national resilience funding now being put into CCG 
baselines. The total uplift for the CCG is therefore £4.54m (1.94%). After adjusting for estimated 
population changes, the actual increase is 0.74% per head of registered population. 
 

Leeds North CCG allocations 
15/16 

Allocation 
£’000 

Allocation per 
capita* 

£ 

Programme: 
14/15 CCG Baseline 

  
234,028 

 
1,122 

Growth 1.40% 3,269  
Resilience (share of £350m)  1,272  
Share of additional funding  -  
15/16 CCG Baseline  238,569 1,130 
Better Care Fund (NHSE)  4,156  
Total Allocation - Programme  242,725  
    
Running Costs: 
14/15 CCG Baseline 

  
4,810 

 
23.06 

Efficiency (9.4%) (-452)  

Total Allocation – Running Costs  4,358 20.64 

    
GRAND TOTAL  247,083  

            * NHSE estimated registered population:  2014/15  208,615;   2015/16  211,102 
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The Leeds North CCG running cost allocation has reduced by £0.45m (9.4%) to £4.36m in line with 
previous announcements. This equates to £20.64 per head of registered population. 
 
Other points to note re CCG allocations: 

• Mental health spend must grow in line with overall CCG allocation growth. 
• Resilience funding is included in baselines. There will be no further seasonal resilience 

funding distributed in-year. 
• Funding has been included in tariff calculations to reimburse providers for the 35% 

increase in premia under the clinical negligence scheme for trusts (CNST) scheme. 
• Funding to cover the cost of historic claims relating to continuing healthcare remain in CCG 

allocations at the same rate as 2014/15 (£250m nationally, £0.9m LNCCG). 
 
 
2  FINANCIAL PLANNING FOR 2015/16 
 
In December 2014 NHS England published the planning guidance “The Forward View Into Action: 
Planning for 2015/16”. This suite of documents describes the approach for national and local 
organisations to make a start in 2015/16 towards fulfilling the vision set out in the NHS “ Five Year 
Forward View” whilst at the same time delivering high quality timely care. 
 
2.1  Business Rules 
 
Financial plans have been developed as part of the commissioning cycle and in accordance with 
the planning guidance. The prime financial business rules that the CCG must adhere to are: 
 

Surplus - A surplus which is the higher of 1% or 2014/15 surplus, less any agreed 
drawdown. The CCG will receive £5.95m brought forward from 14/15; however £250k will 
be drawn down to spend in 15/16 and a surplus of £5.7m (circa 2%) maintained to be 
drawn in later years as required. 

 
Drawdown - Limited to cumulative surplus at end of 2014/15 over 1%, subject to business 
case sign off. The has agreement to drawdown £250k. 

 
1% Non Recurrent -  The CCG is required to set aside a 1% non recurrent fund for 2015/16, 
which is intended to be used at a local health economy level to support transformational 
change.  

 
0.5% Contingency - The CCG is required to have a 0.5% contingency to provide a buffer 
against financial risks in the system. This provides assurance around the CCG’s resilience to 
further potential allocation changes and risks. 

 
2.2  Contracting and Tariff changes 
 
The outcome of the tariff consultation in Autumn 2014 was that a significant number of providers 
objected to the proposals. The effect of the objection threshold being reached is that Monitor has 
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to decide whether to refer the matter to the Competition and Markets Authority or develop 
further proposals on which to re-consult with the sector. Resolution under either option will take 
time meaning that a new tariff would not be in place for the start of the financial year. 
 
To maintain some stability within the sector and allow the timely completion of the contracting 
round, NHSE have offered providers two options to choose from as an interim solution: 
 

1. Default Tariff Rollover (DTR) is a straight rollover of status quo, until an agreement of 
2015/16 prices is reached - however no CQUIN (2.5%) will be available. Leeds Teaching 
Hospitals is the only major provider for this CCG to have chosen this option. 

 
2. Enhanced Tariff Option (ETO) – The provider cost improvement programme (CIP) 

requirement will reduce from 3.8% to 3.5%. NHSE have announced that £150m will be 
available to support CCG's to fund this gap however there is significant risk around this as it 
is currently unclear how these funds will be distributed to CCGs. 

 
2.3  Better Care Fund (BCF) 
 
The BCF has been in shadow form in 2014/15. The BCF for Leeds North CCG is £12.7m which 
includes £4.1m which has transferred from NHSE in 2015/16. Over 80% of the BCF will comprise of 
expenditure on existing services. Work to determine the composition of the BCF has been 
undertaken with the LA to ensure joint agreement and partnership working to transform services 
effectively. 
 
2.4  Key Financial Planning Assumptions 
 
The following assumptions have been included in the formulation of the CCG’s financial plans for 
2015/16, which includes a combination of nationally dictated and local assumptions: 
 

• A net tariff reduction of 1.9% (DTR) or 1.6% (ETO) on commissioned services. 
• A tariff growth reserve of 1% to invest in service changes, improved outcomes and/or 

increased capacity. 
• Demographic demand growth of 1.3% based on population projections. 

 
2.5  System Resilience 
 
During 2014/15 the CCGs in Leeds were allocated a total of £7.89m (across 3 tranches) non 
recurrently by NHS England. Resilience funding for 2015/16 has now been included recurrently 
within CCG baselines to provide certainty of funding and allow health economies time to plan and 
make best use of this resource. The CCG has received c£1.3m out of a citywide total c£5.2m. No 
further resilience money is anticipated during the year, although NHS England has retained £50m 
nationally to support ambulance and 111 services. 
 
Early assessment of the impact of some 2014/15 schemes has informed commissioning intentions 
for 2015/16, allowing some of the resilience funding to be included within the baseline contracts 
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with our main providers. Other existing schemes will be evaluated as part of the current resilience 
and winter planning process and will be considered for future funding; a small number of schemes 
will require interim funding to cover a period of up to 2 months whilst the evaluation is 
completed. A sum of £0.75m has been reserved for such schemes, which will be assessed and 
approved through the citywide Strategic Resilience Board. 
 
2.6  Quality, Innovation, Productivity & Prevention (QIPP) 
 
The CCG has a £5m QIPP programme, excluding the £6m inherently included in the tariff deflator 
for commissioned services. £3m relates to transactional QIPP released from effective growth and 
demand management.  
 
The CCG’s contingency and other reserves provide a buffer against any subsequent changes to 
these estimates or failure to fully deliver within anticipated timeframes. 
 
 
3  CCG BUDGETS 2015/16 
 
3.1  Revenue Resource Allocations 
 
The allocations summarised below include any changes made to allocations since first published in 
December 2014. 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 
Initial 15/16 Resource Baseline 234,745   234,745 
Growth 4,541   4,541 
Sub Total - 14/15 Revenue Allocation 239,286   239,286 
Running Cost Allowance 4,358   4,358 
Sub Total - Initial Resource Limit 243,644   243,644 
Better Care Fund (BCF) Transfer from NHSE 4,156   4,156 
Return of 13/14 Surplus   5,957 5,957 
Total – Revenue Resource Allocation 247,800 5,957 253,757 

 
3.2  Net Operating Costs 
 
Budgets have been prepared using 2014/15’s forecast outturn rolled forward and adjusted to 
reflect agreed 2014/15 contract values and local knowledge. 
 
 
 
 
 

Page 6 of 15 
 



 
 

 
NET OPERATING COSTS 2015/16 Budget 

 Recurrent Non Rec. Total 

  £’000 £’000 £’000 

Purchase of Healthcare:       

Acute Services – NHS 105,348   105,348 

Acute Services – Non NHS 6,940   6,940 

Urgent Care 12,268   12,268 

Mental Health & Learning Disabilities 30,644   30,644 

Community & Other Services 35,333   35,333 

Continuing Care 11,760   11,760 

Total – Purchase of Healthcare 202,293   202,293 

        
Prescribing 31,985   31,985 
        
Primary Care 2,363   2,363 
        
Running Costs 4,358   4,358 

    
Reserves:      
Planned Surplus   5,707 5,707 
Earmarked reserves 3,101  3,101 

1% Non Recurrent Transformation Reserve 2,400   2,400 

0.5 % Contingency & Other Reserves 1,300 250 1,550 

Total – Reserves 6,801 5,957 12,758 

     
Total – Net Operating Costs 247,800 5,957 253,757 

 
 
Further analysis is provided in the following sections. 
 
An update on the latest position regarding agreement of the CCG’s major healthcare and non-
healthcare contracts is appended at Annex A.  
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3.1  Acute Services – NHS 
 

Acute Services - NHS 
Budget 
£’000 

Leeds Teaching Hospitals (LTHT) 82,000 
Harrogate & District 19,400 
York Hospitals 1,500 
Bradford Teaching Hospitals 673 
Mid Yorkshire Hospitals 461 
Airedale 273 
Other NHS Trusts 177 
Commissioning Reserve 864 
Total – Acute NHS 105,348 

 
The LTHT budget has been set based on 2014/15 activity and reflects both growth and 
commissioning intentions. LTHT chose the (DTR) option and therefore 2014/15’s tariff prices will 
be used with no CQUIN payment. LTHT are also proposing a live PBR contract for 2015/16 and 
discussions around the impact and risk for all parties are currently in progress. 
 
Harrogate’s budget has been based on 2014/15’s activity and is currently a live PBR contract – due 
to this there is a risk of a potential over trade especially as one long stay critical patient can cost 
upwards of £250k. 
 
3.2  Acute Services – non NHS 
 

Acute Services – Non NHS 
Budget 
£’000 

Nuffield 1,343 
Spire 2,684 
Other Private Providers 1,913 
GPSIs & AQPs 1,000 
Total – Acute Non NHS 6,940 

 
The other acute providers are also on live contracts due to the risk involved with live contracts a 
commissioning reserve of £1.1m has been created to negate this.   
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3.3  Mental Health & Learning Disabilities 
 

Mental Health & LD 
Budget 
£’000 

Leeds & York Partnerships (LYPFT) 22,339 
Bradford District Care Trust 40 
Tees, Esk & Wear Valley 1,111 
Voluntary Sector Organisations 996 
Psychological Therapies (IAPT) 224 
Learning Difficulties 5,600 
Collaborative Fees 91 
MH Non Contracted Activity 102 
MH PSD/Other 80 
Specialist Services (Elective Panel) 61 
Total – MH/LD 30,644 

 
The NHSE planning guidance stipulated that investment within Mental Health had to be at least in 
line with the CCG’s overall growth to ensure Mental Health “Parity of Esteem”. This has been 
reflected in the budgets set. 
 
The Learning Disability Pooled budget has been increased to account for increased activity within 
2014/15. Collaborative work within this area with the Local Authority will continue to address 
current issues around increased costs. 
 
3.4  Urgent Care 
 

Urgent Care 
Budget 

£’000 

Yorkshire Ambulance Service (YAS) 6,538 

Patient Transport Services 1,303 

Urgent Care – 111 474 

Urgent Care – Out of Hours & Minor Injury Units 2,153 

Non Contracted Activity 1,800 

Total – Urgent Care 12,268 

 
The YAS contract is based on 2014/15’s activity with the additional activity paid at marginal rate 
included at full cost in the 2015/16 baseline. YAS have also opted for ETO and the potential 
increase in cost has been included within the budget together with an allowance for additional 
growth as, despite various programmes to reduce it, growth in urgent care is still around 4%.   
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3.5  Long Term Conditions, Community & Childrens 
 

Community & Other 
Budget 
£’000 

Leeds Community Healthcare (LCH) 22,658 
Hospices 1,086 
GP CIC Beds 737 
Reablement 1,079 
Long Term Conditions 2,375 
Children’s Services 936 
Safeguarding & Other 97 
Better Care Fund (BCF) 6,365 
Total – Community & Other 35,333 

 
Discussions with Leeds Community Healthcare are ongoing. The Trust has chosen the ETO option 
which reduces the CIP they are required to make and therefore increases the cost of the contract 
to the CCGs. All other budgets are expected to be in line with 2015/16’s forecast outturn. 
 
The Better Care Fund (BCF) budget includes the £4.1m transfer from NHSE and additional 
investment required to reduce non elective admissions. A contingency reserve is included to pay 
for activity should the schemes fail to have the necessary impact on acute services.   
 
3.6  Continuing Care (CHC) 
 

Continuing Care Budget 
  £’000 
Funded Nursing Care 2,061 
Continuing Healthcare 9,194 
Continuing Care 238 
Continuing Care Staff 268 
Total – Continuing Care 11,760 

 
Continuing care is a demand led service and hence fluctuations can be difficult to anticipate. The 
2015/16 budget has been produced in line with current expectations. A requirement for the 
national CHC risk pool has been made within earmarked reserves and is anticipated to be circa 
£800k.  
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3.7  Prescribing 
 

Prescribing Budget 
  £’000 
GP Prescribing 30,593 
Central Drugs 690 
Out of Hours 157 
Oxygen 225 
Medicines Management 320 
Total – Prescribing 31,985 

 
Overall the prescribing budget has been maintained at £32m. Further work is being undertaken to 
produce practice level budgets. 
 
3.8  Primary Care 
 

Primary Care 
Budget 
£’000 

Local Enhanced Services 288 
GP over 75s 1,055 
Clinical Engagement 498 
Non Recurrent Investment to support new models of care 422 
Reducing Health Inequalities (Deprived areas) 100 
Total – Primary Care 2,363 

 
In line with the CCG’s commissioning intentions and discussions at the CCG council meetings the 
budget has been set to invest directly within GP Practices.  
 
The CCG will continue to support practices in transforming the care of patients aged 75 or older 
and to reduce avoidable admissions by providing funding for practice plans to do so. This funding 
will be available to commission additional services which practices, individually or collectively, 
have identified will further support the accountable GP in improving quality of care for older 
people.  
 
The Amber Drugs LES has been included. The GP IT budget is funded by NHSE. A budget will be set 
once this funding has transferred, which is expected to be circa £520k.  
 
A significant proportion of the CCG’s non recurrent reserve is also earmarked for investment in 
primary care services. 
 
3.9  Running Costs 
 
The CCG running cost allowance (RCA) for 2015/16 has reduced by £0.45m to £4.36m.  This 
allocation is now equivalent to £20.65 per head of ADS2014 registered population. 
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The CCG running cost budgets are being set within the RCA limit. Each directorate will be allocated 
a budgetary control total within which all budgets and related expenditure must remain.  
 
Pay budgets are being calculated on the agreed funded establishment. Any uplift for national pay 
awards, where applicable, and agenda for change increments must be found from within the 
running cost allowance.  
 
Vacancy control procedures (Establishment Control Form) have been implemented to ensure that 
the CCG’s budgeted establishment is not exceeded.  
 
Non pay budgets are being calculated and reviewed in consultation with budget holders to ensure 
that resources are distributed fairly and meet the essential needs of the CCG.  
 
Services provided by the Yorkshire & Humber Commissioning Support Unit are currently under 
review. Services include: business intelligence, information governance, workforce and 
information technology (CCG & GP).  
 
3.10  Reserves 
 
Reserves have been created in line with the requirements above to ensure the CCG can meet its 
statutory financial duties. Funds will only be released from reserves on behalf of the Board when 
the Chief Financial Officer is satisfied that:- 

• the appropriate approval process & procedures have been complied with; 
• there is a sound financial strategy in place for spending resource; 
• the purpose is in line with strategic objectives & demonstrates value for money; 
• the commitment will not jeopardise the CCG’s ability to meet its statutory duties and 

financial targets. 
 
In line with the planning guidance the CCG has reserved 1% (£2.4m) of its budget to spend non 
recurrently to help support transformational change. Of this:- 

• £1.2m (0.5%) has been earmarked for citywide initiatives. Proposals have been developed 
as part of the commissioning intentions process and are being assessed & prioritised via 
the citywide CCG network.  

• £1.2m (0.5%) has been earmarked for local initiatives. Proposals are being developed 
internally to target this investment on local priorities within primary care and services in 
the community. 

 
Other reserves include the CCGs contribution to the national risk pool for continuing healthcare 
claims at circa £0.8m, system resilience reserve at £0.75m and a £1.3m (0.5%) contingency reserve 
per national guidance. 
 
3.11  Financial Risks 
 
The key financial risks for the CCG include: 
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• Co-commissioning of primary care and specialist services:  at this stage there is still 

uncertainty around the scope of services that will be transferred and/or co-commissioned 
by the CCG. There is a risk that these will not be fully funded, creating an immediate cost 
pressure for the CCG. 

• Better Care Fund & Transformation:  the financial sustainability of the Leeds health 
economy relies on all partners to deliver improved outcomes and financial savings from 
these schemes. 

• Provider sustainability:  Delivery of year on year efficiency savings within local NHS Trusts is 
becoming increasingly more difficult. Government funding cuts to the Local Authority will 
also continue to place significant financial pressure on health & social care services for the 
foreseeable future. 

• Continuing Care:  The number of continuing care cases continues to rise. Also 
arrangements for PCT legacy claims are being managed centrally by NHS England, with 
CCGs contributing to mandatory risk pool arrangement. 

• Commissioning Support:  The CCG’s commissioning support provider was unsuccessful in 
its bid to get onto the Lead Provider Framework. There is a risk that the CCG may fail to 
secure adequate commissioning support arrangements from April 2016 within the CCGs 
running cost allowance. 
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ANNEX A 
CONTRACT UPDATE 
(as at 16 March 2015) 
 
Contracts are being negotiated within the parameters and quantum agreed by the Leeds CCG 
network as part of the business planning process. Activity relating to system resilience has been 
built into contract baselines where possible.  
 
Progress to date is summarised below: 
 
Leeds Teaching Hospitals NHS Trust (LTHT) – value circa £ 365m citywide and £82m LN 
 
Discussions and negotiations continue on a regular basis between the lead commissioner, Leeds 
West CCG, and the Trust. The national offer of the different tariff options caused a slight delay 
whilst the Trust decided which option they preferred. However, now that LTHT have settled on the 
default tariff rollover, further progress is being made within the rules for this option.  
 
The Leeds CCGs offers to LTHT so far have been made in an attempt to agree a contract with fixed 
floor and ceiling values. This would provide a fair degree of certainty to the Trust and the CCGs 
without affecting the rollover position into 2016/17. To date LTHT have indicated a preference for 
a live PbR contract as they estimate this would provide a greater level of income over and above 
the ceiling value offered by the CCGs. The default position is a live contract if the Trust rejects a 
floor and ceiling offer. 
 
Leeds & York Partnerships Foundation Trust (LYPFT) – value circa £92m Citywide and £22m LN 
 
The 15/16 LYPFT contract has been agreed in principle and is on schedule to be signed on time. 
This is the second year of a 2 year contract. All schedules have been updated and are in the 
process of being signed off by both parties.  
 
The tariff reduction applied to the contract is being reinvested into services to ensure that mental 
health expenditure increases in line with the CCG’s allocation growth. 
 
National CQUINS are still to be agreed. Two National CQUINS have been indicated for mental 
health; one is a continuation of the Physical/Mental health CQUIN from 14/15 from and we are 
awaiting the milestone details. The second national CQUIN is new for 15/16 and is linked to joint 
working with LTHT around Urgent Care in A&E. As LTHT have opted for the DTR option, CQUIN no 
longer applies; the implications of this are currently being assessed. 
 
Leeds Community Healthcare (LCH) – value circa £ 95m Citywide and £23m LN 
 
Discussions and negotiations are at an advanced stage between the lead commissioner, Leeds 
South & East CCG, and the Trust. Contract negotiations are expected to be completed by the end 
of March and within the agreed financial envelope. The tariff reduction applied to the contract is 
being reinvested to protect community services including community nursing, neighbourhood 
team co-ordinators and child & adolescent mental health services. 
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Yorkshire Ambulance Service (YAS) – value circa £26.5m Citywide and £6.4m LN 
 
Discussions and negotiations continue on a regular basis between Wakefield CCG (lead 
commissioner on behalf of all CCGs in Yorkshire & Humber) and YAS. The Trust have opted for the 
enhanced tariff option (ETO) resulting in a 0.3% cost pressure to CCGs over and above initial plans. 
 
The Trust is anticipating significant growth in ambulance conveyances and is seeking up-front 
funding to invest in schemes to potentially improve national service standards. CCGs are seeking 
amendments to the current tariff prices to better match the actual cost of delivery whilst 
remaining within the overall cost quantum. 
 
A number of business cases for additional investment have been put forward by the Trust. Some 
of these have been rejected, whilst the remainder have been returned for clarification of 
outcomes and cost/benefit analysis.  
 
Yorkshire & Humber Commissioning Support (YHCS) – value circa £0.6m 
 
The CCG’s current commissioning support organisation, YHCS, was not appointed to NHS England’s 
Lead Provider Framework for commissioning support services and cannot therefore provide 
services in its current form to CCGs beyond March 2016. Consequently the CCG needs to review its 
commissioning support arrangements, essentially re-assessing the make/share/buy options in 
order to put new arrangements in place by 1 April 2016. Sharing or repatriating these services in-
house will require formal approval of a business case by NHS England. Buying services from 
external organisations will require the CCG to follow a robust procurement process preferably 
through the Lead Provider Framework. 
 
A transition board has recently been established by NHS England to oversee the transition to new 
arrangements. Yorkshire & Humber (Y&H) CCGs have agreed to work collaboratively to discuss 
future commissioning support arrangements and provide a customer voice in the transition board 
based on the following principles: 

• work together to make decisions to a common timeframe. 
• whilst trying to reach a consensus on any service line, each CCG has the right to make its 

own decision. 
• endeavour to work together to see whether any compromise would achieve a better 

outcome for all parties. 
• produce collective business cases for each service line across Y&H. 
• develop a resilience memorandum of understanding to describe how CCGs will work 

together to support each other during this process. 
 
In the meantime discussions are in progress to extend the existing services provided by YHCS into 
2015/16, acknowledging that this can only be a temporary arrangement. There is a real risk that 
the quality of service provision could be affected as we move through the transitional 
arrangements. 
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 Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda item: 222.2015  
Report Title: Board Assurance Framework  
Prepared by: John Bynoe, Governance Manager 
Executive lead: Martin Wright, Chief Finance Officer 
Presented by: Martin Wright, Chief Finance Officer 
Other meetings presented to: Governance, Performance & Risk; Executive Team 
 
Purpose of report 
  Decision    
  Information and Comment   
  Assurance  
Strategic Objectives (tick all that apply) 
1.To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available. 

 
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 
3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 
urgent care services. 

 
4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.  
5. To promote choice based on quality of care and improve access to services for people in the Leeds North 
Clinical Commissioning group area. 

 

 
Executive Summary 

1. The Board Assurance Framework 2014-15 has been reviewed and updated since it 
was last presented to the CCG Board in January 2015.   

 
2. There are currently 8 BAF risks on the BAF 2014-15 which are:     

 
BAF Risk No. BAF Risk Description Current 

Score 
1 

Delivery of 2014/15 Plan 
 
Failure to deliver the 2014/15 critical milestones of the CCGs Clear and Credible Plan. 
 

 
12 
 

2 
Delivery of economy-wide 

strategy 
Failure to deliver economy wide strategy: HWB, Transformation, Leeds, Engagement, WY, 
Leeds North  

8 
3 

Member Practices 
Engagement 

Lack of engagement and  participation of all members of practices in the strategic 
development and functioning of the CCG 
 

 
5 

4 
Provider Delivery 

Failure  to deliver constitutional standards and achieve a sustainable position and delivery on 
its contract 
 

16 

5 
Local Authority service 

changes 

Local Authority changes in service delivery affecting health care delivery 6 

6 
High Quality services and 

care 
The CCG is unable to deliver the quality metrics as indicated in the NHS Standards Contract 

 
12 

7 
Finance 

Failure to achieve finance stability and sustainability 9 

8 
Changing Commissioning 

Landscape 

The emerging discussion around areas of commissioning responsibility which are currently 
held by NHS England.   

 

 
16 
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3. The following changes have been made to the BAF risks:  
 

            

Ref   Key changes since last review 

 
1. Delivery of 2014/15 Plan 

GAPS & PROGRESS UPDATED SCORE INCREASED FROM 8-12. 

 
2.Delivery of economy-wide strategy  

UPDATED CONTROLS, ASSURANCE, GAP & PROGRESS SCORE REMAINS 
SAME 

 
3.Member Practices Engagement 

ASSURANCE & PROGRESS UPDATED RISK SCORE REDUCED FROM 10 - 5 
TO REFLECT ENGAGEMENT WITH PRACTICES. 

 
4 Provider Delivery  

ASSURANCE AND PROGRESS AREAS UPDATED SCORE REMAINS SAME 

 
5. Local Authority service changes 

CONTROLS, ASSURANCE, GAPS & PROGRESS UPDATED. SCORE REMAINS 
SAME 

 
6.High Quality services and care 

SCORE REMAINS SAME: NO CHANGES 

 
7.Finance 

GAPS & PROGRESS UPDATED – SCORE REMAINS SAME 
 

8.Changing Commissioning Landscape 
GAPS & PROGRESS UPDATED SCORE INCREASED FROM 15 - 16  

 
 
Key recommendations 
 
The Board is asked to: 
 

• Consider and agree the current Board Assurance Framework risks as at March 
2015. 

  
Assurance Framework 
N/A 
 
Next Steps 
The development of the BAF 2015-16 will begin and a Board workshop will be held in June 
2015 to take this forward. 
 
The current BAF 2014-15 will remain current until the new BAF 2015-16 is formally 
adopted by the Board. 
 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
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Board Assurance Framework (BAF Risk Report) 2014-2015 
18 March 2015 

 
STRATEGIC OBJECTIVES: 
1) To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 

commissioning high quality services based on the needs of local people and within the resources available  
2) To support people to be healthy for longer by promoting better disease management, prevention and early 

detection and treatment 
3) To drive the transformation of urgent care across the city, improving access and promoting appropriate use of 

urgent care services 
4) To drive the improvement of services city-wide for people with mental health needs and learning disabilities 
5) To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 

Commissioning group area   
 
 
 
 
 
 
 
 
 
 
 
 



 
Introduction 
 
The Board Assurance Framework (BAF) Risk Report evidences Leeds North Clinical Commissioning Group control over delivery of its strategic objectives listed 
above. This report directly underpins the Annual Governance Statement (AGS) and is the subject of annual enquiry by Internal and External Audit. 

 
Function of the BAF Risk Report 
 
This report is a tool for the Board corporately to assure itself (gain confidence, based on evidence) about successful delivery of the organisation’s strategic 
objectives. The framework is designed to focus the Board on controlling principal risks threatening the delivery of those objectives. It aligns principal risks, key 
controls and assurances on controls alongside each objective.  
 
Where gaps are identified, where key controls and assurances are insufficient to reduce the risk of non-delivery of objectives, action plans will be created. This 
enables the Board to develop and subsequently monitor a Board Assurance Action Plan for closing gaps. The direction of the Board in these matters ensures 
appropriate allocation of resources to improve the effectiveness of management. 
 
The purpose of the BAF Risk Report may be summarised as: 
 
To provide a: 

• comprehensive method for the effective and focused management of the principal risks to achieving strategic objectives; and 
• a basis for the preparation of a fair and representative Annual Governance Statement. 
 

Board responsibility for the BAF Risk Report 
 
It is for the Board as the corporate head of the CCG to: 

 Establish strategic objectives. 
 Identify the principal risks that threaten the achievement of these objectives. 
 Identify and evaluate the design of key controls intended to manage these principal risks. 
 Set out the arrangement for obtaining assurance on the effectiveness of key controls across all areas of principal risk 
 Evaluate the assurance across all areas of principal risk. 
 Identify positive assurances and areas where there are gaps in controls and / or assurances 
 Put in place plans to take corrective action where gaps have been identified in relation to principal risks 
 Maintain dynamic risk management arrangements including, crucially a well-founded risk register. 
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Strategic Risk Summary 

Ref Risk Score at 
Nov 14 

Score at 
Jan  2014 

Score At 
Mar 15   Key changes since last review 

 
1. Delivery of 2014/15 Plan 

Failure to deliver the 2014/15 critical milestones of the CCGs Clear and 
Credible Plan. 8 

 
8 

     
     12 

GAPS & PROGRESS UPDATED SCORE 
INCREASED FROM 8-12. 

 
2.Delivery of economy-wide 

strategy  

Failure to deliver economy wide strategy: HWB, Transformation, Leeds, 
Engagement, WY, Leeds North 

 
8 

 
8 

 
8 

UPDATED CONTROLS, ASSURANCE, GAP & 
PROGRESS SCORE REMAINS SAME 

 
3.Member Practices 
Engagement 

Lack of engagement and  participation of all members of practices in 
the strategic development and functioning of the CCG  10 

 
10 

 
5 

ASSURANCE & PROGRESS UPDATED RISK 
SCORE REDUCED FROM 10 - 5 TO REFLECT 
ENGAGEMENT WITH PRACTICES. 

 
4 Provider Delivery  

Failure  to deliver constitutional standards and achieve a sustainable 
position and delivery on its contract 

 
16 

 
16 

 
16 

ASSURANCE AND PROGRESS AREAS UPDATED 
SCORE REMAINS SAME 

 
5. Local Authority service 

changes 

Local Authority changes in service delivery affecting health care 
delivery 6 

 
6 

 
6 

CONTROLS, ASSURANCE, GAPS & PROGRESS 
UPDATED. SCORE REMAINS SAME 

 
6.High Quality services and care 

The CCG is unable to deliver the quality metrics as indicated in the 
NHS Standards Contract 
 

 
12 
 

 
12 

 
12 

SCORE REMAINS SAME: NO CHANGES 

 
7.Finance Failure to achieve finance stability and sustainability  9 

 

 
9 

 
9 

GAPS & PROGRESS UPDATED – SCORE REMAINS 
SAME 
 

8.Changing Commissioning 
Landscape 

The emerging discussion around areas of commissioning responsibility 
which are currently held by NHS England.   
 

    15 

      
       15 

 
16 

GAPS & PROGRESS UPDATED SCORE 
INCREASED FROM 15 - 16  

4 2 1 

7 

3 

5 6 
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BAF Risk Heat Map 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
1 
 

1 & 2 The risk is: 
Failure to deliver the 
2015/16 critical 
milestones of the 
CCGs Clear and 
Credible Plan. 
 
Risk Owner Nigel 
Gray 
 
Committee – Board  
  

Causes: 
• Lack of shared ownership of 

the milestones within the 
plan 

• Lack of reporting and 
monitoring of performance of 
the plan 

• Reliance on other 
organisations (including 
other CCGs and Local 
Authority) to contribute to its 
success 

 
Effects: 
• Financial penalties both to us 

as a commissioner and the 
implications of provider non-
delivery 

• Failure to improve the health 
of our population 

• Disengagement of member 
practices 

• Failure to achieve our 
strategic objectives 

• Loss of patient trust in 
meeting their expectations 

 
 
 
 
 

I – 4 
L – 3 

16 

(1) NHS England (NHSEAT) 
Area Team have approved 
the clear and credible plan  

 
(2 ) Milestone  tracker is in place 
and monitored at Board quarterly 

 
(3) Quarterly  monitoring of the 
clear and credible plan, progress 
reported to Board 

 
(4) Clear and credible plan is 
linked to team and  individual 
objectives  
 

 
(5) Clear and credible plan is 
linked to Health and Well-Being 
(HWB) strategy and priorities 
 

 
(6) Provider Management Groups  
in place to hold providers to 
account through robust 
governance 

 
(7) Built delivery milestone plan in 
conjunction with service leads to 
ensure shared ownership for 
2014/15 
 
 
 

(1) NHSEATand HWB  
have approved the clear 
and credible plan   

 
(2) Milestone  tracker 
signed off at Board 
annually

 
 
 

 
(4) Appraisal process 
incorporating individual 
objectives in place for 
2015/16 

 
(5) 2 year operational plan 
and 5 year strategic plans 
submitted to NHSEAT and 
Health and Well Being 
Board 

I – 4 
L – 3 

12 

 
 

 
 
 

 
(3)Lack of metrics for impact in 
clear and credible plan 

 
 
 
 
 
 

 
(5) Further work ongoing to 
support the economic analysis 
of 2+ 5yr plan ramifications to 
enable financial clarity. 

 
 
 
 
(7) Risk renewed current 
pressures in the Health & Social 
Care system. These include 
financially and the overall 
system concerns Nationally on 
our CCGs ability to deliver 
requirements 

 
 
 
 
 

 
(3)Work is developing to 
ensure there is a clear metrics 
for impact in clear and 
credible plan. 
 
 
 
 

 
(5) CSU and Transformation 
team working to renew and 
refresh current plans to 
delivery in 2015/16.Including 
financial efficiency modelling 

 

4 
 



 
Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
2 
 

1 (2, 3, 4, 
5) 

The risk is likely to be 
a strategic risk from 
2013-2019: 
Failure to deliver 
economy wide 
strategy: 
• Unit of 

planning 5 year 
strategy 

• Joint Health 
and Well Being 
Strategy (J 
HWS) 

• Transformation 
Programme  

• West Yorkshire 
10CC 
programme 

• Leeds North 
 
 
Risk Owner : Nigel 
Gray 
 
Committee: 
Transformation Board / 
Members Council 

Causes:  
• Ineffective partnership 

arrangements/working 
• Heavily dependent on third-

parties for operational 
delivery 

• Constraints of financial and 
contractual mechanisms 

• Inadequate governance and 
resourcing of programme 
delivery 

 
Effects: 
• Financial penalties 
• Health outcomes 
• Disengagement of member 

practices 
• Reputation damage 
• Patient experience  
• Unsustainable health-

economy 
 
 
 
 
 
 

I – 5 
L – 4 

20 
 

(1) Health and Well Being Board – 
outcomes, priorities and measures 
- due regard process -  Nigel Gray 
(NG/Jason Broch(JB)

 
(2) Transformation Board – work 
programme overhauled and 
refocused  
(3) City-wide lead AO for 
development of strategy in place 
(Dr Andy Harris)

 
(4) Citywide Planning Coordination 
Group of the Transformation Board 
established and Lead Director 
appointed (LL)

 
(5) Patient Advisory Group (PAG)

 
(6) 10CC West Yorkshire CCGs – 
Area Team lead – NG

 
(7) NHS Leeds North CCG Board

 
(8) Pioneer project, Better Care 
Fund and Year of Care 
governance processes 
 
 
 
 
 
 
 

 
 (9) Collaborative – and Provider    
 Management Groups (PMG) 

(1, 2, 3,4) Unit of planning 
strategic narrative and 
supporting documents are 
included in the plan on 
page 

(1, 2,3,4) Minutes of 
Health and Well Being 
Board & Transformation 
Board – 
 
(1,2,3,4) Delivery 
trackers discussed at 
Transformation Board 
(1,2,3,4) Terms of 
reference  of fore 
mentioned groups 

 
(5) Papers/reports to the 
PAG.  Communication, 
Education, Equality and 
Diversity (CEED) plans. 
(5) Internal Audit report 
provided  

 
(8)Programme PPD 
workplans and highlight 
reports are discussed: 
Transformation  - 
Transformation Board 
Urgent Care – Strategic 
Urgent Care Board 
Mental Health Framework 
– Mental Health 
Programme Board

 
(9) MOU – collaborative 
across the three CCGs 

I – 4 
L – 2 

8 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
(5) PAG still developing 

 
(6) WY strategy not yet fully 
developed – Approach & 
support for funding now 
available for 2015/16 

 
 
 
 
 
 
 
 
 

 
(9) PMGs need further 
development to discharge 
assurance responsibilities 

 
 
 
(2) Internal audit has taken 
place on Transformation 
2014/15 in Q4 
 
 
 
 
 
 
 
 
 

 
(5) PAG development  
progressing 

 Training and development 
underway and has included 
E&D and commissioning 

- 17 PAG members now 
appointed from diverse 
backgrounds 
- Attendance rates 60-70% 
- Regular links with 
Healthwatch 

Owner: Graham Prestwich/ 
2015/16 
Additional staffing employed 
to support

 
 
 
9) Development plan for  
PMGs to be progressed by 

5 
 



 
Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
 
(10) Unit of planning strategy 
aligned to JHWS to avoid dilution 
of focus, agreed through CCG 
Boards and HWB, triangulated with  
provider plans at high level 

 
 
(11) Non-recurrent investment 
programmes to support Better 
Care fund and Transformation 
Programme  

 
(12) Identified accountable 
executive leads for each major 
initiative

 
(13) Project plans and programme 
definition documents in place for 
major initiatives, along with 
economic modelling for the system 
and Outcome Based Accountability 
and supporting reporting 
methodology adopted   

 
(14) Workshops with Members 
Council to inform development and 
sign off 

 
(15) City-wide planning co-
ordination group for Health and 
Well Being established. 
 
 
 
 
 

 
 
 
 
 

 
 
(11) Better Care Fund 
refreshed and plans in 
place to deliver 2015/16 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
(15) City-wide resources 
now in place – review of 
ongoing requirements to 
ensure delivery 2015/16 
 

 
(10) Ability to assure CCGs that 
other units of planning reflect 
our assumptions, particularly 
alignment with specialised 
commissioning and other 10CC 
organisations 

 

DoCs group (LL)  
Owner: Liane Langdon/:  
 
(10) 10CC discussions and 
workplan developed – Nigel 
Gray 

 
 
 
 

6 
 



 
Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
3 (1)2-5 The risk is: 

Lack of engagement 
and  participation of 
all members of 
practices in the 
strategic 
development and 
functioning of the 
CCG  
 
Risk Owner : Jason 
Broch 
 
Committee : Members 
Council holds the 
strategy for the CCG 
and is advised by the 
Clinical Leadership 
Team 
 
 
 

Causes: 
• Members not feeding back 

information to Member 
Practices 

• Ineffective Communication 
methods  

• Funding changes in general 
practice 

• Increased clinical workloads 
• Increase in demand through 

national contracts 
• Inability of practice CCG 

lead to engage rest of 
practice 

• Political influence in the 
build-up to general election 
effecting morale/culture.  

• Perception of not being 
involved 

• Board made aware of 
Council discussions 

 
 
 
Effects: 
• Not a clinically led 

organisation  
• Lack of clinical opinion 

around prioritisation. 
• Lack of empowerment / 

ownership 
• Silo working 
• Increased unwarranted 

variation 
• Failure to deliver goals 
• Increasing dependency on 

hospital sector  
 
 

I – 5 
L – 2 

10 
 

(1) Development of Primary Care 
Framework in association with the 
Area Team 

 
(2) Co-commissioning of Primary 
Care and involvement in 
Transformation workstream on 
Primary Care 

 
 

(3) Incentivising practices for CCG 
work 

 
 
(5) Agreement within Constitution 
regarding the responsibilities of 
practice representatives at Council 

 
(6) Meetings to inform all practice   

  members of commissioning  
  business  

(6) Chief Officer and Chair visits to 
practices and wider involvement 
via prescribing and GP portfolio 
meetings

 
(7) Actively recruiting enthusiastic 
clinical leads 
(7) Talent spotting 
(7) Facilitating other work the 
practice has to do (best use of 
group meetings)  

 
(8) Role of GP NEDs to monitor 
the issue of practice engagement 
via Clinical Leadership Team 

(1) Primary Care 
Framework  
presented to Council 

 
(2) Workshop for all 
practices facilitated by  
Primary Care 
Commissioning (PCC) and 
ongoing engagement with 
PCC

 
(3 )Current incentive 
schemes  

 
 
(5) Leeds North CCG  
refreshed Constitution and 
ongoing review 

 
 (6) Ongoing engagement 
plans and Executive team 
meeting with practices 

 
(6) Ongoing monitoring 
and output of incentive 
schemes 

 
(7) GP Portfolios meeting 
 
 
 
 
 
(8) GP NEDs report back 
on engagement e.g. via 
Practice Reference Group 

I – 5 
L – 1 

5 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
(6)No formal reporting of wider 
practice engagement 
 
(6) No contractual levers over 
GP 
(6) Legal limitations of type of 
information supplied to each 
practice 
 
 
 

 
 
 
 
 
 

 
 

 
(2)Co-commissioning 
proposals discussed with 
Council.  Active engagement 
of members debate on 
benefits and risks.  
Owner: Jason Broch - ongoing 

 
(3)Range of projects e.g. 
winter schemes already 
progressed 15/16 schemes 
under development 

 
 
(5)Refreshed constitution 
approved by Council 16 
September. Further 
amendments approved 19 
January 2015 
(5) Clinical leadership Team  
roles contested in March 2015 
elections. 8 candidates  
presented to Council March 
2015. 

 
(6) Rolling programme of 
Executive  meetings has been 
well received by practices. 
(6) Ongoing engagement with 
practices on co-
commissioning has included 
informal drop in sessions and 
breakfast meetings. 
Owner: Jason Broch 
Imp Date:  Bi monthly in 2015 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
  

(9) Development of Locality 
meetings to support local 
integration 

 
(10) Council meetings – protected 
time 

 
 
 
 
 
 
 
 
 
 
 
 

 
(9) CCG supporting locality 
meetings 
 

 
(10) Council summary 
report is circulated and 
forms part of feedback to 
Board 

 
 
 
 
 
(11) Progress against 
Clear and Credible Plan  
quarterly to the Board 

 
(12) Annual Stakeholder 
Survey results (local 
questions added with 
regards practice 
engagement 

 
 
(13) Engagement of 
practices in improvement 
programmes 

 
 
 

 
 
 
 
 
 

 
 

  
 
 

 
 
(10) Attendance at Council 
meetings remains strong 
 (10)Council actively engaged  
in strategic decision-making 
e.g. discussion of integrated 
community teams, 
commissioning intentions, 
new models of primary care, 
social prescribing.  
Owner: Jason Broch           
Imp. Date: Bi monthly 

 
 
(12) Annual stakeholder 
survey completed, action plan 
developed and agreed at 
Executive, further 
engagement with practices 
about how best to action 
some of the gaps identified 
Owner: Jason Broch 
Imp Date: ongoing 

 
(13) Engagement with  
practices through Primary 
Care Quality Improvement  
Group, Practice Nurse 
Development Programme, 
Practice Nurse and Manager 
action learning sets. 
 
(14) Represented on national 
groups looking at information 
flows within the NHS 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
4 
 

SO 1 (SO 
2) 

The risk is: 
Failure  to deliver 
constitutional 
standards and 
achieve a 
sustainable position 
and delivery on  
contracts 
 
Risk Owner: Liane 
Langdon  
Committee: Board  

Causes: 
• Inadequate contract 

management 
• Size of contract and 

specialist components 
involving other 
commissioners 

• New management structure 
and knock on effects through 
staff structure 

• Inadequate operational 
management including data 
quality, workforce, estates 
legacy 

 
Effects: 
• Patient care will suffer 
• Sustainable position is not 

achieved 
• Additional financial resource 

requests of the CCG by 
LTHT 

• City-wide reputation affected 
 
 
 
 
 

I – 5 
L – 5 

20 

(1) Provider Management Group 
(PMG) meet on regular  basis 
reporting to GPR - LL, GB, MP 
(1) Provider management function 

 
(2) Contract Management Board 
(CMB) meet on bi-monthly basis –  
NG plus West and S&E 

 
 
 
 
 
 
(3) National Trust Development 
Agency working with LTHT to 
achieve sustainable position – NG 
in dialogue 

 
(4) Collaborative contract 
management arrangement 

 
(5) Activity, financial, performance 
and quality reporting – monthly to 
LL, GPR, Board 

 
(6) Internal audit schedule 
 

 
(7) Transformation Board 
programme of work

 
 
(8) Non-recurrent investment in 
RTT and system resilience 

(1) Provider 
Management 
Groups minutes 
discussed at GPR 

 
 (2)CMB minutes discussed 

at     GPR and Board 
minutes 

 
 
 
 
 
 
(3) NTDA statement of 

Trust position at 
point of assessment/ 
diagnosis 

 
 
 

 
(5) Performance reports to 
the GPR Committee 

 
(6) Internal Audit report on 
contract and provider 
management 2013/14 and 
audits undertaken in 14/15 

 
(7) Outcomes from 
Transformation Board 
discussed at Executive 
and Board 

I – 4 
L – 4 

16 

(1)  Effectiveness of PMG 
assurance processes 
 

 
(2) Proactive WY Area Team 
contract management for 
specialised commissioning 
 
 
 
 
 

 
(3)Influence over LTHT 
structures 

 
(4 )Influence over delivery of 
YAS targets due to collaborative 
commissioning structures 
Gap in control around reputation 
management and staff morale – 
negative press coverage can 
have a detrimental impact on 
delivery  and/or recovery  
Gap in control associated with 
reliability of CSU provision of 
core support services further to 
failure to secure accreditation on 
the Leeds Provider Framework

 

(1) 5 year strategic plan part 
of the implementation of PMG 
development

 
(2) In discussion with WYAT 
with regard to the future role 
of CCGs in specialised 
commissioning -: Martin 
Wright 
(2) Ensure further integration 
of specialised commissioning 
strategy with the unit of 
planning.  NHSE now attend 
CMB – August 2014 
September 2014 (LL) update

 
(4)Collaborative 
Commissioning discussions 
taking place to build 
relationships in relation to 
YAS contracting - Liane 
Langdon – Complete 
September 14

 
 (6) Planned internal audits 
2014/15 now complete. 15/16 
cycle yet to be established by 
Audit Committee 

New communication 
campaign to support delivery 
of urgent care targets and 
maintain staff morale 
completed Jan-Feb 15 
Working with CCG and NHS 
England partners to ensure a 
managed transition process --
Martin Wright commenced 
Feb15 NOTE some of these 
risks (cancer and A&E) have 
now been realised 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
5 SO1 ( 2,5) The risk is: 

Local Authority 
changes in service 
delivery affecting 
health care delivery 
 
Owner : Nigel Gray 
 
 
Committee : Board 

 Causes:  
• Changes in Local Authority 

budgeting and re-
prioritisation of services 
delivered 

 
• Lack of focus and analysis of 

spending the Leeds £ 
 

• Lack of control/ability to 
monitor where the money 
goes after transfer 

 
• Central spending reviews 

 
 

 
Effects: 
• Healthcare money being 

utilised for other priorities  
 
• Reduction in social care 

budgets leading to increased 
pressures on healthcare 
through increased morbidity 
/ worsening health profiles  

I –  3 
L –  3 

9 
 

(1) Integrated Commissioning 
Executive (ICE) is the joint 
committee with all 3 CCGs and the 
Local Authority, co-chaired by 
Jason Broch and Cath Roff.  
(1) ICE reports into the Health and 
Well Being Board and locally 
through the Executive Team and 
Leeds North CCG Board 
(1) Better Care Fund agreement 
reported at Board and ICE 
(1) Strategic intent document 
signed by all Partners 
(1) Better Care Fund submission 
and tracker signed by all Partners 
for 2015/16 
 
 
 

 
(2) Health Impact Assessments 
undertaken on all changes to 
service delivery

 
(3) Transformation Board chaired 
by Dr Andy Harris 

 
(4) Analysis based on 
Commissioning for Value 
information (variance / 
benchmarking / budgeting). This is 
based on agreed city-wide 
priorities that form the basis of the 
JSNA and JSNS strategy  
 

(1)Chief Officer provides 
an update of key issues 
from the Integrated 
Commissioning Executive 
to Executive and Leeds 
North Board 
(1) Health and Well Being 
Board and Scrutiny 
Committee sign off of 
Better Care Fund 
 
 
 
 
 
 
 
 

 
(2)Health Needs 
Analysis in place 

 
(3) Chief Officer provides 
an update of key issues 
from Transformation Board 
to Leeds North Board

 
 
(4( Transformation Director 
reviewing financial analysis 
and impact of delivery 
effectiveness 
(5)Quarterly Area Team  
submission and assurance 
reported to LNCCG Board 
via Chief Officer report 

I – 3 
L – 2 

6 
 

(1) Further work to commence 
on virtual integration principles 
and benefits 
 
(1&3) Full minutes from ICE and 
Transformation Board are not 
submitted to LNCCG 
 
(1) Ongoing discussions with 

Local Authority regarding 
governance arrangements 
for Better Care Fund and 
any transitional support. 
S75 would apply  

 
(4) Awaiting financial delivery 
effects 
 
 
 
 
 
 
 
 
 
 
 
 
 

(1) Key workstream reports 
and opportunities for joint 
working agreed at ICE. Work 
plans for 2015/16 are in 
progress.  Nigel Gray 
 
(1&3) Full minutes from ICE 
and Transformation Board to 
be submitted to LNCCG 
Board 
Nigel Gray from November 
2014 
 
(1 )Integrated model agreed 
city-wide for local 
implementation. Leeds North 
Council meeting March 2015 
agreed locality groups to drive 
local integration 2015/16 
 
 
 
 
 
 
 

 
(4)Economic modelling 
analysis expected to continue 
2015 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
6  Quality of Care 

 
The risk is: 
 
The CCG is unable to 
deliver the quality 
metrics as indicated 
in the NHS Standards 
Contract 
 
Owner:  Ellie 
Monkhouse/Manjit 
Purewall 
 
Committee : Quality 
Committee 

Cause 
 
•  Reduced financial settlement 
for providers Cost Improvement 
Plans (CIPs) 
•   Unwarranted variation in 
clinical care/professional 
standards  
 
Effect 
•  sub-optimal care and 
potentially poor patient 
experience outcomes 
 

I 4 x 
L4  
16 

(1)  Quality performance meetings 
of the Provider Manager Groups 
(PMGs)  held on a regular basis 
with providers to monitor quality 
standards against the NHS 
Contract and KPI’s.   

 
(2)  Leeds Quality Surveillance 
group meetings on a bi-monthly 
basis which then contributes to the 
West Yorkshire Quality 
Surveillance Group 

 
(3)  Quality managers/teams liaise 
closely with providers, 
commissioners and contracting 
colleagues to inform, monitor and 
respond to any issues.  
 

 
 
 
 
 
(4) Safer Staffing 
 

(1)  Minutes of Quality 
Provider Management 
Groups (PMGs ) meetings 
and their quality committee 
minutes  reported through 
the Quality Committees.   

 
(2)  Quality Surveillance 
Group minutes  reported to 
the Quality Committee 
 

 
(3) Provider quality report 
presented to Governing 
Body bi-monthly – 
highlighting key quality 
issues 
 

 
 
(1-3) Patient experience 
surveys monitored 

 
(4) Post Francis safer 
staffing 
 
(4) Quality Provider 
meetings – 6 monthly 
reports shared with 
provider Boards 
 

 
 
(6) Reports received 
detailing performance on 
agreed quality measures 
via quality performance, 
contracting meetings and 
reported through Provider 
Quality meeting into the 
Quality Committee 

I 4 x 
L3 
12 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
6) Cost improvement plans 
(CIP) for providers – 
assurance sought by Medical 
and Nursing Directors -
quarterly 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
7 SO 1 The risk is: 

Failure to achieve 
finance stability and 
sustainability  
 
Owner : Martin Wright 
 
Committee:  
Board  
EMT for finance 
position 
Audit for finance 
governance 
arrangements 
 
 

Causes:  
• Poor budgetary control 

including non-achievement 
of CIP/QIPPs 

 
• Funding changes/central 

allocation changes 
 
• Poor prescribing control  

 
• Patient identifiable   
validation  

 
• Transfer of commissioning   

responsibilities without 
appropriate funding 

 
• Inaccurate financial planning 

and forecasting mechanisms  
 
Effects: 
• Breach of statutory duties 
 
• Qualified accounts or 

adverse audit opinion 
 

• Failure to meet NHS 
England Assurance 
Checkpoints 

 
• Decommissioning of 

services 
 

• Reputational damage 
 

• Increase in IFR requests 
 

I – 5 
L – 4 

20 
 

(1) Financial plan approved by the 
Board and discussed at Executive 
Team 
(1) Monthly financial reporting to 
budget holders, NHS England and 
the Board and Executive   
(1) Monthly contract information 
received from relevant lead 
commissioners and CSU 

 
(2) Detailed annual budget 
calculated and formally delegated 
to budget holders 
(2) Prescribing incentive scheme 

 
(3)Budgetary control systems for 
identifying & controlling financial 
risks 
 
 
 
 
 

 
(4) Detailed financial policies and 
budgetary control framework 
outlines responsibilities and ground 
rules  
(4) Regular budget holder 
meetings 

 
(5) Risk sharing agreement agreed 
across the three Leeds CCGs 
covering continuing  care and 
learning disabilities  
 

(1) Monthly Finance report 
to Board including 
identification of current 
financial risks 
 
 
 
 
 
 
(2)Prescribing finance 
position included in  
monthly finance updates 

 
(3) Monthly budget reports 
are issued & discussed at 
budget holder meetings 
 
(3) Budgetary control 
framework updated May 
2014 and reviewed by 
Audit Committee in 
November 2014 

 
(4) Scheme of financial 
delegation and detailed 
financial policies - updated 
in May 2014 and reviewed 
by Audit Committee in 
November 2014 

 
 
 
(4)Lead commissioner 
monthly forecasts 
 

I – 3 
L –  3 

9 

(1) Delays in rollout of CSU 
business analysis and 
dashboard tool 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(1) Yorkshire and Humber 
CCGs implementation plan 
published and in progress.  
Full implementation expected 
by May 2015. 
Martin Wright –May 2015 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
 
 
 
(6)Review of financial systems and 
controls by Internal and external 
audit  at Audit Committee 
 
 
 
 
 
 
 
 
 

 
(7 )Regular CFO meetings 
between the three Leeds CCGs 
 
(7) Monthly Deputy CFO challenge 
meetings 

 
(8) Membership of national finance 
group to participate and influence 
discussions with NHS England 
 

 
 
 
(6)Quarterly assurance 
assessment by NHS 
England  
(6)Audit Committee review 
financial governance 
arrangements – reviewed 
twice a year 
(6)Internal & external audit 
reports reviewed by Audit 
Committee at every 
meeting 
(6)External audit ISA260 
report, audit opinion and 
annual audit letter 

 
 
 
 

 
(8) Encouraging early 
communication with NHS 
England regarding plans to 
change commissioning 
responsibilities (NHSE 
Board papers 6/11/14) 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
8  
 

SO1 
(SO3) 

The risk is likely to be 
realised in 2014/15: 
Changing 
commissioning 
Landscape 
 
The emerging 
discussion around 
areas of 
commissioning 
responsibility which 
are currently held by 
NHS England.   
These include 
specialised and 
primary care and the 
possibility of these 
transferring in whole or 
in part to CCGs with 
financial overspends. 
Potential complexity of 
relationships and lack 
of management 
resource to support 
the work. 
 
Risk Owner : Liane 
Langdon 
Committee: 
Board/Council 
 
 
 

Cause: 
• Change in national policy 
 
• Outcome of EoI process 
 
• Lack of active 

management of contracts 
by current commissioners 

 
 
 
Effect: 

• Significant additional 
financial pressure 
attributable to CCGs 

 
• Additional pressure 

on CCG 
management and 
operational resource 
 

• Possible impact on 
relationship between 
the CCG and its 
Members 

I-4 x 
L5 = 
20 

(1)EoI submitted – discussions 
opened with Members 

 
 
 
 
 
 
(2)Conversations open and 
maintained with WYAT, 10CC, 
Transformation Board, HWB, 
CCG assurance workshops  

 
 

 
(3)Assessment of local financial 
impact undertaken by CCG 
finance teams 
 
 

 
(4)Assessment of implications 
for city lead responsibilities 
undertaken by CCG mental 
health team(MH) 

 
 
 
(5)Board sighted 
 

 
Council minutes 
Executive papers 
Board minutes 

I 4 x 
 L4 = 

16 

 
Now that we will be progressing 
at Level 1co-commissioning of 
primary care no resource will be 
released from NHS England and 
we are still required to provide  
support across the full function 
of primary care contracting  and 
this will need to be absorbed  
within existing CCG  teams. We 
have assessed  our capacity  to 
deliver this and there is currently 
an insufficient amount. 
 

 
 
 
(3)Detail of actual financial 
implications unknown 
(3)Ability to adjust management 
cost cap to reflect additional 
responsibilities 

 
(4) Collaborative proposal to be 
discussed at CCG Network 28 
October.  This is reflected within 
the collaborative commissioning 
proposal to be discussed at 
CCG Network 25th November 
2014 

 
(5)No oversight of current 
commissioning in these areas. 
 
 
 
 

(1) EoI submitted – awaiting 
feedback, next iteration to be 
developed in response 
Owner Liane Langdon:  
Imp Date: August 2014 
Feedback received, 
agreement to progress city-
wide view of Primary Care co-
commissioning Leeds North to 
lead, draft paper to be taken 
to CCG Network in October 
2014 
Formal Eol process to 
progress to level 2 co-
commissioning of primary 
care in January 2015 and 
approved. However, the 
nature of level 2 co-
commissioning changed and 
we are now progressing with 
level 1. This will now be 
implemented from April 2015. 
As a result there are no 
financial implications 15/16 
We now have clarity that the 
management cost cap will not 
be increased and proposals 
for how this additional 
responsibility will be managed 
have been developed  and 
are being tested for financial 
viability and feasibility 

 
(2) Ongoing discussions with 
NHSEAT re specialised 
commissioning 
Owner: Nigel Gray 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

Existing Mitigation / Controls 
How are we managing this risk? What 

are the Key Controls in place to prevent 
this risk from occurring? 

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
 
 

 
(6)Late notice changes by NHS 
England undermine the 
extensive engagement work 
undertaken with member 
practices 

(3)Enquiries made with NHS – 
Martin Wright 

 

(4)Assessment of risk and 
consideration of possible 
strategy and actions 
Owner Nigel Gray 
Imp Date: October 2014 
Completed September 2014 
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Strategic Risk Scoring Methodology 

                                                                                     Action 
 
 

RED 
25 

Prohibited: stop activity and contact Executive Director 

RED 
16-20 

Very High Priority: Reduce urgently involving Senior 
Management 

 RED 15 High Priority: Reduce promptly involving Line 
Management 

AMBER 
 

Medium Priority: Reduce through simple, low-cost 
options 

GREEN 
 

Low priority: Accept unless easily improved 

 
Likelihood Table 

 
Level Descriptor Description 

 
1 Rare Don’t expect to happen. Can only imagine 

happening in exceptional circumstances.  
2 Unlikely Not expected but conceivable.  Could occur 

sometime. 
3 Possible Might occur at some time. 

 
4 Likely Will probably occur in most circumstances. 

 
5 Almost Certain Expected to occur in most circumstances. 

 
 
 
 
 
 
 
 
 

         

Likelihood Matrix 

5. Almost Certain 5 10 15 20 25 

4. Likely 4 8 12 16 20 

3. Possible 3 6 9 12 15 

2. Unlikely 2 4 6 8 10 

1. Rare 1 2 3 4 5 

 

Consequence 
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Risk Consequences Table (extract from Leeds CCGs Risk Management Strategy) 

Impact 

  Negligible  
all 
that 
apply 

Minor  
all 
that 
apply 

Moderate  
all 
that 
apply 

Major  
all 
that 
apply 

Catastrophic  

all 
that 

apply 

1 2 3 4 5 

Financial  Up to £350k  £350k- £700k  £700k - £1.5M  £1.5M - £3M  Over £3M  

Health & Safety  Negligible injury or ill 
health requiring no 
absence from work. 
Negligible damage to 
equipment or property. 

 Minor injury or ill health 
requiring up to 2 days absence 
from work. 
Minor damage  to equipment 
or property 

 Moderate injury or illness 
resulting in the submission of a 
RIDDOR report . 
Moderate damage to equipment 
or property 

 Single fatality. 
HSE improvement notice 
received. 
Major damage to property. 

 Multiple fatality.   
HSE or police investigation 
resulting in imprisonment of 
Chief Executive or other 
implicated staff. 
 

 

Complaints, 
Litigation, 

Informal complaint  Formal complaint   Investigation by Health Service 
Ombudsman. 
Minor out-of-court settlement 

 Judicial review. 
Litigation expected. 
Civil action – no defence. 

 Litigation certain. 
Criminal prosecution  

Data Loss Negligible breach of 
confidentiality 

 Temporary loss of 
confidential/person 
identifiable information 

 Loss of confidential/person 
identifiable information/ records  

 Irrecoverable loss of vital 
records/ confidential/person 
identifiable information 

 Prosecution under Data 
Protection legislation  

Commissioning 
Clinical care  

Negligible t effect on 
quality of care 
commissioned 

 Noticeable effect on quality of 
care commissioned 

 Significant effect on quality of 
care commissioned 

 Commissioned patient care 
significantly impaired 

 Commissioned patient care 
impossible  

Performance   Commissioned local or 
national targets not 
achievable – single 
episode 

 Commissioned  local or 
national targets not 
achievable – one-three 
episodes 

 Repeated failure to meet 
commissioned local or national 
targets - > 3 episodes 

 Commissioned national 
targets not achieved resulting 
in involvement of external 
bodies/regulator) 

 Commissioned National 
targets not achieved resulting 
in special measures 

 

Enforcing action  Audit non-
compliance/advice from 
enforcers 

 Breach of procedure/ 
Directive from enforcers 

 Directive from enforcers and/or 
Improvement Notice 

 Prohibition Notice  Government Investigation 
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 Summary Report 
Meeting: Leeds North CCG Board Date: 25 March 2015 
Agenda item: 223.2015  
Report Title: Corporate Risk Register (CRR) – March 2015  
Prepared by: Val Stewart, Governance Support Manager 
Executive lead: Martin Wright, Chief Finance Officer 
Presented by: Martin Wright, Chief Finance Officer 
Other meetings presented to: Governance, Performance & Risk; Executive Team 
Purpose of report 
  Decision   
  Information and Comment   
  Assurance  
Strategic Objectives (tick all that apply) 
1.To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of 
commissioning high quality services based on the needs of local people and within the resources available. 

 
2. To support people to be healthy for longer by promoting better disease management, prevention and early 
detection and treatment. 

 
3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use 
of urgent care services. 

 
4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.  
5. To promote choice based on quality of care and improve access to services for people in the Leeds North 
Clinical Commissioning group area. 

 

Executive Summary 
1. The Corporate Risk Register describes those risks identified by risk owners as 

being considered significant enough to require escalation to the CCG Board. 
 

2. The Risk Management Strategy is the framework that sets out the process for 
managing operational risks across the organisation.  Additionally, there are some 
city-wide risks logged on Datix by city-wide teams, which are shared across the 3 
CCG’s in Leeds.  It is important that each of the CCGs is made aware of all the risks 
that affect their population. 
 

3. The Corporate Risks are regularly reviewed by the Leeds North CCG Governance, 
Performance and Risk (GPR) Committee along with any high-amber scoring risks.    
These were last reviewed at the GPR  on 5 March 2015.  There are currently 2 risks 
on the Corporate Risk Register both newly escalated. 

 
Risk No. Description Movement 

 
432 – 

LNCCG 
risk 

 

62 day Cancer urgent referral 
Cancer waiting times - under achievement of performance 62 days urgent 
GP referral to treatment of all cancers. 

1616 
 
 

499  
City-wide 

 
 

Emergency Care Standard at LTHT 
There is a risk of long waiting times within the Emergency Department and 
the subsequent impact on elective admissions.  This is due to a number of 
variables including volume of demand, activity and patient flow through the 
urgent care system and the lack of availability of additional staff to create 
additional capacity.  These factors  result in a possible compromise in the 
quality of care, decreased patient experience and the health economy's and 
LTHT's ability to deliver the Emergency Care Standard of 4 hours and 
elective targets including Cancer. 
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Risk  432 – This risk was first logged in the CCG on 19 November 2013.  It was 
originally rated at amber and then was escalated to red in May 2014.  The risk was 
reviewed at the Leeds North CCG in November 2014 and reverted back to an amber 
score.  Since that time the situation has worsened and the risk has been escalated to 
red and put back on the corporate risk register.   This is due to further investigative 
work being undertaken around how Leeds North CCG patients are affected by the 
provider’s (LTHT) performance together with a worsening position of performance and 
ability to recover the position within the current year.  As at March 2015 the risk has 
remained at a red 16. 
 
Risk 499 – As part of the city-wide review of the A & E 4 hour wait risk this risk was was 
re-written and re-scored to a red rating in January 2015.  The risk has remained high as 
a red 20 since that time.  This risk is managed on behalf of the 3 CCGs by the Leeds 
North CCG. 
 

 
Key recommendations 
 
The Board is asked to: 
 

• Consider and agree the current corporate risks. 
  
Assurance Framework 
N/A 
 
Next Steps 
The Corporate Risk Register will be presented to the next Governance, Performance and 
Risk meeting.  
 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
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Leeds North CCG Risk Register - March 2015
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Cancer under 
achievement 
of 62 day 
urgent GP 
referral

Cancer waiting times - 
under achievement of 
performance 62 days 
urgent GP referral to 
treatment of all 
cancers.

Failure to deliver 
performance 
standards 
required 
nationally.

M
aj

or

Ex
pe

ct
ed

 to
 o

cc
ur

 a
t l

ea
st

 w
ee

kl
y.

  L
ik

el
y 

to
 o

cc
ur

.

16
Ve

ry
 H

ig
h 

Pr
io

rit
y 

- R
ed

uc
e 

ur
ge

nt
ly

 in
vo

lv
in

g 
Se

ni
or

 M
an

ag
em

en
t LTHT have weekly Access 

Meetings to monitor.
Limited ability to 
influence pathways in 
referring trusts, 
leading to higher 
proportions of patients 
referred later than day 
38.

N
on

 E
le

ct
iv

e 
W

or
ki

ng
 G

ro
up

Li
an

e 
La

ng
do

n 
- D

ire
ct

or
 o

f C
om

m
iss

io
ni

ng

M
r R

ob
 G

oo
dy

ea
r Weekly email from LTHT 

to commissioners. 
Performance monitored 
monthly at APMG and 
Elective Care 
Performance and 
actioned appropriately.

We had done joint preparation with LTHT and had lots of air time to explore the 
issue of late post 38 day referrals to LTHT and their impact on LTHT performance. 
All DGH providers have been asked to provide their action plans to ensure tertiary 
referrals sent to LTHT before day 38. 
The meeting discussed changing the current half breach each arrangement for 
LTHT breaches that came from a post 38 day referral�.to a new arrangement 
where if an LTHT breach is traced to a post 38 day referral from a DGH, then that 
DGH would take the full breach, this is to have further discussion.
It was also proposed that CCG�s have a CQUIN next year for DGH, to promote post 
day 38 referrals to tertiary centres. All CCG�s agreed to this.   We would need to 
have a different CQUIN in Leeds- possibly around LTHT  own, non IPT referrals, ill 
pick this up with Helen and then Russell.
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Emergency 
Care Standard 
at LTHT

There is a risk of long 
waiting times within the 
Emergency Department 
and the subsequent 
impact on elective 
admissions.  This is due to 
a number of variables 
including volume of 
demand, activity and 
patient flow through the 
urgent care system and 
the lack of availability of 
additional staff to create 
additional capacity.  These 
factors  result in a possible 
compromise in the quality 
of care, decreased patient 
experience and the health 
economy's and LTHT's 
ability to deliver the 
Emergency Care Standard 
of 4 hours and elective 
targets including Cancer.

Some patients may 
leave the department 
before treatment 
causing potential 
clinical risk. Delays at 
the front end of the 
system have the 
potential to increase 
admission rates and 
length of stay for 
patients impacting on 
the system's 
resilience and its 
ability to continuously 
meet the demands of 
the population. The 
ECS standard has a 
very high political 
profile regionally and 
nationally particularly 
due to the additional 
funding made 
available through 
SRG.
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t Attendance at LTHT Daily 
Operational Performance 
meeting when system is 
delcalred at REAP level 4
Operational urgent care team 
monitor and manage the 
achievement of the ECS on a 
daily basis. This involves the 
management of daily escalations 
protocols and triggers from all 
provider organisations to 
instigate system wide actions to 
support a resilience system.
Weekly Sitrep call across all 
providers. Executive calls as a 
result of agreed escalation 
processes. Actions are recorded 
and managed to hold 
organisations to account for 
supporting the whole system 
achievement and to inform 
future processes and learning.
Weekly calls with NHS England 
Area Team to inform the local 
position and gain an 
understanding of the West 
Yorkshire position, share learning 
and agree regional wide actions.
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r Daily monitoring of the 

variable impacting on 
the urgent care system, 
including ECR, Delayed 
Transfer of Care, 111 
activity, 999 
performance, Leeds 
Community Health 
referrals and CIC waiting 
lists, A&E attendances 
and admissions to 
anticipate, assess, 
prevent, prepare and 
recover to continuously 
provide a resilient 
system to the 
population.

LTHT failed the Emergency Care Standard (ECS) of 95% for Q3 (92.83%) with a current Q4 position of 
95.37% and Year to date position of 94.88%, the trajectory on breaches is that the trust need to 
achieve a maximum of 16 breaches per day till year end. Twice daily executive operational meeting 
to access the current position take place within the trust; which commissioners are invited to 
attend. The demand with for urgent and emergency care has a direct link the trust ability to perform 
elective activity, this is also assessed every day to inform the decision regarding the level of daily 
elective activity.
The reasons for the current failure of the ECS is the flow of patients through the system caused by 
the increased acuity of patients, the need to admit to a hospital bed and ability to discharge patients 
requiring either health of social care support.
The CCG System Resilience plan describes the escalation process across the urgent care system with 
clearly defined actions for all parties through the jointly adopted REAP (Resource Escalation Action 
Plan) process. This is the first year we have adopted REAP which has provided all parties with timely 
information of how the system is performing and how they can support the whole system to 
respond to patient need. 
In addition the Leeds CCG�s have invested centrally allocated non-recurrent funds of £7M to support 
the urgent care system for winter, this has seen the implementation of a number of initiatives 
across all
providers including the 3rd sector. The learning form this will inform both future commissioning 
intentions and the city wide Transformation programme.
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Governance, Performance & Risk Committee – 5 February 2015 

Chair’s Summary report 
 

Terms of Reference 

• A GP Non-Executive member of the GPR Committee to be sought following the election. 
Performance report 

The performance report was accepted: 
• Most of constitutional indicators are being achieved, with the exception of A&E waiting 

times, IAPT, and cancer 62 day pathway.   
• A&E waiting times – LTHT failed to achieve target in December.  Current performance is 

below 95%. If St Georges was included, we would reach 95% target for LTHT.  
• Flu vaccination - LNCCG had the highest percentage uptake in West Yorkshire. 

Quality premium 
• Two national measures will not be achieved - IAPT and maximum 8 minute responses 

for Cat A Red 1 ambulance calls. The locally chosen indicator around people with severe 
mental illness (SMI), who have received a list of physical checks, is also expected to fall 
short of achieving its 90% target. 

• Agreed that practices should be encouraged to increase the number of checks for 
patients with SMI (where clinically appropriate). 

Risk register 

• Accepted the current corporate and high amber risks and noted the information relating 
to operational risks 

• The cancer 62 day wait had been re-escalated. Contrary to initial findings, Leeds North 
patients were being affected by the late transfers of non-Leeds patients. 

• Planned software upgrades to Windows 7 for all practices were on track. 

Information Governance Update 

• CCG well placed to achieve satisfactory compliance level against the IG Toolkit. 
• Currently disseminating IG learning on a range of issues including disposal of 

confidential information.   
Pharmacy rebate scheme 

• Agreed the Pharmacy Rebate Scheme policy, subject to clarification that rebate 
schemes would remain confidential. 

Guidance on the development and management of Policy, Procedures and Guidance  

• Approved the guidance, subject to minor alterations. 
Information Governance (IG) Email Policy 

• Approved the IG email policy subject to additional wording on monitoring arrangements. 



 

Governance, Performance & Risk Committee – 5 March 2015 

Chair’s Summary report 
 

Conflicts of Interest 

• Noted that  NHS England has issued new statutory guidance for CCGs on Managing 
Conflicts of Interest and that LNCCG is reviewing its arrangements to ensure compliance 

• Requested that the outcomes of the review, and a revised CCG policy, be brought back 
to the next meeting for approval 

Performance report 
The performance report was accepted: 
• the CCG will not hit the targets in IAPT, A&E waits, 62 day cancer waits and YAS. 
• new technical definition of dementia will mean that prevalence in Leeds North will 

increase and that achievement of the target will drop. 
Review of Board Assurance Framework 

• A refresh of the BAF is underway to ensure that it provides the Board with confidence in 
the achievement of each strategic objective, at any given point in time. 

• The proposed process for refreshing the Board Assurance Framework was approved. 
Risk register 

• 2 corporate risks were on the risk register - Cancer 62 day waits and emergency 
department waits at LTHT. 

• GPR noted the risk register and the actions being taken to address corporate risks. 

Risk management strategy 

• Accepted the process for the review of the Risk Management Strategy, and agreed that it 
remain operational until the new RMS has been brought to GPR for approval on 7th May 

Health and safety policy 

• Agreed a new CCG health and safety policy, which was based on a template provided by 
the Health and Safety Executive 

Internet policy  

• Approved the Internet and Social Media policy, subject to minor amendments. 
 

Non routinely commissioned maternity services position statement 

• Approved the revised Leeds position statement, which now included an update from 
NHS England which supported the Leeds approach. 



 

Chair’s Summary report - Audit Committee 11 February 2015 
 

Board Assurance Framework (BAF) 

• Noted the current BAF, affirmed that it provided adequate assurance that key risks were 
being managed and noted work underway to refresh the BAF. Highlighted the need to 
ensure that the impact of controls was shown more clearly in the BAF and that there was 
a regular ‘sense check’ of the BAF against the risk register 

Summaries of GPR and Q&S Committees 
• Noted the summary reports from GPR and Q&S and agreed that they provided adequate 

assurance that key risks were being addressed adequately.  Raised concern over 
whether the Q&S summary accurately reflected the current position around 
implementation of NICE guidelines. 

   Hospitality register 
• Noted the hospitality register as at 5 February 2015. 

Procurement of Internal Audit and Counter Fraud Services 

• Noted that West Yorkshire Audit Consortium has been appointed to provide internal audit 
and counter fraud services for the CCG from 1st April 2015 and thanked Baker Tilly for 
their work for the CCG. 

Managing conflicts of interest 

• Noted that NHS England had issued new statutory guidance for CCGs on Managing 
Conflicts of Interest and agreed that the outcome of the ongoing review of the CCG’s 
arrangements be brought back to the next meeting of the Audit Committee 

Final accounts timetable and plans 

• Noted  the timetable and plans for preparing the final accounts. 

Internal Audit 

• Received Internal Audit reports on Learning disability, Mental health strategy and 
Strategic commissioning.  Noted that all 3 reports had led to a ‘green’ opinion, with no 
high priority recommendations and only 2 medium.  Of the 12 recommendations arising 
from previous reports, 11 had been implemented.   

Counter Fraud Update 

•  Noted the counter fraud update and the steps being taken to raise staff awareness. 
Over 90% of CCG staff had completed the IG training. A fraud session was planned for 
the February Team Brief.  

External Audit 

• Noted the 2015/16 external audit plan and the January technical update. 

Annual review of effectiveness 

• Agreed that the Committee self-assessment should take place in May, following the end 
of year close-down. 



 

 
 

NHS Leeds North Board Members Register of Interests February 2015 
Name/Position 

 
Name of Company, Partnership, Local 
Authority or other body/organisation 

Nature of Interest Type of Interest Date of 
Declaration 

Date of Appointment 
/Resignation 

Dr Jason Broch  
(GP Clinical Chair) 

Oakwood Lane Medical Practice Partner Direct pecuniary 10/05/2012 01/01/2006 – Ongoing  
Jenjo Healthcare Ltd Director Direct pecuniary 10/05/2012 01/04/2009 – Ongoing  
Airtight International Ltd Spouse’s business Indirect pecuniary 10/05/2012 Ongoing 
Nails 17 Ltd Spouse’s business Indirect pecuniary 10/05/2012 Ongoing 
Donisthorpe Hall Nursing Home Trustee of charity Direct non-pecuniary 10/05/2012 01/04/2010 – Ongoing  
Leeds Acupuncture Clinic Father’s business Indirect non-

pecuniary 
10/05/2012 Ongoing 

Leeds Jewish Free School Director Direct non-pecuniary 16/01/2014 13/07/2012 – Ongoing  
Chapeloak Investments Ltd Shareholder / Director Direct pecuniary 15/02/2013 June 2013 - Ongoing 
Alpha Dealing Ltd Shareholder Direct pecuniary 17/06/2014 05/06/2014 
Brodetsky Primary School Foundation Trust Director Direct non-pecuniary 17/06/2014 May 2014 
Local Authority Brodetsky Primary School Foundation Trust 

Governor 
Direct non-pecuniary 01/09/2012 01/09/2012 – Ongoing  

Nigel Gray  
(Chief Officer) 

Bevan Healthcare Board Non-Executive Director Direct non-pecuniary 01/05/2012 Ongoing 
Leeds Teaching Hospitals Trust Spouse employed by 

them 
Indirect non-
pecuniary 

01/05/2012 Ongoing 

Leeds Community Healthcare Sister employed by them 
– Business Change 
Manager 

Indirect non-
pecuniary 

18/12/2012 Ongoing 

Dr Manjit Purewal 
(Clinical Director) 

North Leeds Medical Practice Partner Direct pecuniary 11/05/2012 01/04/2003 – Ongoing  
Oakwood Surgery Partner Direct pecuniary 11/05/2012 01/09/2001 - 01/03/2003  
Primary Care Training Centre Tutor Direct pecuniary 11/05/2012 01/04/2003 – Ongoing  
BMA Member Direct non-pecuniary 11/05/2012 01/02/1994 – Ongoing  
Diabetes UK Member Direct non-pecuniary 11/05/2012 01/09/2006 – Ongoing  
Local Care Direct Member Direct non-pecuniary 11/05/2012 2005 – Ongoing 
Circle Group Member Direct non-pecuniary 11/05/2012 2006 – Ongoing 
PWC Brother is a Partner at 

PWC 
Indirect pecuniary 11/05/2012 1984 – Ongoing  

 Redbourne Healthcare Ltd Shareholder Direct pecuniary 02/10/2014 01/09/2014 
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Petra Morgan 
(Practice Manager – 
with Governing Body 
responsibilities) 

Street Lane Practice General Manager 
(Employee) 

Direct pecuniary 18/05/2012 03/07/2000 – Ongoing  

Enhance Primary Healthcare Ltd Director and Shareholder – 
Services they provide:  
Cardiology; Dermatology; 
Minor surgery; General 
Paediatrics; Care Home – 
LES.  Provides the wound 
Care & Catheter Service for 
the LNCCG practices. 

Direct pecuniary 18/05/2012 14/12/2011 – Ongoing  

Changing Faces Member of Advisory Panel Direct non-pecuniary 26/07/2013 22/07/2013 – Ongoing  
Lucy Jackson 
(Public Health 
Consultant) 

Leeds City Council Employee Direct pecuniary 
Indirect pecuniary 

13/04/2013 01/04/2013 – Ongoing  

Martin Wright 
(Chief Financial 
Officer) 

South West Yorkshire partnership NHS 
Foundation Trust 

Spouse employed as Senior 
Finance Manager 

Indirect pecuniary 11/05/2013 1988 – Ongoing 

Graham Prestwich 
(Non-Executive Lay 
Member – PPI) 

Astra Zeneca Pension Provider Direct pecuniary 17/05/2012 1978 – Ongoing  
Pfizer Ltd Pension Provider Direct pecuniary 17/05/2012 1997 – Ongoing  
Pfizer Ltd Shares Indirect pecuniary 01/08/2013 1997 - Ongoing 
Graham Prestwich Ltd Director Direct pecuniary 17/05/2012 28/03/2007 – Ongoing  
GalbraithWight Ltd (Global Strategic 
Healthcare Consultancy) 

Senior Consultant Direct pecuniary 17/05/2012 14/08/2009 – 01/08/2013 

Nine Health Community Interest Company Director Direct pecuniary 17/05/2012 26/07/2011 – 31/05/2013 
University of Leeds Member of the Consensus 

Development Panel for 
ASPIRE, a 5 year £2m 
research project (Action to 
Support Practices 
Implementing Research 
Evidence) 

Direct pecuniary 11/07/2012 July 2012 - Ongoing 

Change Member of the Board of 
Trustees 

Direct non-  
pecuniary 

13/04/2013 24/04/2013 – Ongoing  

Patient Information Forum Board recruitment Indirect non-
pecuniary 

01/08/2013 01/08/2013 – December 
2013 

Leeds Area Prescribing Committee Patient Representative Direct non-pecuniary 04/10/2013 04/10/2013 – Ongoing  
National Blood Transfusion Audit 
Programme promoting the use of evidence 
based guidelines (AFFINITIE) 

Member of the PPI Advisory 
Panel 

Direct non-pecuniary 15/01/2014 October 2013 - Ongoing 

Leeds Institute for Quality Healthcare Lay Member of the Advisory 
Board 

Direct non-pecuniary 15/01/2014 January 2014 - Ongoing 
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Faculty of Medical Leadership and 
Management 

Lay Member of the North of 
England Steering Group 

Direct non-pecuniary 15/01/2014 January 2014 - Ongoing 

Medicines Communication Charter Task 
and Finish Group of the Leeds Area 
Prescribing Committee 

Chair Direct non-pecuniary 15/01/2014 January 2014 - Ongoing 

 Leeds Community Healthcare NHS Trust Sister is employee Indirect non-
pecuniary 

07/08/2014 Ongoing 

Allied Health Professions Medicines 
Project Board 

Member Direct non-pecuniary 01/12/2014 02/10/2014 – Ongoing 

Royal College of Physicians, Joint 
Advisory Group on Gastrointestinal 
Endoscopy 

Member Direct; pecuniary 01/12/2014 31/10/2014 – Ongoing 

Clinical Standards Accreditation Alliance  Lay Member of Project 
Board 

Direct non-pecuniary 06/01/2015 05/01/2015 – Ongoing  

NHS England, Medical Directorate, Quality 
and Outcomes Working Group 

Member Direct non-pecuniary 01/12/2014 18/08/2014 – Ongoing  

 NHS England Patients and Information 
Directorate 

PPI Lay Member Network 
Facilitator 

Direct pecuniary 13/01/2015 12/01/2015 - Ongoing 

Peter Myers 
(Aligned Non-
Executive Lay Member 
– Governance) 

Beverley Building Society Chief Executive Direct pecuniary 18/05/2012 Ongoing 
Finance Yorkshire Ltd Director Direct pecuniary 18/05/2012 Ongoing 
Royal Air Force Voluntary Reserve 
(Training) 

Officer Direct pecuniary 18/05/2012 Ceased January 2015 

Dr Simon Robinson 
(GP Non- Executive 
Director) 

SACAR (Specialist Autism Services) Leasee Direct pecuniary 19/02/2013 19/02/2013 – Ongoing  

Assura Leeds Shareholder Direct non-pecuniary 13/06/2012 Ceased 31/04/2014 

One Medical Dermatology Service Company rents consultancy 
space in premises 

Pecuniary 27/06/2014 TO BE ANNOUNCED 

Westgate Surgery  Partner Direct; pecuniary 27/06/2014 December 2013 - 
Ongoing 

Leeds West GP Practice Federation 
(Official name yet to be confirmed) 

Member Practice Direct pecuniary 17/02/2014 December 2013 – 
Ongoing 

Dr Nick Ibbotson 
(GP Non-Executive 
Director) 

Wetherby Surgery GP Principal Direct pecuniary 18/06/2012 01/04/2006 – Ongoing  

Ellie Monkhouse 
(Director of Nursing & 
Quality) 

LTHT Spouse is Orthopaedic 
Consultant at Leeds 
Teaching Hospitals 

Indirect non-
pecuniary 

15/01/2013 01/11/2012 – Ongoing  

Ankle and Co. Spouse’s Business Indirect non-
pecuniary 

15/01/2013 01/04/2012 – Ongoing  
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Dr Mark Freeman 
(Secondary Care 
Consultant) 

Mid Yorkshire Hospitals Consultant Physician Direct pecuniary 18/03/2013 01/08/2002 – Ongoing  
Glycosmedia Partner Direct pecuniary 18/03/2013 01/03/2008 – Ongoing 
Univadis Scientific Committee Advisor Direct pecuniary 18/03/2013 01/08/2012 – Ongoing  
Freemans Pharmacy Brother – Owner Indirect pecuniary 18/03/2013 01/02/2001 – Ongoing  
BMA Member Direct pecuniary 18/03/2013 01/08/1992 – Ongoing  

Liane Langdon 
(Director of 
Commissioning and 
Strategic Development) 

Making Lemonade Ltd Owner and Director Direct pecuniary 17/07/2013 03/12/2007 – Ongoing 
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Leeds North Patient Assurance Group – 10 March 2015 

Chair’s Summary report 
 

Purpose 

• The Leeds North Patient Assurance Group (LNPAG) is an independent public and 
patient group of volunteers who review and provide feedback and recommendations on 
the plans for, and implementation of, effective and meaningful patient and public 
involvement in the understanding, design, and delivery of local health and wellbeing 
services and their continual improvement. 

• This report summarises meetings of the LNPAG on 10 February 2015 and 10 March 
2015. 70% and 59% of members attended respectively. 

Commissioning intentions 2015/2016 Planning 

• Rob Goodyear and Sarah Osborne provided an overview of the feedback and the 
approach being taken by the CCG to ensure that a much improved approach is 
implemented next time. 

• PAG member highlighted that the need to improve the process was discussed at the 
LNCCG Public Board meeting in January and he was pleased to see that this was being 
openly recognised by the organisation. 

• Two members of the PAG agreed to support the CCG by providing some additional 
comments on the emerging plans which will be presented back to the PAG in 
March/April. 

 Leeds Care Record City Wide meeting 

• A PAG member who attended the city wide event provided feedback to the group on the 
approach being taken and the outcomes so far. 

• It was felt that the team had genuinely welcomed and engaged with patients and the 
public in an effective and authentic manner. 

• The work identified three main topics for further consideration: 
o Security of the systems 
o Patients presumed is was already happening 
o Concerns over the recording of mental health issues 

• It was requested by patients that the teams involved are to be congratulated on the 
quality of the patient involvement work. 

 

 Social Prescribing 
 
• Lucy Jackson, Jeremy Wainman and Stuart Barnes presented information on the 

introduction of Social Prescribing into Leeds North. 
• The experiences of two local practices and the Rotherham pilot were shared. 
• Patients will be invited to join and become involved in the steering group for the project. 
• SB presented the outline engagement plan and this was supported by the members. 
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• There are additional involvement activities proposed but as yet the details are not 
available. More involvement opportunities will be brought back to the PAG, the next 
being procurement of an appropriate provider. 

• It was recommended that a small working group of the PAG was established to support 
this activity and CS, LSB and MW were keen to contribute to this work on an ongoing 
basis. 

PAG Workshop 

• Members have requested the opportunity to review the work of the PAG in more detail 
and develop forward plans for the next financial year in a workshop 

• A survey of members has been completed to help inform the approach and design of the 
workshop. 

Primary Care Engagement forward Plan 

• Gina Davy and Stuart Barnes presented a detailed and comprehensive forward work 
plan for the PAG covering the next 12 months. 

• The plan was clear that not everything would be coming to the group as some activities 
are must do rather than up to local decision making. 

• In the interests of transparency it was agreed that members would be informed about 
what will and will not be coming to the meeting 

• Having a detailed forward plan to enable the PAG members to have a forward view of 
activity was warmly welcomes and appreciated by members. 

• It was recommended that a small working group could usefully go through this in more 
detail and bring a summary of key points back to the PAG for comment. 

• It was felt that the commissioning team would get better value form this more in depth 
discussion and was well received by everyone. 

Antibiotic Prescribing 

• Heather Edmonds presented and update on the initiative to reduce the inappropriate use 
of antibiotics. 

• In particular the improvements that have been made since last year were emphasised, 
with a much greater emphasis on effective communication with people for our diverse 
communities. 

• Members were very keen to emphasise the importance of doctors ensuring that patients 
feel that they can appropriately come back to the surgery if they are not showing the 
anticipated signs of improvement. 

• Further communications anticipated in a newsletter due out in a couple of weeks. 
• Concerns raised included additional help for people with Learning Disabilities, additional 

use of pharmacies and the impact on appointment times. 

NHS Constitution Consultation 

• Members were invited to provide any further feedback on the Revisions to the NHS 
constitution which was considered to be appropriate and expected given recent events. 
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