
LEEDS NORTH CCG PUBLIC BOARD MEETING 
Wednesday 29 July 2015 

St James Church Room, Wetherby LS22 6LP 
14:00 – 17:00 

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

Y/N 
Time 

254/2015 Board Welcome and Apologies Dr Jason Broch N 
14:00 

255/2015 Board Declarations of Interest Dr Jason Broch N 

256/2015 Board Questions from Members of the 
Public Dr Jason Broch N 14:05 

257/2015 Board Approval of Board Minutes from 
meeting held 27 May 2015 Dr Jason Broch Y 

14:15 

258/2015 Board Actions from meeting held 
27 May 2015 Dr Jason Broch Y 

259/2015 Board Locality view – Wetherby in 
Support of the Elderly (WiSE) 

Neil Bellamy, Project 
Manager, WiSE N 14.20 

260/2015 Board Chair’s Report Dr Jason Broch Y 14.35 

261/2015 Board Chief Officer’s Report Martin Wright Y 14.45 

262/2015 Board Revising the CCG’s objectives Liane Langdon Y 14.55 

263/2015 Board Performance update Liane Langdon N 15.05 

264/2015 Board Patient and Public  Involvement 
Update Liane Langdon Y 15.15 

265/2015 Board Communications and 
Engagement Strategy Liane Langdon Y 15.20 

266/2015 Board Nursing Annual Report Ellie Monkhouse Y 15.35 

267/2015 Board Nursing voice Ellie Monkhouse Y 15.45 

268/2015 Board Quality Update Ellie Monkhouse Y 15.55 

269/2015 Board Finance and Contract update Martin Wright Y 16.05 

270/2015 Board Managing conflicts of interest – 
revised policy  Martin Wright Y 16.15 

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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271/2015 Board Board Assurance Framework - 
update  Martin Wright Y 16.25 

272/2015 Board Corporate Risk Register Martin Wright Y 16.30 

Summary reports 

273/2015 Board Governance, Performance & Risk 
Committee –  2 July 2015 Martin Wright Y 16.35 

274/2015 Board Council of Members –  30 June 
2015 Dr Simon Robinson Y 16.40 

275/2015 Board Quality and Safety Committee -  
14 July 2015 Graham Prestwich Y 16.45 

276/2015 Board Audit Committee – 27 May 2015 Peter Myers Y 16.50 

277/2015 Board Patient Assurance Group – 7 July 
2015 Graham Prestwich Y 16.55 

278/2015 Board Any Other Business All N  

279/2015 Board Review of the meeting All N  

 Next Public Board Meeting:  
Wednesday 30 September 2015 
10:00 – 13:00 
Venue:  
To be confirmed 

   

Papers for  
information 
only 

LNCCG Board Members Declaration of Interest Register 
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Leeds North Clinical Commissioning Group 
DRAFT MINUTES Public Board 

Minutes of the meeting held on Wednesday 27 May 2015 
Leafield House, 107-109 King Lane, Leeds LS17 5BP 

Chair:  Dr Jason Broch 
Minutes: Georgia Wood 

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 

Georgia Wood   GW Governance Manager 

Catherine Bowhill CB Communications and Engagement 
Officer 

Stuart Barnes SB Communications and Engagement Lead 

Rob Goodyear RG Deputy Director of Commissioning 

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)

257/2015 
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Item No. Agenda Item Action 

230/2015 Board Welcome and Apologies  

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

 

231/2015 Board Declarations of Interest  

 
JB reminded members of the Board that any conflicts of interest in 
relation to today’s agenda should be declared. There were no 
declarations to record.   

 

232/2015 Board Questions from members of the public  

 

Five members of the public attended the meeting; 
Question 1 - How will attendance and the effectiveness of Practice 
Reference Groups be improved? 
SB: Outlined discussions about introducing a practice newsletter.  
This idea had been shelved following concerns raised by practice 
managers. Work was also ongoing to develop a ‘virtual network’ for 
PRGs. SR said that he  was keen for PRGs to be involved in CCG 
activity. JB noted that although it was valuable for PRGs to engage on 
commissioning issues, their main purpose was to raise issues at 
practice level. NG said that he welcomed further ideas on how to 
support PRGs to be effective. 
Note: actions for this item are covered in minute 243 – PPI update. 

 

233/2015 Board Approval of Board Minutes from meeting held 25 March 2015  

 

Resolved: The Board agreed the minutes of 25 March 2015 as an 
accurate record, subject to the following amendments: 
214/2015 – the last line on page 5 should read ‘GPr said that 
proposals for investment had been clearly identified in the PAG work 
programme.’ 
221/2015 –  should read ‘Y&H CSU are not on the lead provider 
framework, which leaves a gap for Y&H and North West CCGs. 

 

234/2015 Board Matters Arising / Actions from 25 March 2015  

 
076/2014 Quality Update – MP and SG meeting tomorrow to discuss 
Quality and Safety Committee issues Action: MP/SG 
097/2015 – GPr updated the Board about discussions with NICE. 

MP/SG 

 
235/2015 Board Chair’s Report  

 

The Chair presented his report.  He highlighted that the former deputy 
Leader of Leeds City Council, Judith Blake, has taken over from Keith 
Wakefield, who stood down in April after 12 years’ service. Councillor 
Lisa Mulherin will remain Chair of the Health and Wellbeing Board. 

 

 Resolved: The Board noted the Chair’s report.  
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236/2015 Board Chief Officer’s Report 

NG presented his report. He highlighted: 

Transformation Board - a review of this is underway, including a 
“bottom up” financial review, exploration into how systems intelligence 
can be used and governance arrangements improved. 

Urgent care – NG noted the very successful public engagement on 
this and thanked SB and his team for their work on this project. 

Co-commissioning - SR felt that Council had not been sufficiently 
involved in discussions on potentially moving to level 3 – full 
delegation. NG said that he had covered this in his last report to 
Council and his recent blog on the website. The CCG’s position would 
be reviewed once feedback had been gathered from other CCGs who 
have Level 3 commissioning responsibilities. JB said that information 
on the implications of level 3 was still very limited.  He noted that the 
Five Year Forward View means the CCG has to look at new models of 
care, and co-commissioning needs to be approached within this 
context.  PMy said that it was important that the CCG fully understood 
the potential benefits and risks before making its decision.  It was 
recognised that Council needed to be involved when further 
information was available.  GPr noted that any changes to 
commissioning would have to be clearly communicated to patients 
and the public. 

Action: NG to include a progress report on co-commissioning in his 
next Chief Officer’s report to Council. 

Health inequalities funding – SR was concerned that the discussion 
at Council in March, where 3 potential options had been presented, 
had not been brought back to Council. MP said that whilst Council had 
taken an ‘in principle’ strategic decision, potential conflicts of interest 
meant that Council could not take detailed decisions.  It was 
subsequently agreed that Executive Team would agree how the 
money would be spent and this would be communicated back to 
Council.  

Action: Report back to Council on proposals for health inequalities 
funding. 

Communications  PMy noted that the discussion on co-
commissioning and health inequalities suggested a lack of effective 
communication between EMT/Board and Council. It was noted that SB 
was working on a communications strategy which would cover this. JB 
said that the newly elected Clinical Leadership Team would also be 
exploring issues around the role of Council and its relationship with 
the Board. 

Action: Address communication between Council, Board and 
Executive Team in the communications and engagement strategy, to 
be brought to the next Board meeting. 

NG/JF 

MP 

SB 
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Resolved: The Board noted the Chief Officer’s report and requested 
that the communications and engagement strategy be brought back 
to the next meeting of the Board for approval.  

237/2015 Board Annual Report and Annual Governance Statement 
NG presented  the CCG’s Annual Report and Annual Governance 
Statement (AGS) for the year ended 31 March 2015. He outlined the 
internal control mechanisms that he replied upon, as Accountable 
Officer, to provide him with assurance. 

As Chair of the Audit Committee, PMy confirmed that both documents 
had been considered by the Audit Committee at its meeting on 27th 
May 2015, along with the Internal Audit Annual Report. The Audit 
Committee had discussed the issues raised in the internal audits on 
Public and Patient Engagement and the Transformation Programme, 
some of which required significant improvement.  PMy noted that the 
Head of Internal Audit had given significant assurance that the CCG 
was operating a sound system of internal control and the Audit 
Committee therefore recommended the Board to approve the Annual 
Governance Statement. 

NG outlined the key elements of the Annual Report. MP noted that 
LIQH wasn’t mentioned within the report and the Board agreed that 
this should be included. 

Action: Include section on LIQH in Annual Report. 

NG advised that a shorter, more patient-friendly Annual Review would 
be presented at the AGM on 30th June 2015. GPr noted that this more 
patient –friendly document is vital to showcase the good work that the 
CCG is doing in order to engage with patients and public. It was also 
noted that sickness rates have risen over 200%. RG noted that, as a 
small organisation, the figures could be significantly affected by a 
small number of staff. NG noted that there had been some 
compassionate leave this year which had also affected the figures. 

SB/CB 

Resolved: The Board approved the Annual Report and Annual 
Governance Statement, on the proviso that information about LIQH 
would be included in the Annual Report. 

238/2015 Board Annual Accounts and  Letter of Representation 

MW presented the annual accounts and the letter of representation,. 
He noted that the accounts have been prepared following the Manual 
for Accounts reporting guidance and accounting principles. Our 
external auditors, KPMG, have audited the accounts and intend to 
issue an “unqualified” audit opinion. 
PMy confirmed that the accounts and letter of representation had 
been reviewed by the Audit Committee.  The Committee had 
recommended the Board to sign off the accounts. 
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 Resolved: The Board approved the Annual Accounts.  

239/2015 Board CCG elections - results  

 

NG presented the election results for 10 CCG Board and Clinical 
Leadership Team roles. The election had been run independently by 
the Leeds LMC 
 
As a Membership organisation, it was important to have active 
participation.  NG noted that the candidates had all given a short 
address at Council and that turnout had been every encouraging, at 
just under 50% of the electorate.  The following were elected: 
 
Role Name 
Board roles:  
Clinical Chair Jason Broch 
Clinical Director Manjit Purewal 
Practice Manager Executive Petra Morgan 
GP Non-Executive Nick Ibbotson 
GP Non-Executive Simon Robinson 
Non-Board roles  
GP Executive Guy Baker 
GP Executive Simon Ottman 
GP Executive Sarah Forbes 
Practice Nurse Executive Amanda Bodenham 
Practice Manager Executive Vacancy 

 
The elected members start on the 1st of June 2015. MP noted that to 
enable transition planning the possibility of staggering terms of office 
was being explored. 
 

 

 Resolved:  The Board noted the results of the CCG election  

240/2015 Board Revising the CCG’s objectives  

 

NG reported that the CCG has retained its five strategic objectives 
since it became a statutory body in April 2013.  Although these 
objectives were designed to last for three years, it had become 
increasingly evident that the CCG has “outgrown” them. NG’s report 
outlined the potential shape of the CCG’s future objectives and sought 
the Board’s guidance. The proposed outline objectives were: 
 
1. To commission services that meet the needs of our local 
population, promote health and wellbeing and improve the health of 
the poorest the fastest. 
2. To ensure resilience as an organisation, to be agile with robust 
governance 
3. To develop innovation, stimulate change and encourage new 
models and ways of working 
4. To ensure local and system leadership to encourage clinical 
engagement, high performance and continual improvement. 
 
EM noted that quality and safety, and in particular, safeguarding 
weren’t included in the draft. The Board agreed that this needed to be 
reflected in the objectives. 
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GPr said that it was important that the CCG focussed on the outcomes 
that it was seeking to achieve, rather than the tactics and actions that 
it would employ. 
 
PMy felt that the mission statement should be simplified to focus more 
on delivering health improvement and less on how this would be 
achieved.  He also questioned whether it should have a 3 year 
timespan.  He suggested an additional objective around promoting 
self-care and self-management. 
 
Action: Refine the objectives and mission statement, taking into 
account the Board’s comments, and bring these back to the Board 
workshop on 24th June, along with proposed metrics to measure 
progress. 

 
 
 
 
 
 
 
 
 
NG/RG 
 

 
Resolved: The Board agreed the broad shape of the objectives, and 
approved further work to refine them and present them to the Board 
workshop in June. 

 

241/2014 Board High Performing CCG   

 

RG presented the report, which outlined the results of a self-
assessment exploring the extent to which the CCG is a high 
performing organisation. The work would help inform future delivery 
and organisational development plans.  It builds 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. RG noted the brief summary that was 
included within the pack on the 360 degree feedback facilitated by the 
University of Bradford’s Faculty of Management 
EM felt that it was important that the assessment drew out whether the 
CCG was performing well in meeting its statutory requirements.. 
GPr suggested adding another column that sets out what can be done 
to improve things and ‘move to the next level’ 
PMy suggested re-ordering the way that evidence was presented to 
focus first on that which was most critical to the success of the CCG. 
NG highlighted the need for the CCG to ‘celebrate success’ more 
effectively. 

 

 Resolved: The Board approved the high performing CCG framework, 
subject to the amendments suggested. 
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242/2015 Board Commissioning Intentions 2015/16  

 

RG presented the report setting out the 2015/16 LNCCG 
commissioning intentions, which had been underpinned by 
engagement with public, patients and CCG members.  It was 
acknowledged that improvements in the engagement process were 
needed.  
 
RG highlighted in particular the funding agreed for care home and 
alcohol services and fuel poverty health trainers. 
SR said that the consultation process needed to be better next year, 
and to start much earlier. RG said that a paper proposing 
improvements had already gone to the Patient Assurance Group and 
would ultimately be presented to Network for sign-off. 
PM felt that although for process had been flawed, the CCG had 
commissioning some good initiatives, which would have a significant 
impact on outcomes for patients. 
NG said that we should not wait for the planning guidance to be 
issued before starting the work next year.  In relation to engagement 
with the CCG Council, it would be important to present them with 
some focussed options, rather than the full range of potential 
commissioning intentions. MP highlighted the need to ensure that the 
quality implications of proposals were explored fully. 

 

 
Resolved: The Board noted the update on commissioning intentions 
and the proposals to improve the consultation and engagement 
process in future years. 
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243/2015 Board Patient and Public Involvement (PPI) Update 

RG presented the PPI update, which highlighted examples of learning 
from recent engagement activity. 
SR noted that whilst the paper contained some good examples of 
engagement, this needed to be set in the context of an overall PPI 
strategy. 
JB agreed that the overall strategy for PPI should be brought back to 
the Board, together with an action plan setting out when key 
milestones would be achieved. This should cover the full range of PPI 
issues, including the PRG virtual network, newsletter and e-comms 
discussed earlier at 232/2015, and the schedule of CPPG meetings. 
PMy noted that alongside this, there was an urgent need to address 
the recommendations from the internal audit report on PPI, including 
the development of terms of reference for patient groups. 
Action:  Set up a working group to finalise the communications and 
engagement strategy, incorporating the PPI strategy and action plan. 
Members to include GPr and PM.  
Action: work with LL to implement the recommendations from the 
internal audit report on PPI as a matter of urgency 

RG/SB 

RG/SB 

Resolved: The Board: 
• noted the PPI update
• requested that the communication and engagement strategy,

incorporating the PPI strategy and action plan,  be brought
back to the next Board meeting for approval.

• requested that the recommendations from the internal audit
report on PPI be implemented as a matter of urgency .

244/2015 Board Quality Update 

EM presented the quality update, including: 
• For 2014-15 58 cases of C.diff had been reported against a

threshold of 65 for the CCG.
• The summary of the CQC visits to LYPFT and LCH and the

processes in place for monitoring the required actions.
• The summary of the positive Ofsted review of the effectiveness of

the local safeguarding children board.
EM advised that she is now the Interim Chair of the Adults 
Safeguarding Board. 
GPr is meeting with Russell Hart-Davies to discuss reporting of 
clinical effectiveness. 

Resolved: The Board noted the quality report. 

Board – Draft Minutes Public Board Meeting – 27/05/2015 

Page 8 of 10 



 
245/2015 Board Risk Management Strategy  

 

MW presented the CCG’s Risk Management strategy.  It  had been 
reviewed to take into account the recent internal audit 
recommendations and best practice. The main changes are to: 
• introduce the concept of ‘risk guardians’, who will be responsible for 
monitoring and co-ordinating the management and quality of the risk 
registers in each Service Function 
• cover the CCG’s approach to assessing its risk appetite and 
arrangements for strengthening the assurance, monitoring and 
reporting process. 

 

 Resolved:  The Board approved the revised Risk Management 
Strategy.  

 

246/2015 Corporate Risk Register  

 

MW presented the Corporate Risk Register, which describes those 
risks identified by risk owners as being considered significant enough 
to require escalation to the CCG Board. The Corporate Risks are 
regularly reviewed by the Governance, Performance and Risk (GPR) 
Committee along with any high-amber scoring risks.    At GPR on 7th 
May, there was one risk on the Corporate Risk Register, covering 
cancer 62 day urgent referral.  The Committee had received a detailed 
presentation on the action being taken to address this risk. 

 

 Resolved: The Board agreed the corporate risk register.  

Summary Reports 

247/2015 Board Summary Report – Governance, Performance & Risk Committee 
7 May 2015 

 

 Resolved: The Board noted the summary report, and that the 
meeting was not quorate. 

 

248/2015 Board Summary Report – Council of Members – 28 April 2015  

 Resolved: The Board noted the summary report.  

249/2015 Board Summary Report – Quality and Safety Committee - 12 May 2015  

 Resolved: The Board noted the summary report.  

250/2015 Board Summary Report – Patient Assurance Group – 14 April, 12 May 
2015 

 

 Resolved: The Board noted the summary report.  

251/2015 Board Any Other Business  

 There were no items of AOB.  

252/2015 Board Review of the Meeting  

 

There was a consensus that the meeting had been effective, with 
agenda items covered robustly. 
A member of the public thanked the Board for its open, transparent 
approach.  
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Public Bodies (Admissions to Meetings) Act 1960   
Resolved: 
That representatives of the press, and other members of the public, 
be excluded from the remainder of this meeting having regard to the 
confidential nature of the business to be transacted, publicity on 
which would be prejudicial to the public interest, Section 1 (2) Public 
Bodies (Admission to Meetings) Act 1960.  

 

253/2015 Board 

Commissioning Support Services 
 
MW presented the report.  Yorkshire and Humber Commissioning 
Support was not appointed to NHS England’s Lead Provider 
Framework, and cannot therefore provide services in its current form 
to CCGs beyond March 2016. 
Consequently the CCG is reviewing its commissioning support 
arrangements. Sharing or providing 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. 
CCG Service Leads will continue to contribute to the Yorkshire & 
Humber process of identifying and securing alternative 
commissioning support arrangements before April 2016 and within 
the overall budget for these services.  A number of principles were 
developed and agreed across all Yorkshire & Humber CCGs, but 
ultimately it was for each CCG to decide who would provide the 
services. 
MW highlighted particular risks to the CCG in relation to Business 
intelligence and IT services, including GPIT. It was noted that 
business continuity risks need to be identified and planned for.  JB 
said that it was important to ensure that penalty clauses for non-
delivery were built into future contracts. 
Action: Identify and plan for business continuity risks.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
MW/SG 

 

Resolved: The Board: 
• Supported the process and commissioning intentions; and 
• Delegated authority to the Chief Officer and Chief Financial 

Officer to agree revised contracts for commissioning services 
within the overall financial budget for these services. 

 

 
Date of next meeting: 29th July 2015, 2,00pm 
 
Venue: 
To be confirmed. 
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NHS Leeds North Clinical Commissioning Group 
Public Board 

DRAFT Action Points of the meeting held on Wednesday 27 May 2015 
Item No. Action Required By Whom Completion 

Date 
Progress 

209/2015 Matters Arising / Actions 
from 26 November 2014 
and 28 January 2015 
076/2014 Quality Update - 
MP to discuss with EM the 
most appropriate way to 
report to the Board on clinical 
effectiveness.  (Action to 
remain open): MP/EM/SG 

058/2014 – Further update on 
Quality Strategy from EM . 

EM/MP/SG 

EM 24 June 
2015 

In progress: further 
discussion took place 
at Q&S Committee on 
14 July 

Completed Strategy 
was on agenda for 
June Board workshop. 

209/2015 Matters Arising / Actions 
from 25 March 2015 
076/2014 Quality Update – 
MP and SG meeting 28 May 
2015 to discuss Quality and 
Safety Committee issues 

MP/SG 29 July 2015 
Completed learning to 
be shared with Leeds 
South and East CCG  

236/2015 Chief Officer’s Report 
NG to include a progress 
report on co-commissioning 
in his next Chief Officer’s 
report to Council. 
MP to report back to Council 
on proposals for health 
inequalities funding. 
SB to address communication 
between Council, Board and 
Executive Team in the 
communications and 
engagement strategy, to be 
brought to the next Board 
meeting. 

NG/JF 

MP 

SB 

30th June 
2015 

30th June 
2015 

29th July 
2015 

Completed 

Completed - strategy 
on today’s Board 
agenda 

237/2015 Annual Report and Annual 
Governance Statement 
Include section on LIQH in 
Annual Report. 

SB/CB 28th May 
2015 

Completed 

258/2015 
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240/2015 Revising the CCG’s 
objectives 
Refine the objectives and 
mission statement, taking into 
account the Board’s 
comments, and bring these 
back to the Board workshop 
on 24th June, along with 
proposed metrics to measure 
progress. 

NG/RG 24th June 
2015 

Completed - revised 
objectives were 
brought back to the 
workshop on 24th 
June and are on 
today’s Board 
agenda. 

243/2015 Patient and Public 
Involvement (PPI) Update 
Set up a working group to 
finalise the communications 
and engagement strategy, 
incorporating the PPI strategy 
and action plan. Members to 
include GPr and PM.  
Work with LL to implement the 
recommendations from the 
internal audit report on PPI as 
a matter of urgency. 

RG/SB 

RG/SB 

30th June 
2015 

19th June 
2015 

Completed – 
progress against 
action plan updated 
and will be reported to 
Audit Committee on 
5th August.  

253/2015 Commissioning Support 
Services 
Identify and plan for business 
continuity risks. 

MW/SG 30th June 
2015 

Completed: risks 
around CSU, together 
with mitigating 
actions, captured on 
risk register 

Next Meeting: 
Wednesday 29 July 2015 
14:00 – 17:00 

Venue: 
St James Church Room, Wetherby, LS22 6LP 
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Summary Report 
Meeting: Leeds North CCG  

Board Meeting 
Date: 29 July 2015 

Agenda Item: 260/2015 
Report Title: Chair’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Jason Broch – Clinical Chair 
Presented by: Jason Broch – Clinical Chair 
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. 
 
First ever Commissioning Strategy released for Nurses 
 
CCGs across Leeds will give nurses more input into commissioning with the first ever nursing 
strategy by a commissioning organisation released today. 
 
NHS Leeds North CCG and NHS Leeds South and East CCG have published Nursing Voice - A 
vision for the future of nursing from a commissioning perspective 2015-2017, to offer local nurses a 
greater say in commissioning decisions.  
 
The 28-page strategy sets out seven key action areas:  
 
• Helping people to stay independent maximizing wellbeing and improving health outcomes 

Working with people to provide a positive experience of care  
• Delivering high quality care and measuring impact  
• Building and strengthening leadership  
• Ensuring we have the right staff with right skills in the right place  
• Supportive positive staff experience  
• Celebration (the introduction of a seventh C) 
 
Ellie Monkhouse, the Director of Nursing and Quality, said: 'With the introduction of CCGs, GPs 
have a greater voice than ever and it's important that nurses are able to work with their colleagues 
to shape services. http://www.independentnurse.co.uk/news/first-ever-commissioning-strategy-
released-for-nurses/87810/ 
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Revalidation for Nurses: Leeds North and Leeds South and East CCGs 
 
Our article has been accepted for Practice Nurse journal and will hopefully be published in the 
August edition.  Revalidation aims to ensure all nurses are providing safe and acceptable care. 
Revalidation is designed to strengthen the 3-yearly renewal process with the Nursing and 
Midwifery Council (NMC) and will replace the current Prep requirements.  Revalidation aims to 
prevent future scandals by improving patient safety and ensuring nurses are all providing care that 
meets an acceptable standard.   
 
Leeds Care Record 
 
The Leeds Care Record (LCR) continues to set Leeds apart as a city leading the way in integrating 
health and care records. Whilst many health economies are now planning for such facilities Leeds 
now has nearly 600 active users across multiple organisations. Leeds North CCG has been the 
lead commissioner for this development from the outset. The most recent developments include 
Smartcard access to the LCR, and the growth in integrated neighbourhood teams using the 
system. At the end of July we are expecting to see patients flagged that have an adult social care 
referral. As a reminder, the Leeds Care Record only supports direct patient care and any 
professionals accessing the system need approved access rights.  
 
Access to Primary Care 
 
The latest national GP Patient Survey data was published in July 2015 showing Leeds North CCG 
scoring consistently higher across the GP patient survey questions than the national average for 
almost all indicators despite recognised pressures in the system. 
   
• 87% of patients registered with a LNCCG practice describe their overall experience  of their 

surgery as very good or good  (85% nationally) 
• 86% of patients registered with a LNCCG practice able to get appointment when needed 

compared to 85% national  
• 76% of patients registered with a LNCCG practice feel it is very easy or easy to get through on 

phone (71% national) 
• 88% of LNCCG patients have trust in the nurse and 93% trust in their GP compared to 85% 

and 92% nationally 
• 11% of patients using online services to order prescriptions and 8% for appointments (both 

higher than national average) 

This reflects the hard work of practices across the CCG to maintain good access for their patients. 
 
Moving Forward 
 
At Members Council in June we held an Urgent Care / Extended hours workshop to begin the 
conversation with member practices around how they think OOH might be delivered in future and 
about our approach to 8-8 working across primary care.  Current national schemes and local data 
were presented and practices agreed there was little conclusive evidence from PM Challenge fund 
sites as yet around the cost effectiveness or success of 8-8 working.  Local data on OOH usage for 
Leeds North showed a link with population behaviour and proximity to OOH sites. 
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Key themes: 
 
• Practices felt there was scope to improve ‘in-hours’ care and also to improve the current OOH 

system. 
• Practices supported the idea of putting extra capacity into the citywide system at key pressure 

times such as Christmas and Easter.  
• Overall feeling was that the national push for 8-8 working was not backed up by the current 

national and local evidence and experience.    
• Ongoing improvements in primary care – 6 LNCG practices have participated in telephone 

consultation training for their clinical staff and in improving telephone communications for non-
clinical staff.  LNCCG has funded 18 practices to participate in the GPIP (General Practice 
Improvement Programme) over next 3-4 months some of which should provide workflow and 
efficiency gains for practices and new learning on improvement techniques with some practices 
choosing to do specific modules based on looking at high volume users of primary care. 

• Practices in the CCG are continuing to roll out joint care planning with patients with long term 
conditions this year which will hopefully improve numbers of patients who feel they are listened 
to and involved in decisions about their care. 

 
Medicines Management 
 
• Antibiotic prescribing within the Leeds North CCG area continues to reduce for 2014/15 and 

has shown  the highest reduction in the region, with a 3.12% reduction in the number of 
prescriptions issued compared to 1.11% increase for Yorkshire and the Humber and  1.63% 
increase for England, when compared to previous year.  Ensuring that antibiotic stay effective 
for longer and by contributing slowing down resistance rates. 

• 50% of practices within the CCG are up and running with the Neptune computer software, 
whilst the remaining are well on their way.  This will mean that patients on high risk medicines 
are monitored appropriately to ensure that patients get the benefits, whilst minimising the risks 
of adverse effects. 

• In July, the NIOX project was launched.  NIOX machine is a new piece of equipment which is 
used to monitor patients with asthma and to ensure that they are on the most appropriate 
treatment with improved outcomes in care.  This project is being piloted within 4 practices to 
evaluate how best to use it within primary care.  To date it has been used in a small number of 
patients but has shown promising outcomes, especially in one patient who was reluctant to 
start treatment. Due to using the NIOX machine the patient was convinced of the diagnosis, 
agreed to start appropriate medication and as a result improvement in their symptoms and 
health. 

• The medicines optimisation team have also been sharing their work at various national and 
local conferences over the last couple of months, such as the Diabetes audit results at the 
Primary Care Pharmacists Association conference in Manchester, COPD and NIOX project at 
the Leeds Nursing conference, Anticoagulation in AF and stroke prevention at the West 
Yorkshire Wide CCGs Stroke prevention workshop and Care Home Medication Review 
Template and data collection at the SystmOne National User Group Conference.   

 
• As part of the stroke prevention work that GPs are undertaking.  Since February 2015 360 

patients have been started on anticoagulation and if all these patients continue to take their 
medication for at least one year it is estimated that 13 patients would have avoided having a 
stroke. 
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The Centre for Innovation in Health Management (CIHM) 
 
Becky Malby, Director at The Centre for Innovation in Health Management (CIHM) Leeds 
University Business School is leaving her role to complete a book she is writing followed by a 
possible relocation to London. Becky has driven the LIQH agenda here in Leeds and we wish her 
the very best for the future.  Thank you from Leeds North CCG. 
 
Laura Stroud will take over the roll as Acting Head of CIHM and will be working with Becky to 
smooth the transition before she leaves. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Leeds North CCG 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 Meeting 
Date: 29 July 2015 

Agenda Item: 261/2015 
Report Title: Chief Officer’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Nigel Gray – Chief 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 highlights to the Board key strategic and local issues. 
 
Co-commissioning update: 
  
• In terms of next steps re co commissioning. We propose to continue to discuss options on a 

city wide basis. This is being coordinated by me and Gordon Sinclair, West Leeds CCG Chair 
supported by a group of GPs.  

• We are looking at the learning and experiences from CCG nationally who have received full 
delegated Level 3 authority for primary care commissioning from April this year.  At present, the 
learning is limited and it is still very early days.  

• The city wide group is working up options as to how we could potentially use the benefits of full 
delegated primary care commissioning.  This could enable us to have more influence on the 
commissioning of other functions and to enhance our thinking on new models of care and new 
ways of working.  

• The aim here would be to understand as many budgetary, cost or activity components of a care 
pathway. Following this, we would consider if we commissioned them ourselves, how we could 
support the new models of care or current GP or locality visions. The diabetes work and the 
frailty Year of Care work are just two examples that come to mind here.  

 
Performance 
 
At this early point in the year, performance data is just feeding through. This report (a snapshot as 
at 21 May 2015) is therefore concerned with the end of year performance for 2014/15. 
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As a CCG we have failed only three indicators; 62-day wait cancer; ambulance response times (8 
mins) and 6-week diagnostics.  
 

Highlights & Exceptions 

HCAI – There were 6 reported C. Difficile cases in March, which was in line which the CCGs 
profile target. There were 58 cases in total for 2014/15, thus the CCG met its 2014/15 objective of 
a maximum of 65 cases. 
 
A&E Waiting Times – LTHT achieved the 95% standard in March with performance at 97.7% 
(Type 1). HDFT also achieved the standard with 96.4% (Type 1). 2014/15 full year performance 
was below the standard at LTHT (94.5%) but was achieved at Harrogate (95.5%). 
  
18 Weeks RTT – The 90% standard for admitted pathways was not achieved in March with 
performance at 86.4%. The non-admitted and incomplete pathway standards were achieved with 
performances of 95.8% and 95.4% respectively. All three RTT targets were achieved for 2014/15 
 
Cancer 62 Day RTT (Urgent GP Referral) – Performance was below the 85% standard in March 
at 75.9%. Performance for 2014/15 was also below target at 81.7%. 
 
Cancer 2 Week Waits – The cancer 2 week 1st outpatient appointment target (93%) was achieved 
in March with performance at 93.9%. The 2 week wait breast symptoms performance also met the 
national standard in March with performance at 96.5%. Both the two week cancer targets were 
met for 2014/15. 
 
Diagnostic Test Waiting Times – The headline 99% was achieved in March with performance at 
99.8%. However, overall 2014/15 performance was just below the standard at 98.9% 
 
Mental Health & Community – the proportion of people who complete IAPT treatment and move 
to recovery was below the 50% target in March at 45.2%. 
 
Ambulance Response Times – For Leeds North, YAS did not achieve the Red One or Red Two 
8 minute standards of 75% in March – performance for both indicators was 68.0%. Performance 
for 2014/15 was 64.6% and 63.0% for Red One and Red Two respectively. 

 
Leeds North CCG Quarter 4 Assurance 2014/15 
 
2015/16 – The Year Ahead 
 
Our quarterly meeting with Area Team took place 17 June 2015 to discuss our plans for the year 
ahead.  
  
Area Team are assured of our forward planning, challenge, awareness and collaborative working. 
 
2015 Annual General Meeting 
 
We held our second AGM on 30 June, where we shared the CCG’s Annual Report and Accounts 
for the year ended 31 March 2015.   The report outlines the progress the CCG has made during 
our second year of operation. 
 
A shorter, more patient-friendly Annual Review was shared and this document enables us to 
showcase the good work that the CCG is doing to engage with patients and public. 
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Snapshot presentations were shared by Leeds North CCG Teams under the below headings: 
 

• Our Health Priorities 
• Meet the Commissioners 

 Mental Health 
 Urgent Care 

• Social Prescribing 
• Third Sector Grants  
 

We have received very positive feedback about the work we are doing in Leeds North, the way in 
which we share our information engaging with our patients and for the preparation of our AGM. 
 
Thanks to all for contributions. 
 
Urgent Care 
 
LTHT continue to achieve the Emergency Care Standard with a year to date position of 96.3%. 
Due the continued pressure on the system and the higher than expected number of Delayed 
Transfers of Care winter capacity across the system remains open to support system flow  and 
maintain elective activity.  
 
System Resilience Group (SRG) hosted by Leeds North continues to work with key stakeholders to 
address the current pressures and plan for the next 12 months to deliver a resilient system across 
both Health and Social Care.  The SRG are required to conduct a self-assessment (August 2-
15)  giving a comprehensive overview of the current state of service provision to provide assurance 
on winter readiness, demand and capacity planning, Mental Health and the delivery of the  high 
impact interventions http://www.england.nhs.uk/wp-content/uploads/2015/04/resilience-planning-
assurance-letter.pdf, further guidance is expected the end of July.  
 
Citywide engagement regarding Urgent Care services; to inform transformation, in Leeds took 
place between November 2013 and May 2015 through from a range of surveys, interviews, 
workshops and focus groups taking place online and face to face, at A&E and the Shakespeare 
Walk-In Centre. The engagement received over 4,500 responses and highlighted an 85% patient 
satisfaction with urgent care services in Leeds. This is a phenomenal success story, particularly 
when compared with the national urgent and emergency care survey that elicited only 1,000 
responses. As a result of the engagement a set of local principles have emerged that complement 
those of the National Urgent and Emergency Care Review and will be adopted in the 
transformation of urgent care services: 
 
• The most appropriate thing to do must be the easiest thing to do 
• The system must give consistent responses regardless of where and when patients present 
• Unplanned care should be changed into planned care wherever possible 
• Commission to need, not structure 
• Expect and require collaborative working 
 
System Leaders across the Health and Social Care Economy continue reviewing the current 
structures and accountability regarding both the operational and strategic management of the 
urgent care agenda.  The view is that we have a 0-1 year delivery group – the System Resilience 
Group (SRG) referred to above.  We also form a system flow board to oversee 1-5 year system 
flow planning.  The next meeting is 23 July.  The main objective to smarten and streamline flow 
and access throughout the system with greater clarity for patients – Chair Jason Broch, Clinical 
Chair Leeds North CCG and Julian Hartley, Chief Executive of LTHT. 
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Refreshed CCG Objectives 

The broad themes for the refreshed CCG objectives were presented to the Board at its May 2015 
meeting for initial consideration.  Further to the agreement of these broad areas the themes have 
been discussed with a wider group of stakeholders, including all CCG staff, and at the CCG whole 
team away day.  The feedback from these sessions has been used to refine the themes, create the 
resulting objectives and develop the list of supporting actions/strategies which we will use to deliver 
them.  Liane Langdon will discuss in more detail during the meeting. 

Communication and Engagement Strategy 

Following the Boards request for clarity around the Communication and Engagement Strategy – 
the strategy is now undergoing a significant refresh to reflect the development of the 
Communications and Engagement function.  Liane Langdon will provide more detail during the 
meeting. 

Commissioning Support Services 

The CCG’s current commissioning support organisation, YHCS, was not appointed to NHS 
England’s Lead Provider Framework (LPF) for commissioning support services and cannot 
therefore provide services in its current form to CCGs beyond March 2016. Consequently all 23 
CCGs in the region have been reviewing their commissioning support arrangements.  

Following an internal review to consider the make/share/buy options for each service, the CCG 
declared its intention to test the market using the LPF, rather than bring services in-house. NHS 
England established a Transition Board to oversee a smooth procurement process and transition 
of services to new suppliers, with CCG representation for each sub-region. By working in a 
collaborative and co-ordinated approach, CCGs are expected to benefit from sharing the workload 
and be in a better position to negotiate volume based discounts from suppliers on the LPF. 

A significant amount of work has been put into the development of service specifications for all 
CCGs choosing the LPF option. This has taken longer than expected due to the complexity of 
trying to agree a specification for each service that meets the needs of up to 23 CCGs. 
Consequently the timescale for the procurement process has slipped by around 1 month. Tender 
documentation is now expected to be issued in the week commencing 20th July 2015; bids will be 
evaluated and contracts awarded in September 2015; mobilisation to new providers is expected to 
be completed in early 2016. 

As a contingency, CCG service leads are considering business continuity arrangements for each 
service in the event of service failure by the current provider and/or the LPF process not delivering 
the optimal solution for the CCG. 
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Transformation Programme Update 
 
At the Transformation Board meeting on 1 July the Board agreed a new, reconfigured Portfolio to 
take the work forward through 2015/16 and beyond.  The Board had identified a number of issues 
which, taken together, suggested that the time was right to take a fresh look at how we need to 
deliver major changes to health and social care. 
 
Details can be found on the Inspiring Change website read more about the decision and see the 
new structure here.  We are currently working with PwC reviewing governance and deliverability 
of structures and output to ensure we challenge system delivery across the city.   
 
 
 
 
 
 
Leeds North CCG 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: Public Board Date: 29 July 2015 
Agenda Item: 262/2015 
Report Title: CCG Objectives 
Prepared by: Liane Langdon, Director of Commissioning and Strategic 

Development 
Executive Lead: Liane Langdon, Director of Commissioning and Strategic 

Development 
Presented by: Liane Langdon, Director of Commissioning and Strategic 

Development 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision x 
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. 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 
The broad themes for the refreshed CCG objectives were presented to the Board at its May 
2015 meeting for initial consideration.  Further to the agreement of these broad areas the 
themes have been discussed with a wider group of stakeholders, including all CCG staff, 
and at the CCG whole team away day.  The feedback from these sessions has been used to 
refine the themes, create the resulting objectives and develop the list of supporting 
actions/strategies which we will use to deliver them.   
Action required: 
Board are invited to agree the themes, objectives and actions, and to refine and agree the 
draft metrics, in the table below.  Once agreed a delivery dashboard will be designed to 
present quarterly to the board.  
Assurance Framework 
Subject to agreement to the proposals within the paper, progress will be reported 3 times 
per year to the board. 
Next Steps 
Development of a delivery dashboard to support reporting to the board. 
Publication and awareness raising regarding the revised objectives. 
Development of a delivery plan. 
Corporate Impact Assessment 
Regulatory Implications 
Financial Implications Requires a revised approach to the allocation of resources 

within the CCG 
Legal Implications Non 
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Workforce Implications Requires a revised approach to workforce within the CCG 

Equality Impact Assessment Each plan referred to below will be assessed for equality 
implications, the intention to address inequality is reflected 
as a key objective in the proposed objectives 
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Proposed CCG Objectives: 
 
Theme 
We aim to: 

Objective 
In order to achieve 
this we will: 

Action 
Delivery of this objective will 
require action in the following 
areas: 

Metrics 
We will know 
whether we are 
achieving this by 
measuring: 

Success  
We will know we 
have succeeded 
when: 
 

Timescale 
We expect that it 
will take: 

Commission safe 
services and 
treatments which 
meet the needs of 
our population 
whilst providing a 
high quality of 
care, promoting 
health and 
wellbeing and 
improving the 
health and 
wellbeing of the 
poorest the 
fastest. 

Ensure that we have 
comprehensive 
commissioning 
processes and 
management 
established that 
enable us to 
understand and meet 
the needs of our 
population through 
high quality care and 
which deliver 
improvement in the 
health and wellbeing 
of the poorest the 
fastest. 

1. Engaging effectively with our 
patients and communities to 
understand their needs 

2. Embedding health 
improvement in our 
commissioning intentions 
and activities 

3. Ensuring parity of esteem 
between mental and 
physical health 

4. Designing and 
commissioning services for 
equality of outcome 

5. Public Health alignment with 
LNCCG objectives 

6. Further developing out of 
hospital care – including 
developing new models of 
care 

7. Developing Primary Care to 
ensure a thriving sustainable 
sector, including using 

Potential years of life 
lost (PYLL) to 
conditions amenable 
to healthcare 
interventions across 
our population, and 
differences in this 
between 
communities within  
our population 
 
The number and 
nature of healthcare 
acquired infections, 
never events and 
serious untoward 
incidents occurring 
in our commissioned 
services 
 
The feedback from 
our population on 
their experiences of 
the services they 
use and the 

The potential years 
of life lost to our 
population is 
reducing year on 
year, and there is 
no statistically 
significant gap 
between the 
outcomes 
experienced by 
different 
communities which 
is not determined 
by unavoidable 
causes  
 
The safety culture 
within our providers 
results in 
eradication of 
healthcare 
acquired infections, 
and a situation 
when no serious 
untoward incident 

A generation for 
the outcome gap 
to be eliminated, 
but that we 
should be able to 
see a reduction in 
inequality within 
specific health 
conditions within 
3 years and a 
verifiable 
population level 
change within 5 
years. 
 
2-3 years to 
embed a culture 
of excellence in 
safety within all 
our major 
providers. 
 
1 year after 
implementation 
for any 
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community pharmacy, 
dentists & optometrists 

8. Developing the use of Social 
prescribing  

9. Partnership working with 
other agencies (including 
private sector) and 
maximising opportunities for 
integration 

10. Creating and using further 
developmental  
commissioning models 

11. Building an evidence base 
for change through sharing 
of learning, drawing on the 
learning of others, and 
developing our own insight 

12. Using data to drive decision 
making and inform quality 
improvement activity 

13. Aligning investment of 
commissioning resources, 
both financial and otherwise, 
to the achievement of these 
actions 

difference in 
experiences of 
different 
communities within 
our population 

or never event ever 
recurs for the same 
reason as identified 
in prior learning. 
 
Our population 
report satisfaction 
with the quality of 
all commissioned 
services across 
communities 

redesigned 
service to be able 
to demonstrate 
significant 
improvement in 
experience  
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Ensure resilience 
as an organisation, 
to be agile with 
robust and 
transparent 
governance 

Establish organisation 
wide management 
systems and 
processes that enable 
and encourage robust 
forward planning, the 
ability to adapt to 
change, meaningful 
stakeholder 
involvement, 
transparent decision 
making and robust 
governance. 

1. Ensuring agility through 
a. Surge and escalation 

planning 
b. Business continuity 

planning 
c. Contingency planning 
d. Disaster recovery 

planning 
e. Emergency planning, 

preparedness and 
response 

2. Enabling / future profiling 
a. Infrastructure review 
b. Staffing/succession 

planning within the 
organisations teams 

3. System flow and resilience 
a. Capacity and capability 

planning 
b. Ensuring mutual aid in 

support of 
commissioning 
responsibilities 

4. Ensuring financial rigor 
5. Ongoing improvement of 

governance and assurance 
6. Continuing development of 

the publication schedule and 
population level discussions 
about our work 

7. Continuing organisational 
development at individual, 
team and organisation level 
for staff and members to 
support resilience and agility 

Results of tests on 
our plans  
 
Our financial 
position 
 
The reports from our 
internal and external 
auditors 
 
Results of the staff 
survey 

Our plan test 
results, staff survey 
and auditors are 
unable to make 
any medium or 
high priority 
recommendations 
 
We report 
balanced books 
and forecast 
balanced books for 
forthcoming years 
 
 

? to complete our 
audit cycle and 
implement all 
recommendations 
 
5 years to 
complete the 
redesign 
necessary to 
ensure future 
financial balance 
 
12 months to 
address actions 
from our tests of 
plans and the 
staff survey 
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To better develop 
innovation, 
stimulate change 
and encourage 
new models and 
ways of working 
together with 
partners in 
commissioning 
and delivery of 
services to our 
population, and 
our population 

Be recognised by our 
peers as an 
organisation that has 
effectively supported 
and encouraged 
innovation in the 
development and 
implementation of 
new models of care 
that better meet the 
needs of our 
population. 

1. Improving quality e.g. Leeds 
Institute for Quality 
Healthcare, clinical audit 

2. Embracing the changing 
landscape 
a. New models of care 
b. Year of Care models 
c. Pioneer status 
d. Inspiring change – The 

citywide Transformation 
Programme 

e. Using new technology 
and novel treatments 
approved by NICE 

3. Locality Development to 
support innovation in primary 
care 

4. Mapping and planning 
workforce including within 
the organisation, developing 
clinical skills and leadership 
within the organisation. 

5. Mapping estates and 
utilisation reviews 

6. Leading information and 
technology developments 

7. Contributing to the “Smart 
City” agenda 

8. Developing a well 
understood method of 

The feedback from 
our peers in our 360 
degree CCG survey 
regarding our 
innovation 
 
Feedback from other 
peer reported 
sources such as the 
staff survey, 
leadership 360 
activities and awards 

We are recognised 
as delivering 
innovation across 
all our feedback 
mechanisms 

2 years to allow 
feedback on 
implementation of 
current planned 
innovations 
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assessing and managing 
risk in innovation 

The ensure local 
and system 
leadership to 
encourage clinical 
and population 
engagement, high 
performance and 
continual 
improvement 

To achieve effective 
local and system 
leadership that drives 
continual performance 
improvement through 
authentic clinical and 
population 
involvement. 

1. Enhancing clinical 
leadership  – across all 
health professions 

2. Continuing and developing 
our focus on quality 

3. Developing our focus on 
quality improvement through 
use of evidence based 
improvement science 

4. Developing our high 
performing CCG 
assessment 

5. Meeting the Investors in 
Excellence standard 

6. Ensuring robust stakeholder 
engagement planning 

7. Distributing leadership and 
ensuring enabled workforce 
development 

8. Developing our system 
leadership - citywide 

Our achievement 
against the Investors 
in Excellence 
standard 
 
 

We achieve the 
Investors in 
Excellence 
Standard 

1 year to 
complete the 
necessary 
developments 
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Summary Report 
Meeting: Public Board Date: July 2015 
Agenda Item: 264/2015 
Report Title: Patient and Public Involvement 
Prepared by: Stuart Barnes, Communications and Engagement Lead 
Executive Lead: Liane Langdon, Director of Commissioning and Strategic 

Development 
Presented by: Liane Langdon, Director of Commissioning and Strategic 

Development 
Other meetings presented to: None 
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.  

Significant results in this paper include: 

• Results of a public survey of more than 200 people in relation to the proposed Social
Prescription scheme being developed by the CCG;

• Feedback from a large piece of pre-engagement work to canvass public and patient views
around walk-in services and primary care;

• Antibiotic prescribing. Results of a piece of work to evaluate the efficacy of last winter’s
communication and engagement campaign to reduce antibiotic prescribing. The views of
more than 1,200 people have been canvassed;

• Results of the third national 360 Degree survey of CCG stakeholders. This survey was
conducted by ISPOS Mori and the results are presented here.

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 

Corporate Impact Assessment 
Regulatory Implications We have a statutory duty to engage and the board is required to 
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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 

Social 
Prescription 
Model 

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 

The results of a recent public questionnaire 
undertaken as part of the communications and 
engagement plan for social prescribing project have 
proven to be very useful and have helped to shape 
the service specification. 

Over 250 people completed the questionnaire with 
respondents covering the vast majority of our GP 
practices. The demographic data collected 
suggested that the survey covered a broad spectrum 
of society. Please see a summary of the results 
below: 

People were asked to order a number of socially related issues by 
importance. Here are the top 12 in order of importance. 

1 Long Term Condition 
2 Depression 
3 Stress 
4 Fitness 
5 Anxiety 
6 Diet 
7 Loss 
8 Low Mood 
9 Dementia 

10 Panic Attacks 
11 Old age 
12 Isolation 

People were asked how many times they visited their GP over the 
last 12 months. 

Between five and ten times 50 20% 
More than ten times 37 15% 
Once 37 15% 
Three times 34 14% 
Twice 32 13% 
None. I haven't visited in the past 12 
months 22 9% 
Four times 18 7% 
Five times 17 7% 
Don't know 2 1% 

Page 3 of 13 



 
 

Topic What we are 
planning to do 

What we have done What we have learned – and what will change as a result 

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

Prefer not to say 1 0% 
 
People were asked if they felt they could fully discuss all medical 
concerns around their physical health when they visited the GP. 

Yes 199 80% 
No 36 14% 

Don't know 15 6% 
 
People were asked if they felt they could fully discuss all medical 
concerns around their wider wellbeing (beyond those for which they 
would expect purely medical help) when they visited the GP. 

Yes 150 60% 
No 68 27% 

Don't know 32 13% 
 
People were asked if they are aware of friends, family or people in 
your community who might want to be able to discuss issues or 
concerns they may have around their wider wellbeing (beyond 
those for which you would expect purely medical help). 
 

Yes - Friend (83) 83 24% 
Yes - Family member (83) 83 24% 

Yes - Member of local community 
(53) 53 15% 

No (94) 94 27% 
Don't know (29) 29 8% 

 
People were asked when they speak with someone at the GP 
practice about wellbeing issues, which of the following they would 
be happy to use. 
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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 

Might or definitely would use 
 Face to face conversation at GP practice 100% 

Telephone conversation 76% 
Video call (such as Skype or Facetime) 27% 

Web-chat (such as Facebook or Blackberry 
messenger) 17% 
Home visit 81% 

 
 
The results of this survey, along with the results of the third sector 
event held in the Shine Centre in May (as reported in the May PPI 
paper to board), will be used to help influence the Specification that 
is issued to interested parties when procuring the Social 
Prescription hub service. Some examples of changes to the spec 
include a revised list of the priority areas for the service provider to 
focus on (based on the areas of interest expressed by members of 
the public). 
 
Feedback has also been clear that there is a call for wellbeing 
coordinators to be based in practices where possible.  
 
The results also show, as will be conveyed in the specification, that 
there is a significant proportion of people who would be happy to 
consult a wellbeing coordinator via video link.   
 

Shakespeare 
Walk-in 
Centre 

The CCG plans to 
consult the public on 
its proposals for the 
future of the SWiC. 
One possible option 
for the service is that 
the contract for 

We have now completed a second stage of pre-
engagement with the public to try and identify: 
 
• Patient perceptions and behaviours towards the 
Shakespeare Walk-in Centre 
• Patient visions of an ideal GP practice 
 

Over 50% of people surveyed at the Shakespeare Walk-in Centre 
were of BME heritage and 23 had come about their child. This 
suggests that BME mothers would have a major stake in any future 
service change.  Any future detailed engagement regarding the 
service or alternatives will ensure that this group are represented. 
 
Patients told us that the ideal GP practice would deliver a wider 
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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 

delivery will be 
terminated and the 
service removed.  
The potential for 
discontinuation of a 
service in this way 
would require a 
statutory 12 week 
consultation.  
It remains to be 
decided whether this 
consultation will take 
place as a stand-
alone consultation on 
the future of the 
Walk-in service, or 
whether questions 
about walk-in 
services will be 
included as part of a 
wider consultation on 
the future of Urgent 
Care Services in the 
city. 

This engagement has included street surveys and a 
series of 9 focus groups (including 5 groups made 
up of a general cross section of the public; 1 mothers 
/ parents group; 1 group of Eastern European 
people; 1 group of students and 1 of South Asian 
people). 

This engagement follows a previous survey of more 
than 200 patients at the SWiC that was undertaken 
in the summer of 2014.  

Discussions have also taken place between the 
CCG and members of the Leeds City Council Health 
Scrutiny Committee (Scrutiny). These discussions 
outlined our proposals to consult the public on a 
potential service closure.  

Recent Communication with officers from the Health 
Scrutiny Committee have included a request from 
the lead scrutiny officer, Steven Courtney, for the 
CCG to provide clarity on the timeline for the review 
of Walk-in Services in Leeds, and an explanation of 
the broader timelines for the strategic review of 
urgent care with clear links established between the 
two. 

range of interventions on site, including x-rays, minor surgery, 
support groups, as an alternative to hospital admissions.  This will 
be shared with those developing New Models of Care to inform 
their plans. 

There was strong support for the idea of an urgent care triage line, 
provided it is staffed by nurse.  

South Asian, Eastern European, and Deaf People feel 
disadvantaged by the shortage of interpreters.  This intelligence will 
be shared with the commissioners of translation services (NHS 
England). 

The following intelligence will now be used to inform the design of 
the options for future provision: 

Patients like the idea of a qualified health professionals to engage 
with people in community and faith settings. LIP is aware, from 
other CCG commissioned work, that Eastern Europeans would like 
accessible information around the structure of the NHS and its 
entry points. 

Cleanliness, privacy and confidentiality were recurring themes. 
Patients want a clean, accessible environment, without 
inappropriate receptionist questioning. 

Students want alternatives to the current sit and wait appointment 
system. Action around the 22% of students not registered is 
recommended. 

Antibiotics 
Campaign 
winter 
2014/15 - 

Leeds North CCG 
plans to deliver a 
communications and 
engagement 

Leeds North Clinical Commissioning Group delivered 
a similar campaign in the winter of 2014/15, with a 
local focus across GP’s, hospitals and clinics. Third 
sector organisations were included in both designing 

A total of 1274 people engaged have been reached by the 
campaign materials and messages. 94% of questionnaire 
participants said that they had seen some form of the Winter 
Antibiotics Campaign. 27% of these participants 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 

Evaluation campaign in the 
winter of 2015/16 
with the aim of 
reducing any 
unnecessary 
prescription of 
antimicrobial 
medicines.  

and disseminating campaign materials and providing 
information sessions within local communities. 
 
In May 2015, the CCG commissioned Leeds 
Involving People (LIP) to evaluate the impact of the 
local campaign across Leeds’ communities. The 
evaluation will inform the campaign for the coming 
winter. 
 
A total of 1274 surveys were completed. People 
across Leeds were invited to complete the survey. 
The survey was made available online. The survey 
link was distributed and promoted to over 100 
community organisations, who were invited to 
distribute to their membership. Further the survey 
link was advertised via; The Chamber of Commerce 
and local employers,  Leeds Citizens Panel, 
HealthWatch, YouthWatch, Together We Can 
Network, using websites, Facebook and Twitter. 
 
The following community organisations were visited 
to conduct face to face surveys: Touchstone, 
Hamara Centre, Healthy Living Network, Leeds 
Black Elders, Moor Allerton Elders Association, 
Women’s Health Matters, Hanover Housing 
Association, Sikh Temple Chapletown, Sikh Sports 
Centre Chapleltown, Sikh Community Centre 
Chapletown and Bramley Lawn Day Centre. 
 
Survey interviews were conducted with people 
across Leeds in a range of locations: Boots 
Pharmacy Kirkgate, CO-OP Pharmacy Horsforth, 
Sainsbury’s Pharmacy Moore Allerton. Morrison’s 

representative of the BME community.  
 

The campaign has reinforced and changed the behaviour of 92% of 
participants who had seen the materials. Of these, 75% had the 
message reinforced that antibiotics were not appropriate for minor 
viral ailments. 17% had directly changed their expectations and 
behaviour, as they found the campaign to be informative. 

 
The study was able to reach the ethnically diverse populations of 
Leeds broadly in-line with the overall ethnic profile of the city. 
Therefore it is important to note the higher proportions of people 
from BME groups stating that their expectations and behaviours 
around antibiotics would not change because they still felt that 
antibiotics were appropriate, and that they would more readily 
access the GP with cough cold and sore throats. 

 
The study was able to reach 34% of participants with long term 
health conditions, a higher proportion of whom had greater 
expectations of receiving antibiotics for cough, colds and sore 
throats. 

 
The campaign materials that used bright colours, large bold font, 
positive and humorous messages had the greatest impact. The 
spread of the campaign was significantly higher in GP surgeries, 
pharmacies and community centres, followed by buses and local 
newspapers.  

 
Campaign materials and activities compete for impact amongst 
other health related campaigns and media and in the case of 
schools, planning timetables. The content of the leaflets is 
considered informative and useful. Focus group participants have 
made suggestions for improvements and extensions of the 
material. 
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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 

Supermarkets Morley, Wetherby, Harehills, Yeadon. 
Asda Harehills. Marks and Spencer Owl Cotes 
Centre Pudsey. White Rose Shopping Centre 
Morley. Over a period of six days a survey team 
conducted city centre interviews in and around the 
city.  
 
Workplaces were also targeted and visited to 
promote the survey and conduct face to face 
interviews. 
 
A selection of house-to-house surveys were 
conducted in areas that the original campaign 
targeted with leaflets (covering 114 streets): 
Harehills Triangle, Oakwood, Pudsey, Woodhouse, 
Beeston, Beeston Hill and Armley. 
 
Twenty four high schools, colleges and academies 
that took part in the Winter Antibiotics Campaign with 
a leafletting programme to students, were invited to 
complete online surveys and contacted to provide 
feedback.   
 
The survey studies were complimented by seven 
focus group sessions, comprising the following: 

• Eastern European People 
• Asian People – two focus groups 
• Leeds North CCG residents 
• Leeds West CCG residents – two focus 

groups 
• Leeds South and East CCG residents 

 

 
Amongst the people of Leeds, there is a widespread understanding 
of MRSA and superbugs, and the link to antibiotics, and antibiotic 
resistance. The focus groups reflected on the medical and wider 
social impact of MRSA/super bug.  

 
The people of Leeds rely and trust pharmacy services for advice, 
remedies and information, experiencing the service as quicker, 
more easily accessible, proactive and trustworthy. In contrast 
where people experience the GP service as not giving explanations 
for non-prescription of antibiotic or feel ‘fobbed off’ with 
paracetamol by their GP’s, the awareness campaign is having less 
impact. 
 
Possible Changes 
A future campaign could have a significant impact on levels of 
awareness. If GPs were encouraged to highlight information in 
consultations using the Non Prescription Pad leaflet, and a 
proactive approach to informing patients of non-antibiotic 
prescribing decisions. 
 
The higher proportion within the BME communities showing a lack 
of awareness about the correct usage of antibiotics and appropriate 
alternatives indicates that a future awareness campaign would 
benefit from directing campaign activities to these groups. It is 
recommended that any targeted campaigns are predicated on 
further research with those communities, beyond a rudimentary 
translation of mainstream campaign materials.  
 
Another future campaign would benefit from promoting the Minor 
Ailments Service. Particularly within  BME communities. 
 
To increase the impact amongst the school age population, further 
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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 

Across the seven focus groups, patients represented 
GPs across Leeds by 56 participants. 
 

consideration should be given to extending the campaign into 
primary schools where there may be easier access to curriculum 
time.  A future campaign may access families with school age 
children via parent mail systems. 
Case studies detailing realistic personal stories of MRSA and 
Superbugs, and both the medical and social impact, may increase 
awareness and dissipate myths. 
 
 
 

360 Degree 
Survey 

 
 
 

The CCG recently received the results of the third 
annual national survey carried out by Ipsos MORI. 
Stakeholder details were provided to Ipsos, who 
made contact by email. They were asked a number 
of questions around the six assurance domains, with 
many questions identical to last year. There are 
additional questions on engagement.  
 
The stakeholder response rate this year was 43%. It 
is important to note that this is a much lower 
response rate when compared to 2014 (72%) and 
2013 (71%). The break-down is below, with 2014’s 
figures in brackets. 
 

Member practices formed the majority of the responses, the issues 
raised reflect this. Although the number of wider stakeholders to be 
invited to respond was more than twice as many as last year at 18, 
only four responded.  
 
In the free text, most comments were constructive and positive. 
However there was one stakeholder, a GP practice, who was 
clearly dissatisfied, this were a definite outlier and it would be 
inappropriate to draft actions based on the specific criticisms, which 
were aimed at the system as a whole rather than specific to Leeds 
North CCG. 
 
While the response sample is too small to draw firm conclusions, 
when taken into account with the free text responses, a number of 
positive themes emerge, saying the that CCG is: 
 

• Patient-focused 
• Engaged 
• Strategic 
• Open and receptive 
• Supportive 
• Clinically-led 
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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 

• Understanding of local issues 
 
In addition the leadership is described as: 
 

• Excellent 
• Dynamic 

 
The areas for improvement highlighted mainly through the free text 
and raised by more than one respondent related to member 
practices. These were: 
 

• Limited time and resources to participate fully (including 
quality locum cover) 

• Capacity of smaller practices to be fully engaged 
• Setting the agenda to suit all and measuring outcomes 
• Consistency of engagement with stakeholders (particularly 

patients and the public) 
• Overall communication and openness (co-commissioning 

and complaints were mentioned) 
 
Overall, and given the low response rate Leeds North CCG does 
not seem to be an outlier in any area. The survey is RAG rated, 
showing how we rate against a peer group of similar CCGs.  
 
We are in the top third of CCGs (green) on: 
 

• Overall engagement and relationship 
• Commissioning decisions and contribution to wider 

discussions  
• The majority of indicators on plans and priorities (with an 

amber for the indicator on taking comments on board) 
• The majority of indicators on overall leadership (with an 
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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 

amber for the indicator on ‘confidence in the CCG 
leadership to deliver outcomes for patients’) 

• The majority of indicators on clinical leadership (with an 
amber for the indicator on ‘delivering continued 
improvements to reduce local  health inequalities’) 

 
Areas for improvement 
As previously noted, the low response rate makes it difficult to draw 
firm conclusions; however themes do emerge from the free text. 
The survey is anonymous, but it is clear from the subject matter 
that member practices have highlighted the majority of the issues. 
 
The concerns centre on: 
 

• Time and resource constraints 
• Agenda setting 
• Engagement 
• Co-commissioning and complaints 

 
Action plan 
 
The following issues are highlighted for action. As the action plan 
for the Real World Group and the work programme for Investors in 
Excellent develops, it should become part of the larger 
organisational development plan. 
 
Issue Action 
• Low stakeholder response rate • Paper to be presented 

at Council to highlight 
2015 feedback. A 
further paper is 
planned for Council 
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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 

later in the year in 
advance of 2016 
survey 

• Capacity of smaller practices to 
engage 

• Ongoing from 2014 
action plan. A further 
locality facilitator is 
currently in place with 
discussions regarding 
further support on-
going 

• Setting the agenda and 
measuring outcomes inclusively 
with member practices 

• Ongoing from 2014 
action plan. Request 
for agenda items inc 
GP non-exec members 
as well as other 
Council-elected 
representatives. A first 
paper covering a wide-
range of reports which 
contribute to CCG 
performance has 
recently been 
presented to the Board 
and on-going 
development will 
ensure the CCG 
continues to be 
outcome focused 

• Ensure consistency of 
engagement 

• Review of Chair and 
Chief Officer’s briefings 
to include and promote 
the wider health and 
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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 

social care economy 
and partnerships 

• Ensure consistency and quality 
of communication with member 
practices and other stakeholders 

• A new practice based 
bulletin is currently in 
development as a 
result of feedback 
already received. The 
website is currently 
under review to ensure 
it is informative, current 
and promotes the 
strategy and progress 
of the CCG 

• Co-commissioning • New NHS England 
guidance on conflicts is 
being shared across 
the CCG with all parts 
of governance 
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Summary Report 
Meeting: Public Board Date: 29/7/2015 
Agenda Item: 265/2015 
Report Title: An overview of the CCG’s revised Communications & 

Engagement Strategy 
Prepared by: Stuart Barnes, Communications and Engagement Lead 
Executive Lead: Liane Langdon, Director of Commissioning and Strategic 

Development 
Presented by: Liane Langdon, Director of Commissioning and Strategic 

Development 
Other meetings presented to: 
Purpose of Report 
Approval x 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. 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 
The CCG Communications and Engagement Strategy is undergoing a significant refresh to reflect 
the development of the Communications and Engagement function, the findings of internal audit and 
feedback from our population and membership.  The attached paper highlights the most significant 
changes, and the current draft is provided for consideration by the Board to inform the next stage of 
the development, and interim implementation of some key features including the changes to the 
input mechanisms and PRGN and CPPG groups. 
Assurance Framework 
Patient Assurance Group (PAG) and Board 
Next Steps 
The CCG will take comments from Board members and will amend the strategy accordingly. 
It will then convene the first meeting of the New PPI Working Group to consider the detail of 
the implementation of the strategy (as referred to in the strategy as appendices to be 
added), apply further changes and then bring back a final version for adoption at 
September’s public board meeting. 
Corporate Impact Assessment 
Regulatory Implications X 
Financial Implications 
Legal Implications 
Workforce Implications 
Equality Impact Assessment 
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Introduction 
The CCG’s current Communication and Engagement strategy was written and agreed in 2014, 
prior to the CCG developing its own in-house communications and engagement capability.  
A revised Strategy document has been prepared and is presented to board members for their 
consideration.  

The detailed actions associated with the work of the Communications & Engagement team do not 
feature in this Strategy document. Further detail can, however, be found in some of the appendices 
to the Strategy. 

Responsibilities and statutory duties: 
Specific legal duties contained in the Health & Social Care Act 2012 include: 

• Involve the public in the planning and development of services;
• Involve the public on any changes that affect patient services, not just those with a

“significant” impact;
• Set out in their commissioning plans on how they intend to involve patients and the public

in their commissioning decisions;
• Consult on their annual commissioning plans to ensure proper opportunities for public

input;
• Report on involvement in their Annual Report;
• Have lay members on their governing body;
• Have due regard to the findings from the local HealthWatch;
• Consult Local Authorities about substantial service change;
• Have regard to the NHS Constitution in carrying out their functions;
• Act with a view to securing the involvement of patients in decisions about their care; and
• Promote choice.

The Communications and Engagement Strategy sets out the systematic approach that the CCG 
should be taking in order to ensure that its statutory duties are met, at the same time as ensuring 
that the CCG is prioritizing the things that matter most to the organization.  

Content – What is covered? 
The Strategy document covers each of the main functions of the main functions of the CCG’s 
Communications and Engagement team:  

1) Building and protecting the corporate / organisational identity of LNCCG
2) Communications risk management – Including media relations, crisis communications

and risk identification
3) Raising the profile of LNCCG through promoting good news and celebrating success
4) Improving understanding between the CCG and our populations
5) CEED planning (Communications, Engagement, Equality & Diversity plans to support

commissioning activities)
6) Joint ‘assurance planning’ with LNCCG Commissioners

Content – What is omitted? 
The Strategy does not include information on the following: 

• Budget, resources, benchmarking
• Equality & Diversity (This is currently delivered by the CSU)
• Safeguarding
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• Information Governance / Informatics (IG communications and engagement on major projects
is currently delivered by the CSU)

Significant Changes 

Patient and Public Involvement PPI Working Group 
As shown in Figure I (below), there is currently no formal mechanism within the CCG to 
ensure that the Patient & Public Intelligence received through FFT, PALS, Freedom of 
Information requests (FOI) and Parliamentary Questions (PQs) is then fed into the 
Communications & Engagement function of the organization.  

 Figure I – Current PPI Structure 

The CCG will, therefore, establish a PPI working group, chaired by the Director of 
Commissioning, with representation from the Communications & Engagement (C&E) team, 
Provide Management Groups (PMGs), the PAG Chair, the CCG’s Corporate Governance 
function and a Non-Exec director from the CCG’s board. The aim of the group will be to 
provide a forum for discussion, planning and performance management of PPI action plans 
within the CCG so that all elements of the PPI intelligence and planning can be considered 
collectively, rather than the current model which can prove fragmented at times.  

In the interests of ensuring that the three main PPI groups at the CCG are working in a 
coordinated manner, the newly formed PPI working group will meet regularly and will help 
to coordinate agendas, maintain an action tracker and risk register, and consider feedback 
from each group.  It will provide a PPI report to the CCG’s board. 

Communications & Engagement 
Team 

PAG / PRGN / CPPG Learning from CEED 
Planning  

 Provider Management Groups /   
Quality Committee / Commissioning 

Leads / Corporate Governance 

FFT 
PALS / 

Complaints 
Service 

Provider Evidence 
of Patient 

Experience 

FOI, 
Parliamentary 

Questions 
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Figure II – New PPI Structure, including PPI Working Group 

 
 

NHS Leeds North CCG – ‘Community Voices’ 
This group will replace the CPPG. Meetings will take place four times a year and will be 
held in different locations across the Leeds North CCG localities. 
Terms of Reference for the group will be reviewed by the PPI working group and then made 
available in the appendices of the Strategy. 
 
NHS Leeds North CCG Virtual Practice Reference Group Network (VPRGN) 
The Virtual PRGN will establish links across the Leeds North CCG area between Practice 
Participation Groups based in local GP practices. 
 
It will aim to ensure that Practice Reference Groups share best practice and innovative 
ways of working, and that they encourage each other to build and strengthen PPI (and 
especially the individual patient groups) within GP Practices. 
 
Terms of Reference for the group will be reviewed by the PPI working group and then made 
available in the appendices of the Strategy. 
 
Stakeholder Engagement Action Plan 
The clarity of the CCG’s message is crucial. This means we need to better consider the 
audience for our messages when trying to raise the profile of the CCG and its successes. 
A Stakeholder Engagement Action Plan has been developed which contains more detail of 
the main stakeholder groups, and the means through which the CCG will aim to raise its 
profile and communicate better with each.  
The Plan will be considered by the PPI Working Group and then included in the appendices 
of the Strategy. 

 

PPI Working Group: 
- Communications & Engagement Lead 

- Corporate Governance Lead 
- Commissioning Team Leads 

- PAG Chair 
- Non-Exec Representative 

- Quality Committee Representative 
- Public Health 

- Director Commissioning  (Chair) 
 

Communications & 
Engagement Team 

PAG / PRGN / 
CPPG 

Learning from 
CEED Planning  

Provider Management Groups /   
Quality Committee / 

Commissioning Leads / 
Corporate Governance 

FFT PALS / Complaints 
Service 

Provider Evidence 
of Patient 

Experience 
FOI, Parliamentary 

Questions 
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Annual Assurance Work Plans for Commissioning Teams 
 
The Communications and Engagement team has worked with Commissioning teams to 
develop Annual Work Plans for presentation to the CCG’s Patient Assurance Group (PAG) 
(Annual PAG Work Plans will be reviewed by the PPI working group and then made 
available in the appendices  in of the Strategy). 
 
The Annual PAG work Plans for each Commissioning team set out a timetable for the 
Commissioners to work with the PAG over the course of the year to ensure that Assurance 
is secured for all commissioners’ Communications Engagement Equality and Diversity 
plans (CEED Plans). 
 
The C&E team has, and will continue to work with Commissioning team leads to ensure 
that commissioners have a clear understanding of the ‘Assurance Planning’ process. This 
includes annual refresher training and assistance with the development of Annual PAG 
Work Plans for each team.  
 
Having delivered annual training to Commissioning teams, it is then the responsibility of 
Commissioning Teams to ensure that their commissioning activity has the required 
assurance.  
The C&E team will work with commissioners to support them in achieving this. 
 
The CCG’s new PPI Working Group will have the ability to monitor the quality of Assurance 
Planning within the CCG and work with members of the CCG team to review and improve 
the process around Assurance Planning on an ongoing basis. 
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Introduction 
This strategy document sets out the strategic role of the Communications and Engagement team 
(C&E Team) at Leeds North Clinical Commissioning Group (LNCCG). 
 
The strategy explains how the C&E Team will support the CCG in meeting its strategic objectives 
as a high performing organisation. 
 
The strategy does not set out the operational level plans for delivery of the C&E team function (for 
example: specific plans for patient and public engagement around commissioning activity; 
social/digital media plans; political or media engagement plans. 
 
Where relevant, and to help aid the understanding of the C&E Strategy, some of the operational 
level plans are provided alongside the report as appendices.  
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Supporting the Aims of LNCCG 
 
Leeds North CCG Constitution sets out 5 Aims: 
 

1) To be a successful & robust organisation that puts clinicians, patients & carers at the 
heart of commissioning high quality services based on the needs of local people & 
within resources 

2) To support people to have the best start in life and be healthy for longer by promoting 
better disease management, prevention & early detection & treatment 

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

4) To drive the improvement of services city wide for people with mental health needs & 
learning disabilities 

5) To promote choice based on quality of care & improve access to services for people in 
the CCG area 

In addition, the recently revised objectives of the CCG are: 
 

INSERT REVISED CCG OBJECTIVES ONCE FINALISED 
 
 
 
Through discussing and planning the roles and responsibilities of the C&E team in partnership with 
the CCG’s senior management, several priority areas of activity for the C&E team have been 
identified.  
Each of these priority areas is expected to complement and support the work of colleagues at 
LNCCG to help achieve the CCG’s Aims. 
 
 
The role and responsibilities of the LNCCG C&E Team 
 
The priority areas of activity for the LNCCG C&E team are outlined below. This strategy document 
then goes on to examine each in more detail.  
 

1) Building and protecting the corporate / organisational identity of LNCCG 
2) Communications risk management – Including media relations, crisis communications 

and risk identification 
3) Raising the profile of LNCCG through promoting good news and celebrating success 
4) Improving understanding between the CCG and our populations  
5) CEED planning (Communications, Engagement, Equality & Diversity plans to support 

commissioning activities) 
6) Joint ‘assurance planning’ with LNCCG Commissioners  
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1 Building and protecting the corporate / organisational identity of LNCCG  
 
LNCCG recently celebrated its second birthday as a statutory body, having received authorisation 
in 2013. 
 
The CCG has developed strong links with its patient and public population, providers and a number 
of other key partners and has made significant strides to developing its corporate and 
organisational identity.  
 
The work of the C&E team in protecting and building the corporate/organisational identity of the 
CCG will be to build on the existing relationships with stakeholders, identifying any perceived 
strengths and weaknesses of the organisation (among external and internal stakeholders) and to 
work with commissioning team leads and the senior management team of the CCG to develop and 
implement action plans to drive reputational improvement.  
 
The process of identifying the perceived strengths and weaknesses of the CCG’s identity will be 
informed by results of: 
 

• the Annual CCG 360 Degree survey (undertaken by IPSOS MORI on behalf of  NHS 
England) and the Annual CCG Staff Survey.  

• Board Leadership 360 degree review 
• CCG assurance feedback 

 

Following a review of the results of these surveys, the C&E team will develop a list of practical 
recommendations for action to improve any perceived shortcomings which relate to 
communications and engagement activity of the CCG.  
This annual Review of Stakeholder Perceptions expressed in the results of the 360 degree survey, 
including an action plan, can be seen in Appendix XX. 
 
As well as a review of, and action plan relating to stakeholder perceptions of the CCG, the C&E 
team will also be responsible for ensuring that the CCG develops the appropriate communications 
tools and platforms for stakeholder communication.  
 
This will involve the development of high quality, appropriate and consistent communications tools 
including: 

• A redesigned CCG website,  
• A review and re-launch of electronic bulletins (including consideration of the target 

audience for e-communications),  
• Consistent e-mail signatures,  
• Consistent and high quality templates for any public-facing materials, 
• Social / Digital media toolkits for use by CCG colleagues and colleagues at member 

GP practices (See Social Media plan in Appendix XX), 
• Development of CCG Branding Guidelines (these will be consistent with NHS brand 

guidelines). 
 

Supports LNCCG Constitution 
Aim(s): 

1) To be a successful & robust organisation 
that puts clinicians, patients & carers at 
the heart of commissioning high quality 
services based on the needs of local 
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people & within resources 
Supports LNCCG Strategic 
Objective(s): 
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2 Communications risk management: media relations, crisis communications and risk 
identification 

Managing media relations is an important part of the C&E team’s role and should involve both 
proactive and reactive elements as would be expected in an organisation with such a high degree 
of public interest and scrutiny.  
 
The C&E team will build upon existing relationships with media stakeholders and increase the 
proportion of pro-active media exposure for the CCG’s activity.  
 
Now in its third year, the CCG has many positive stories that should be told, both in relation to the 
commissioning of city-wide functions, and innovative primary and community care commissioning 
activity within our own Leeds North population area.  
 
Media relations, in the absence of a media strategy, will tend to be largely reactive, with the CCG 
responding to enquiries from journalists about specific commissioning issues in the public interest.  
It is important, therefore, that the CCG develops a more pro-active approach to media 
communications and the job of the C&E team has developed a media plan to support this aim. The 
CCG’s proposals for media engagement can be seen within the Media plan, in Appendix XX of this 
report. 
 
Identifying communications and engagement risks for the organisation is an important part of the 
C&E function. Similarly, it is important for the C&E team to work with commissioning team leads 
and the CCG Senior Management Team (SMT) to understand any of their significant risks which 
could require C&E input as part of the risk management plan in the event of the risk being realised. 
 
The C&E team will undertake a review of the corporate risk register, in partnership with the head of 
governance, to understand those risks which would require significant communications and 
engagement support in the event of a risk being realised. Where significant risks are identified, and 
C&E support required to prepare reactive / crisis communications positions, this work will be 
undertaken in partnership with the risk owners and SMT. 
 
 
Supports LNCCG Constitution 
Aim(s): 

 

Supports LNCCG Strategic 
Objective(s): 
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3 Raising the profile of LNCCG with Stakeholders by promoting good news and celebrating 
success 
 
The CCG’s ability to achieve its aims and affect positive outcomes in the health and wellbeing of 
the population will be determined, in part, by the extent to which its work is understood. 
The extent to which the work of the CCG is understood will be dependent, in turn, on the clarity of 
its message and the means of delivery. 
 
The CCG should make greater efforts to promote its achievements. Promoting our successes will: 
 

• raise the profile of the CCG; 
• improve trust and understanding between the CCG and its stakeholders, based on better 

understanding of aims and achievements; 
• enhance credibility of the organisation and provide a platform for more challenging 

discussions around transformational change. 

Target Audiences 
The clarity of the CCG’s message is crucial. This means we need to better consider the audience 
for our messages when trying to raise the profile of the CCG and its successes. 
More detail is provided in the Stakeholder Engagement Action Plan, in Appendix XX of the main 
stakeholder groups, and the means through which the CCG will aim to raise its profile and 
communicate better with each.  
 
The audiences for the CCG include: Patients and Service Users; Carers; the public; Third Sector 
organisations; Elected representatives; NHS and other partners / providers; and, our staff. 
 
Communications Methods 
The C&E team has undertaken a review of its current core methods of communication and has 
observed several areas for new work and improvement of existing activity.  
 
Methods of raising the profile of the CCG and its successes will include:  
 

• Media activity;  
• Internal messaging;  
• e-bulletins and newsletters;  
• Annual Review of the CCGs activity;  
• Social Media Promotion;  
• Enhanced Political engagement;  
• Stakeholder events; 
• Targeting Awards for the work of the CCG 

Again, details can be found in the Stakeholder Engagement Action Plan. 
 
Through the development of a PPI working group at the CCG (see section 4 below), the CCG will 
improve its clarity of message and deliver a more coherent and planned set of communications 
which celebrate our success. 
 
 
Supports LNCCG Constitution 
Aim(s): 

 

Supports LNCCG Strategic  
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Objective(s): 
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4 Improving understanding between the CCG and our populations  
 
The role of patients and the public in shaping the future of NHS services is a principle enshrined in 
the NHS Constitution, in Legislation and established within the objectives of Leeds North CCG.  
 
Our current performance in relation to Patient and Public Involvement (PPI) has been identified by 
the CCG’s Audit Committee as an area requiring improvement.  
 
The Current Picture 
There are several mechanisms through which PPI is undertaken as a means of improving the 
understanding between the CCG and the Leeds North population. Some of these methods are 
currently operating well as evidenced through the PPI audit, however several require significant 
improvement.  
 
The Joint Strategic Needs Assessment (JSNA), develop and published by the Health & Wellbeing 
Board following consultation and careful consideration of population level data, provides a robust 
starting point for the CCG to understand the health needs of people in north Leeds at the 
population-level. The JSNA feeds into the health priorities set out in the Clear and Credible Plan for 
the CCG which then provides a starting point for informing the CCG’s understanding of our 
population.   
 
The role of the C&E team is to ensure that the CCG builds on this statistical understanding of the 
requirements of the population by enriching the information with patient and public input. 
 
The following is a list of the various channels for improving understanding between the CCG and 
our population, with information about those aspects requiring improvement. Details of proposed 
actions required to improve PPI at the CCG can be found in the ‘Stakeholder Engagement Action 
Plan’ in appendix X. 
 
PPI channels managed by the CCG’s Communications & Engagement Team 
The current channels established for PPI and managed by the CCG’s Communications and 
Engagement Team include: Patient Assurance Group (PAG), the Community and Public 
Participation Group (CPPG), the Practice Reference Group Network (PRGN) and project specific 
Communications Engagement, Equality and Diversity plans (CEED Plans).  

 
NHS Leeds North CCG Patient Assurance Group (PAG) 
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 
improvement. 
Terms of Reference for the group can be seen in Appendix XX 
 
Consultation & Engagement activity around specific commissioning activity: 
Communications Engagement Equality & Diversity Planning (CEED Planning) 
The commissioning activity of the CCG’s Commissioning teams should be conducted in a 
planned manner, with forward activity plans submitted annually to the Patient Assurance 
Group setting out the planned commissioning activity for the year along with details of those 
activities which will involve public engagement or consultation.  
 
For those activities where public engagement or consultation will take place, a plan is 
submitted to the PAG for approval that the proposed engagement activity is sufficient in 
scope and is thorough. This submission should be made in the form of a CEED 
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(Communications, Engagement Equality & Diversity) Plan - See section 5 below for more 
info on CEED plans.  
 
CEED Plans should be managed jointly between the commissioning team and the C&E 
team, with regular review of any PPI activity such as surveys and focus groups, and a 
summary of the impact this PPI feedback has had in the form of a ‘You Said, We Did’ table. 
 
 

Changes to PPI Channels managed by the CCG 
Having undertaken a review of existing fora, and considered options for improving PPI across the 
CCG, there will be some changes to the approach to PPI and the CCG will launch two new groups 
to replace the CPPG and PRGN. 

 
NHS Leeds North CCG – ‘Community Voices’ 
This group will replace the CPPG. Meetings will take place four times a year and will be 
held in different locations across the Leeds North CCG localities. 
Terms of Reference for the group can be seen in Appendix XX. 
 
NHS Leeds North CCG Virtual Practice Reference Group Network (VPRGN) 
The Virtual PRGN will establish links across the Leeds North CCG area between Practice 
Participation Groups based in local GP practices. 
 
It will aim to ensure that Practice Reference Groups share best practice and innovative 
ways of working, and that they encourage each other to build and strengthen PPI (and 
especially the individual patient groups) within GP Practices. 
 
Terms of Reference for the group can be seen in Appendix XX. 
 
In the interests of ensuring that the three main PPI groups at the CCG are working in a 
coordinated manner, the newly formed PPI working group (see details in section XX below) 
will meet regularly and will help to coordinate agendas, maintain an action tracker, and 
consider feedback from each group before then providing a PPI report to the CCG’s board. 
 

PPI Channels managed outside the CCG’s Communications and Engagement Team 
In addition to these fora, there are many channels of PPI which are not managed by the CCG’s 
Communications and Engagement team, ranging from the individual GP practices’ Practice 
Reference Groups, to various other surveys or feedback channels managed by other parts of the 
NHS in Leeds.  

 
Practice Reference Groups 
These groups are GP practice-based and often led by either patient chairs or a Practice 
Manager.  
The aim of groups is for patients of their respective GP practices to meet and discuss 
issues concerning primary care delivery at their practice. 
The picture of PRGs across the Leeds North Member Practices is a mixed one with some 
groups meeting much more frequently than others, and some groups struggling to initiate 
any regular meetings.  
The current mechanism for the CCG to collate information and feedback from these 
Practice Reference Groups is via the Practice Reference Group Network forum (mentioned 
above). There have been questions raised about the effectiveness of this group and  
 
PALS 
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Data from Patient Advice and Liaison Services in Leeds is collected and reported on jointly 
by the three CCGs in Leeds.  
 
Friends & Family Test 
Friend and Family Test (FFT) data is collected and reported on by all NHS provider 
organisations in Primary and Secondary care. The information collected is fairly limited but 
can provide a useful indication of patient experience of services. 
 
Provider evidence of Patient / Service User experience 
Commissioners should all ensure that, as a standard contractual requirement, providers are 
responsible for collecting and reporting on patient experience within their service. This 
information should then be used by commissioners, with advice from the C&E team, to 
inform commissioning decisions within the commissioning cycle. 
 

 

 
 Figure I – Current PPI Structure 

 
 
Improvements to PPI Structure 
As shown in Figure I above, there is currently no formal mechanism within the CCG to ensure that 
the Patient & Public Intelligence received through FFT, PALS, Freedom of Information requests 
(FOI) and Parliamentary Questions (PQs) is then fed into the Communications & Engagement 
function of the organization.  
 
The CCG will, therefore, establish a PPI working group with representation from the C&E team, 
PMGs, the PAG Chair, the CCG’s Corporate Governance function and a Non-Exec director from 
the CCG’s board. The aim of the group will be to provide a forum for discussion, planning and 
performance management of PPI action plans within the CCG so that all elements of the PPI 
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Team 

PAG / PRGN / CPPG Learning from CEED 
Planning  
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Leads / Corporate Governance 
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intelligence and planning can be considered collectively, rather than the current model which can 
prove fragmented at times.  
 
The PPI Working group will consider agendas, minutes and actions of the various PPI channels of 
the CCG. It will receive update reports on all PPI channels of the CCG and will be responsible for 
maintaining an action tracker for PPI activity. It will report to board on PPI. 
 

 
Figure II – New PPI Structure, including PPI Working Group 

 
 
 
 
 
 
 
Supports LNCCG Constitution 
Aim(s): 

 

Supports LNCCG Strategic 
Objective(s): 

 

 
 
 
 
  

PPI Working Group: 
- Communications & Engagement Lead 

- Corporate Governance Lead 
- Commissioning Team Leads 

- PAG Chair 
- Non-Exec Representative 

- Quality Committee Representative 
- Public Health 
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5 Assisting Commissioners to ensure robust planning and delivery of project specific CEED 
Plans 
 
Statutory Duty 
Commissioning teams at LNCCG all have a statutory duty to ensure patient involvement and 
engagement in the planning and commissioning of health care. This is a concept that is critical to 
the success of the organisation and is included in the aims within the constitution of the CCG.  
 
Specific legal duties contained in the Health & Social Care Act 2012 include: 
 

• Involve the public in the planning and development of services;  
• Involve the public on any changes that affect patient services, not just those with a 

“significant” impact;  
• Set out in their commissioning plans on how they intend to involve patients and the public 

in their commissioning decisions;  
• Consult on their annual commissioning plans to ensure proper opportunities for public 

input;  
• Report on involvement in their Annual Report;  
• Have lay members on their governing body;  
• Have due regard to the findings from the local HealthWatch;  
• Consult Local Authorities about substantial service change;  
• Have regard to the NHS Constitution in carrying out their functions;  
• Act with a view to securing the involvement of patients in decisions about their care; and  
• Promote choice. 

 
In order to fulfil these legal duties, and so improve the quality of services for patients, 
Commissioners must undertake, with the support of the C&E team, to ensure sufficient resource 
for the required level of Communications and Engagement around their commissioning activity.  
 
Annual Work Plans 
Each year, the C&E team will work with Commissioning team leads to develop forward work plans 
for the year which capture all of the commissioning activity they plan to undertake and the required 
level of public engagement (See details of ‘Assurance Planning’ in Section 6 below). 
 
CEED Plans 
Having established the forward work plans and assurance plans for commissioning activity, 
Commissioners must then work with the C&E team to develop the Communications, Engagement, 
Equality & Diversity plans (CEED Plans) that are required to support any significant commissioning 
activity for the year.  
 
In considering the level of significance of commissioning activity, and the thresholds for pieces of 
work that will require a CEED plan, the CCG will work to similar criteria as those established 
between the Leeds NHS organisations and Leeds City Council’s Adult Social Care, Public Health 
and NHS Scrutiny Committee.  
 
This criteria establishes that certain types of commissioning activity will require: 
 

• Informal Involvement (Category 1) 
• Engagement (Category 2 or 3) 
• Formal Consultation (Category 4) 
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For those commissioning activities classified as Category 3 or Category 4, a CEED Plan will be 
required. 
 
Responsibility for ensuring that a CEED plan is in place rests with the Commissioning Team Lead, 
however the CEED Plan will be developed in partnership with the C&E team and signed off by the 
relevant body (for example, Strategic Urgent Care Board in the case of Urgent Care). 
 
For further information Figure X (below) shows the categories of commissioning activity. 
 
 
 
 
 
 
 
 
 
 

Definitions of reconfiguration proposals and stages of engagement/consultation 

Definition & 
examples of potential 
proposals 

Stages of involvement, engagement, consultation 

 
Informal Involvement Engagement Formal consultation 
 

Major variation or 
development 
Major service 
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services are delivered.  
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health centre services, 
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   Category 4 
Formal consultation 
required (minimum 12 
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Change in demand for 
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modernisation of 
service.  Examples: 
changing provider of 
existing services, 
pathway redesign 
when the service could 
be needed by wide 
range of people 
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ensure that 
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users/ carers and 
the public are 
engaged in planning 
and decision making. 
In most cases this 
means 12 weeks 
engagement period 
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CEED Plans will contain detailed information about the Communications & Engagement activities 
proposed to fulfil or exceed the requirements of it both in terms of statutory duties and those of the 
CCG’s Constitution.  
 
As a minimum, CEED Plans should contain: 
 

• Background to the service and proposed change; 
• A review of existing Patient Experience insight (for example Provider performance data); 
• SMART Objectives for the Communication / Engagement (Specific, Measurable, 

Achievable, Realistic, Time-based); 
• Proposed Activities; 
• Clearly identified budget; 
• A timeline / Programme / Gantt Chart; 
• Clearly defined process for using the findings of the CEED activity; 
• An Equality Impact Assessment.  

Draft CEED Plans should be taken to the CCG’s Patient Assurance Group (PAG) and only when 
Assurance has been secured, should the Communications & Engagement Activity proceed. 
 
There are currently some good examples of CEED planning within the CCG, and the aim of the 
C&E team (with the support of the PPI Working Group over the next 12 months) will be to ensure 
that this becomes standard practice across our commissioning teams. 
 
 
 
Supports LNCCG Constitution 
Aim(s): 

 

Supports LNCCG Strategic 
Objective(s): 

 

 

service.  Examples: 
Review of Health 
Visiting and District 
Nursing (Moving 
Forward Project), 
patient diaries 

to ensure that 
patients/ service 
users/ carers and 
patient groups 
views on the issue 
and potential 
solutions are 
sought 

Ongoing 
development  
Proposals made as a 
result of routine 
patient/service user 
feedback.  Examples: 
proposal to extend or 
reduce opening hours  
 
 
 
 

Category 1 
Informal discussions 
with individual 
patients/ service 
users/ carers and 
patient groups on 
potential need for 
changes to services 
and solutions 

   

Information 
& evidence 
base 
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6 Joint ‘Assurance Planning’ with Leeds North Commissioning Teams 
 
As described in Section 5, Commissioning team leads have responsibility for ensuring that any 
‘significant’ commissioning activity is supported by a Communications, Engagement, Equality & 
Diversity (CEED) Plan.  
 
Determining the Significance of various commissioning activities is done in keeping with the criteria 
established and agreed between the Leeds NHS organisations and Leeds City Council’s Adult 
Social Care, Public Health and NHS Scrutiny Committee. (See Section 5 for details).  
 
The Communications and Engagement team has worked with Commissioning teams to develop 
Annual Work Plans for presentation to the CCG’s Patient Assurance Group (PAG) (see Annual 
PAG Work Plans in Appendix XX) 
 
The Annual PAG work Plans for each Commissioning team set out a timetable for the 
Commissioners to work with the PAG over the course of the year to ensure that Assurance is 
secured for all CEED activity in place to support the commissioning work of the CCG. 
 
The C&E team has, and will continue to work with Commissioning team leads to ensure that 
commissioners have a clear understanding of the ‘Assurance Planning’ process. This includes 
annual refresher training and assistance with the development of Annual PAG Work Plans for each 
team.  
 
The refreshes training delivered by the C&E team aims to ensure that all Commissioners 
understand the following: 
 

• What is Role of the PAG? 
• What does the PAG need from commissioners?  
• What does the PAG not need? 
• What projects are ongoing in your team that could require Patient Assurance? 
• Understanding where projects are in the Commissioning Cycle? 
• Identifying when Patient Assurance will be needed? 
• What happens if a project doesn’t have Patient Assurance (what are the statutory and 

reputational risks to the CCG)? 
 
Having delivered annual training to Commissioning teams, it is then the responsibility of 
Commissioning Teams to ensure that their commissioning activity has the required assurance.  
The C&E team will work with commissioners to support them in achieving this. 
 
The CCG will establish a PPI Working Group which will have the ability to monitor the quality of 
Assurance Planning within the CCG and work with members of the CCG team to review and 
improve the process around Assurance Planning on an ongoing basis. 
 
The C&E team will also work with the chair of the PAG to ensure that the PAG is a well-functioning 
group, with a clear focus on its terms of reference and will support the PAG chair to develop a 
group that is increasingly representative of the population of North Leeds. 
 
Supports LNCCG Constitution 
Aim(s): 

 

Supports LNCCG Strategic 
Objective(s): 
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Summary Report 
Meeting: Public Board Date: 29/7/2015 
Agenda Item: 266/2015 
Report Title: Annual Nursing Report 
Prepared by: Ellie Monkhouse, Director of Nursing and Quality 
Executive Lead: Ellie Monkhouse, Director of Nursing and Quality 
Presented by: Ellie Monkhouse, Director of Nursing and Quality 
Other meetings presented to: Leeds South and East Board meeting, Leeds North 

Executive. 
Purpose of Report 
Approval  Decision  
Assurance  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. 

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

x 
4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.  x 
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 some of the key achievements of the nursing directorate 
and the role of the Director of Nursing and Quality across Leeds North and Leeds South and East 
CCG’s. 
 
Throughout this report we are able to celebrate many successes and achievements for the 
nursing team and nurses that work within the Clinical Commissioning Group and outline my 
recommendations to support the nursing agenda for 15/16. 
 
The role of the Director of Nursing within the context of a commissioning organisation has many 
different roles. There is the professional support and development of nurses working within the 
organisation as nurses, both in clinical and non-clinical roles, but there is also the professional 
standards and support of nurses working outside of the CCG. 
 
The Director of Nursing is professionally accountable for all registered nurses working within the 
CCG in clinical nursing roles; this includes the designated safeguarding professionals, quality 
managers, lead nurses and Continuing Care Team. 
 
Key Recommendations 
 

• The nurse forum should be used as resource to give nursing oversight and opinion on 
any services that were being commissioned or decommissioned.  

• Consider the development of a nursing budget to support new innovations and 
professional development and leadership of nurses working within the organisation.  

• Continued investment and support to achieve the actions identified within The Nursing 
Voice strategy.  

• Consider the ongoing funding of the HCAI project nurse through application to LCH 
contract for next year  

• Continued investment into Practice Nurse VTS project  
• Continued investment into Practice Nurse Leadership course and ongoing development  
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• Continued investment to support the requirements for nurse revalidation, including the 
use of online tools.  

• Investment in the development of the nursing infrastructure to support co commissioning, 
new models of care and workforce.  

• Continued investment to achieve the actions outlined in the nursing strategy.  
 

 

Assurance Framework 
 
 
Next Steps 
The Governing Body is asked to:  
(a) Accept the Annual Nursing Report; and  
(b) Support the recommendations identified to support the ongoing development of nursing 
internal and external to the organization.  
 
Corporate Impact Assessment 
Regulatory implications N/A 
Financial implications N/A 
Legal implications N/A 
Workforce implications N/A 
Equality impact assessment N/A 
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Leeds North and Leeds South and East CCGs 

Annual Nursing Report 

July 2015 

 

Introduction 

The purpose of this report is to highlight some of the key achievements of the nursing 
directorate and the role of the Director of Nursing and Quality across Leeds North and Leeds 
South and East CCG’s. Throughout this report we are able to celebrate many successes and 
achievements for the nursing team and nurses that work within the Clinical Commissioning 
Group and outline my recommendations to support the nursing agenda for 15/16. 

Context 

The role of the Director of Nursing within the context of a commissioning organisation has 
many different roles. There is the professional support and development of nurses working 
within the organisation as nurses, both in clinical and non-clinical roles, but there is also the 
professional standards and support of nurses working outside of the CCG. This means 
working with the Chief Nurses within providers to ensure that professional standards and 
competencies are being met, and high quality care is being delivered. It also requires the 
need to work with Universities, NHSE, Health Education England and other organisations to 
be able influence the education and development of the nursing profession for the future. My 
role is also here to offer support, advice and to influence how workforce is used to ensure a 
sustainable, credible and competent profession for the future. 

The Director of Nursing is professionally accountable for all registered nurses working within 
the CCG in clinical nursing roles; this includes the designated safeguarding professionals, 
quality managers, lead nurses and Continuing Care team.  

National Context 

There are several issues facing the profession at the moment, the main areas of immediate 
concern are workforce and revalidation. These concerns transfer to the local nursing agenda 
across primary and secondary care and this report highlights various innovations and work 
which will start to address these issues locally, but also how we can influence nationally. 

The Nursing Voice 

The Leeds North and Leeds South and East CCG Nursing Strategy, “The Nursing Voice” will 
be officially launched in July 2015. This strategy describes the importance and role of the 
nurse in the development of services and workforce across Leeds. It also highlights 
innovations to support the nursing, transformation and the integration agenda. It sets the 
direction for the work of the nursing directorate both internal and external to the CCG and 
supports the strategic aims of both organisations. The strategy is based around the 6 action 
areas within the national nursing and midwifery strategy, the 6 C’s, with a local focus. 

Leeds Nurse Senate 



The nurse senate is hosted by the University of Leeds and has representation from all acute 
providers, CCGs, primary care and hospice care. The senate recently visited Amsterdam to 
look at nurse led systems and models. The group have since got together and are currently 
working on projects to take forward; this has allowed organisations to work together, with a 
focus on raising the profile of the profession in the city and collaborative working across 
organisations. 

Nurses are also represented at the Leeds Quality of Institute work streams, and the Director 
of Nursing attended the Advanced Leadership Course in June 2015 to ensure nursing 
continues to contribute to this.  

Senior Nurse Forum 

The Senior Nurse Forum has been in place for approximately 18 months and meets 6 times 
per year. It consists of senior nurses working in clinical roles across continuing care, head of 
nursing, primary care nursing, safeguarding and quality, and is chaired by the Director of 
Nursing with agreed terms of reference. The Forum is a professional facilitated discussion to 
support the nursing agenda, and allow time for development of roles and individuals. The 
Senior Nurse Forum has matured significantly over the last 18 months and members have 
contributed to the development of “The Nursing Voice” and are responsible for the 
implementation of actions. The Forum allows us to discuss and disseminate information to 
the nursing community again both internally and externally. The Senior Nurse Forum has 
been able to contribute to some national level consultations including the Nursing and 
Midwifery Council revalidation and the Health Education England, shape of care review. 

The Senior Nurse Forum is involved and responsible for the requirements of the organisation 
in relation to revalidation, and has an action plan that supports this.  

In the future it is suggested that a small budget may be required to be able to assist in the 
professional development of nurses within the organisation, to support the sustainability of 
nursing leadership and allow continued professional development, in line with revalidation 
requirements. The Senior Nurse Forum should be used as resource to give nursing 
oversight and opinion on any services that are commissioned or decommissioned. 

Commissioning Nurse Leaders Network 

The Director of Nursing is an active and visible member of the Commissioning Nurse 
Leaders Network, and works very closely with NHSE to support this agenda. This has meant 
that Leeds is a focus for new incentives within this agenda and has meant that we have 
been able to contribute to other work, including the Director of Nursing being a member of 
the Health Education England Community and Practice Nursing, Chief Nursing Officers  sub 
group, has contributed to Health Education England  “Think Tanks” around community and 
primary care nursing workforce and worked on a joint incentive with the Royal College of 
Nursing and NHSE around the role of the nurse within commissioning. We also work very 
closely with the National Practice Lead Nurse for NHSE and the Health Education England 
practice nurse lead. 

 

Primary Care 



We maintain regular contact with practice nurses through mechanisms such as lead practice 
nurse meetings, meetings at Council, online survey’s and Target, as well as seeking 
opinions from individuals. 

• Practice Nurse Conference   

On July 2nd we held our 3rd city wide practice nurse conference. Following on 
from the success of last year’s conference ‘Let’s Celebrate’, this year’s theme 
was ‘Let’s connect’. Again the conferences are based around each of the 6 
C’s with this year being Communication. The conferences are extremely well 
received, attended and evaluated. Our Conference has attracted prolific 
speakers including Jane Cummings and Dr Kate Grainger, as well as national 
experts on topics such as FGM, revalidation and practice nursing. We have 
also been able to celebrate the work of local innovations and encouraged our 
own practice nurses to present.  

• Practice Nurse Development Programme 

We are now into the 2nd year of the bespoke leadership course for practice 
nurses.  Following on from last year, we have refined the programme 
following feedback from last year’s participants. It offers practical sessions on 
appraisal techniques, chairing meetings, communication, IT skills as well as 
management and leadership techniques. We have worked closely with an 
expert in delivery this type of training and are working with Leeds Beckett 
University on commissioning a joint module as part of the course.  

We have also invested in last year’s participants by commissioning an 
ongoing set of sessions to maintain their interest and keep on developing 
those skills. The nurses who have taken part on this are very supportive of 
this course, and are taking on more visible roles within the CCG and 
leadership with practice nursing.  

It is hoped in the future that this can be delivered and accredited with an 
education establishment, and that we do a joint programme with aspiring 
clinical leaders within the community.  

• Advanced Training Practice 

Across Leeds we have adopted the advanced training model, with 13 
practices offering placements for student nurses. This model has been in 
place for almost a year and 80% of participants said they would now consider 
a career in practice nursing. 

• General Practice Nurse Training Scheme for Leeds North and Leeds South 
and East CCG. 

This scheme is aimed at nurses already in secondary care practice, new 
nurses or returning nurses to primary care. It is an accredited training scheme 
for the essential skills required to work as a nurse in primary care.  



It is a service led workforce development programme in partnership with 
higher education and the GP specialist training programme. Nurses will be 
employed by the GP practice and work with a mentor during the training; it will 
also help to recruit nurses into general practice. Again, we have worked 
closely with a specialist within practice nurse education, and this has been 
accredited to Leeds University. 

Support will be needed from our practice managers and GP colleagues to 
promote this within primary care to release nurses to be able to develop the 
skills to make this course a success. 

• Clinicalskills.net 

This was developed in partnership with the company clinicalskills.net and the 
CCGs, this is an online resource module designed specifically for practice 
nurses. This has been designed for nurses and HCA’s to be able to remain up 
to date and competent on the clinical skills required for them to continue 
delivering evidenced based best practice. This can also be used to support 
revalidation, mentoring students and new practice nurses and HCA’s. This 
was launched in January 2015 and initial feedback has been very positive. 
Since it was launched across the CCG’s and we shared with Leeds West, 
they have also started to use this resource. 

• Supporting revalidation within primary care 

Towards the end of last summer we conducted an online survey with our 
practice nurses about what information they might need in preparation for 
revalidation. It is from this survey that we have developed some of our action 
plan to provide professional support. We are currently in the process of 
recruiting to 2 practice nurse revalidation champions to provide support within 
the CCG’s for individuals and help the Director of Nursing to deliver the 
revalidation action plan and support nurses working within primary care. 

Continuing Care Team 

The Clinical Service Manager manages a team of approx. 30 nurses who work on behalf of 
the city, hosted by Leeds South and East CCG. The nurses that work within the team are 
professionally supported by the Director of Nursing, and the Clinical Service Manager is an 
active member of the Senior Nurse Forum, to ensure the team is represented.  

• Revalidation 

The Clinical Service Manager with a working group has reviewed all the 
nursing documentation to ensure that nurses are able to evidence 
competencies for revalidation; this has been designed to work with the 
organisations PDR process and 6 C’s. This will ensure that the team will be 
able to use a supervision record that identifies individual successes and 
progress.  

• Contracture Management 



A combined team of an Occupational Therapist, Physiotherapist and quality 
assurance manager have worked together to produce a contracture risk 
assessment. This has been introduced by this team to all the care homes 
across Leeds. The assessment is completed for all individuals on admission 
to a care home, but aimed at those in receipt of continuing healthcare 
funding. The process is designed to be used on a monthly basis, with an 
educational package delivered to care homes and Continuing Care team 
members. It also comes with a pack to support patient management, ongoing 
referrals and a sample letter for GPs to request specialist treatment.  

• Developing Leadership 

12 members of the team have completed a Leadership and Personal 
Excellence Programme, designed to support team members in their own 
personal development and skills, but also how the role of nursing can support 
working within the current NHS landscape. 

Care Homes Health Care Acquired Infections Project nurse 

A joint innovation between Leeds North and Leeds South and East CCG with support and 
involvement of Leeds City Council and hosted by Leeds Community Trust.  

The purpose of this post is to provide support to care home and GP staff in relation to 
infection control, but with a focus on Clostridium difficile. The post holder is working with care 
homes to introduce them to local guidelines, intensive education and support and prevent 
poor practice in relation to HCAI. The post holder also works closely with the nurse specialist 
at LTHT to support care of this specific group across organisations. As part of this post all 
residents with urinary catheters with be risk assessed and those identified as a high risk will 
have care planning aimed at standardising care and avoiding admission. Although this 
project is only 4 months into the 12 month period, nearly 40 care homes have been 
appraised and we have started to gather evidence in relation to patient outcomes. We are 
currently working on a business case to develop this into a substantive post, and outcomes 
so far will be reported to the Quality Committee.  

Care Home Professional Standards Project Nurse 

A joint innovation by Leeds North and Leeds South and East CCG in conjunction with Leeds 
City Council, hosted by Leeds South and East CCG. 

The main focus of this post will be to start to look at the skills and competencies of nurses 
working within care homes, and provide professional support and advice the Leeds City 
Council contracting team. It will also support working across agencies in line with the Leeds 
commitment on integration and urgent care agenda and work with nurses to support the 
reduction of incidents and avoidable hospital admissions. 

It will also allow us to identify where knowledge and learning gaps are in planning and 
supporting the transformation agenda, and ensuring care home are able to deliver the level 
of care required in the future. We already have identified key performance indicators in place 
to monitor the effectiveness of this post, and recruitment is currently taking place. 

Learning Disabilities and Autism 



3 Learning Disabilities nurses have been able to provide support to GP practices across the 
3 CCG’s to improve the uptake and quality of the annual health checks for Learning 
Disability patients. The nurses have been able to assist with improving Learning Disability 
registers, how practice can make adjustments to meet the needs of people and support 
access to hard to reach patients. 

The nurses have provided easy read resources and education for practice staff and have 
developed close working relationships with practice nurses.  

In addition Learning Disability nurses are working with the Learning Disability Planning and 
development team which has included providing a dedicated assessment function for the 
Continuing Health assessments and implementation of Personal Health Budgets for those 
that are eligible. 

Safeguarding 

The Safeguarding Team are active members of the Adults and Children’s Safeguarding 
Boards and sub groups, with every member of the team being a board member or member 
of a board subcommittee, with the Head of Safeguarding and Director of Nursing chairing 
sub groups. The Director of Nursing is the deputy chair of the Adult’s board, but is currently 
acting as the Chair, which has meant supporting the Board through the changes following 
the introduction of the Health and Social Care Act (2015). 

The team have been developing their leadership skills, the Head of Safeguarding has 
completed the NHS Leadership Academy Operational Leaders Programme and the 
designated nurse for children has completed the NHS Clinical Leadership for Safeguarding 
Children Programme. The team of designated nurses also represent NHSE as part of the 
national NHSE Safeguarding Group including Child Sexual Exploitation, Female Genital 
Mutilation and Mental Capacity Act. 

Head of nursing and nursing infrastructure 

In January 2015, the Director of Nursing was able to appoint a head of nursing on a fixed 
term basis to support the nursing agenda. This post works across Leeds North and Leeds 
South and East CCGs, replicating the footprint of the Director of Nursing. This post has been 
key to supporting the Director of Nursing manage and support the nursing innovations that 
are in place as well as supporting the ongoing development of the profession and 
individuals. The key role of this post will be to support the implementation and management 
of the nursing strategy. 

We are currently working on a nursing infrastructure model to support the development of 
new models of care, development of primary care workforce and the possibility of clinical 
leads. We are currently looking at ways to work with the community trust and practice nurses 
and early discussions have taken place to support this.  

We have already started to bring nurses in to work on projects with us from primary care, the 
current project being focused on revalidation. 

 

 



Priorities for 15/16 

 Some more detailed work around the knowledge and skills we have within primary 
care, mapped against localities, neighbourhood teams and new models of care to 
ensure we have the right staff, with the right skills in the right place to meet the needs 
of the demographic. This will also help us identify workforce need and educational 
planning. 

 Continue to develop the Practice nurse leadership course, with the potential to 
expand this to community nurses as a joint development programme 

 Continued investment and support for the VTS programme, working with practice 
managers and GP colleagues to help us promote and release nurses to be able to 
complete this potentially accredited course 

 Ensure we are involved and contribute to the discussions around new models of care 
 Implement the Nursing Voice and actions arising from this 
 Develop a nursing infrastructure to support the development of nursing within the 

organisation and build on the leadership developments that have taken place within 
the teams over the last 12 months 

 Continue to contribute to the development of collaborative projects with the nursing 
senate 

 Ensure the organisation and nurses who work within it are ready for revalidation, 
including primary care nurses. 

 Implementation of the Leeds North and Leeds South and East CCG nurse 
revalidation action plan 

 Develop a web based area on the CCG websites for nursing. 
 Working with HR to update the current appraisal documentation to support nurse 

revalidation, so we are able to utilise current systems that we have in place to 
evidence what is required on order for nurses to revalidate 

Recommendations 

• The nurse forum should be used as resource to give nursing oversight and 
opinion on any services that were being commissioned or decommissioned. 

• Consider the development of a nursing budget to support new innovations 
and professional development of nurses working within the organisation. 

• Consider the ongoing funding of the HCAI project nurse through applying to 
LCH contract 

• Continued investment into Practice Nurse VTS project 
• Continued investment into Practice Nurse Leadership course and ongoing 

development 
• Continued investment to support the requirements for nurse’s revalidation, 

including the use of online tools. 
• Continued investment to achieve the actions outlined in the nursing strategy. 

Paper written by: Ellie Monkhouse, Director of Nursing and Quality, Leeds North and 
Leeds South and East CCG, July 2015 

With contributions from the Senior Nurse Forum Members 

 



 

 

 



Summary Report 
Meeting: Public Board Date: 29/7/2015 
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Report Title: The Nursing Voice, The Nursing Strategy for Leeds 

North and Leeds South and East CCGs 2015-2017 
Prepared by: Ellie Monkhouse, Director of Nursing and Quality 
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Presented by: Ellie Monkhouse, Director of Nursing and Quality 
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East, Leeds South and East Board workshop, Leeds South 
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Purpose of Report 
Approval Decision 
Assurance 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. 

x 

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

x 

4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities. x 
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 
Following a presentation and discussion at the Leeds North Executive June 2015, where the 
strategy was introduced to the Executive by the Director of Nursing and Quality, the full version of 
the nursing strategy is presented to the Governing Body. 

The Nursing Voice is a vision for the future of nursing from a commissioning perspective 2015-
2017.This is a two year strategy to support nurses and the nursing profession through the scale 
and pace of the next couple of years. 

It is to ensure that the voice of the nurse is heard in the planning of services, new models of care, 
educational provision, workforce planning and the commissioning of services for the future. The 
voice of the nurse is there to be able to give a unique nursing insight into the needs of our patients 
and ensure this is considered within any service redesign. 

The Nursing Voice is written for all nurses working within commissioning, primary care, providers, 
Independent providers and all nurses, including support workers, student nurses and aspiring 
nurses. It will help set the direction for nursing across Leeds and identify and promote the role of 
the CCG in supporting, developing and raising the profile of the nurse. 

The Nursing Voice will support nurses to: 
 Provide high quality, equitable, accessible care

 Provide person centred care

 Ensure individuals needs are met within local community

 Provide a framework to achieve self-management and well being

 Develop nursing leadership and professional development to support a nursing workforce that
will be able to innovate the delivery of patient care

Page 1 of 2 



 
 

 Focus on the care and experience of the patient to enhance their journey 

 Work in partnerships with patients and healthcare professionals to empower patients to be 
     involved in decisions around care 
 Treat patients with dignity and respect 

Raise the profile of nurses working within different healthcare settings and encourage          
collaborative working. 
Key Recommendations 
The Nursing Voice was launched on July 20th 2015, with the support of the communications team, 
and will be shared with provider organisations, educational establishments, primary care and 
independent sector. 
The Nursing Voice has been included within the organisations Strategic Plan. 
Assurance Framework 
 
 
Next Steps 
The Governing Body are asked to receive ‘The Nursing Voice, A Vision for the future of nursing 
from commissioning Perspective 2015-2017’. 
Corporate Impact Assessment 
Regulatory implications N/A 
Financial implications N/A 
Legal implications N/A 
Workforce implications N/A 
Equality impact assessment N/A 
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A vision for the future of nursing 
from a commissioning perspective
2015–2017



Nursing is at the heart of patient 
care, and as a nurse that has 
worked on the frontline for most 
of my career, I am privileged 
to work in commissioning at 
a time when nurses are able 
to influence how and where 
care is delivered. The voice of 
the nurse is crucial to influence 
decisions of where and how 
care is provided. As nurses we 
are experts in knowing what our 
patients need.

We are currently working in 
challenging and uncertain times 
in our profession with changes 
to the NHS landscape, health 
demographic need, workforce 
challenges and financial 

uncertainty. As a Director of 
Nursing in a commissioning 
organisation, I and we have 
many challenges ahead, but 
it is also a time when we can 
influence change and make the 
voice of the nurse heard. It is 
a time when we can influence 
pathways of care, services that 
are commissioned and the 
enhancement, development and 
visibility of the role of the nurse.

My role is to ensure that quality 
and safety are embedded into 
any commissioning decisions we 
make now and in the future, 
and that nursing is at the heart 
of these decisions. The Nursing 
Voice, a nursing strategy for 

Leeds North and Leeds South 
& East Clinical Commissioning 
Groups, supports the role of 
nurses working within these 
areas and sets a vision for nurses 
working across the Leeds health 
economy.

The nursing voice needs to be 
heard, so it will ensure and 
advance the success of the 
profession, heard so it will 
ensure its vital contribution 
to the transformation and 
integration agendas, heard 
so our voice can speak out to 
make nursing innovation and 
involvement essential to moving 
the profession and how it cares 
for patients, forward. This is a 2 

Foreword

year strategy to support nurses 
through the scale and pace 
of change that will take place 
in the next few years, and to 
ensure that as nurses you are 
able to contribute, be heard and 
innovate to make real changes 
and differences to the patients 
that we care for.

The nursing voice is for all nurses 
working within commissioning, 
primary care, providers, 
independent providers, and is 
written for all nurses, including 
health care support workers, 
student nurses and aspiring 
nurses. This strategy will help 
you understand how you can 
contribute to the work that is 

going on within Leeds North 
and Leeds South & East CCGs 
to support a nursing workforce 
sustainable for the future.

We will also continue to 
work closely with our nursing 
colleagues, in Leeds West CCG 
to ensure we share ideas and 
work collaboratively to support 
our professional development. 

The strategy is written around 
the National Nursing and 
Midwifery Strategy, known as 
the 6Cs. There are 6 action 
areas which form the basis for 
our work and actions. It’s also 
important that we celebrate 
your success and involvement, 

so we have embraced the 7th C, 
celebration.

I look forward to working 
with you all, and welcome any 
suggestions for innovation.

 
Ellie Monkhouse

  @ellie_nursing



Leeds North and Leeds South & East CCG
Nursing Vision

“Nursing will be delivered in a co-ordinated and 
collaborative approach with patients, families and 
other Health Care Professionals to reduce health 
inequalities across our communities.”

Our Vision was created by nurses, for nurses.



The vision for nursing will support nurses to:

Nursing will be delivered in a co-ordinated and collaborative 
approach with patients, families and other Health Care 
Professionals to reduce health inequalities across our communities.

   Provide high quality, equitable, accessible care

   Provide person centred care

    Ensure the changing needs of individuals are 
identified and met within their local community

     Provide a framework to achieve self 
management and well being

      Develop nursing leadership and professional 
development to support a nursing workforce 
that will be able to innovate in the delivery of 
patient care

    Focus on the care and experience of the 
patient to enhance their journey

    Work in partnership with patients and 
healthcare professionals to empower patients 
to be involved in decisions around their care

    Treat all patients with dignity and respect

    Raise the profile of nurses working with 
different healthcare settings and encourage 
collaborative working

“Got to know myself better by learning my own strengths and 
weaknesses and recognising that others have those too. Found 
the contact with other practice nurses across the city extremely 
valuable as can be very isolated as a practice nurse”

“Enjoyable day. Educational and nice to meet up with other PNs”

“All aspects of the day were useful, makes one think 
differently about ones actions and thought processes”

“I’m looking forward to the next session. I wasn’t looking 
forward to today but have really enjoyed it all”

“Excellent day, very informative, vast knowledge of 
tutors shared with the nurses”

“Fully 
enjoyed whole 
afternoon. 
Motivated by 
whole network”



Who has this been written for?

   Individual nurses

    Organisations that employ nurses, this 
includes NHS, private and voluntary sectors

    Commissioners of any care provision, 
including social care

   Education and Training organisations



What is the role of the Nurse in Commissioning?

CCG

Work with Health Education England, local universities and training establishments in partnership 
with providers, to ensure the future needs of the workforce are addressed in local and national 
plans

Ensure provider Cost improvement plans do 
not affect the quality of care that is delivered

Ensure the nursing 
workforce contributes to the 
Transformation agenda

Support development 
of specialised roles and 
enhanced skills

Educate and support self 
management of care through 
nursing profession

Encourage collaborative working across 
organisations and the nursing profession

Work with providers to review and support 
their Nursing strategies in line with the local 
health population

Revalidation Ensure all providers and the 
CCG are embedding the 6C’s 
into their work plans

Enhance and monitor 
Professional standards

Ensure that providers are investing in their 
workforce and needs of future workforce

Ensuring providers have the right numbers of 
nursing staff, and the right skills, in the right 
place

Strengthen the role of 
leadership in primary care

Represented throughout 
the contracting and 
commissioning process

Invest in Clinical Leadership 
and talent spotting

Ensure that quality and professional standards 
are included within provider contracts

Ensure provider workforce and education 
plans are robust and reflect the needs of the 
changing health population across Leeds

Support and encourage Innovation in the 
development and enhancement of nursing 
roles

Review staff surveys, and appraisal rates in 
conjunction with the new Staff Friends and 
Family Test

Continue to invest in the development of skills 
and competencies

Contribute and support the professional 
Nursing Senate to ensure a city wide approach 
to the development of nursing



How will we do this?
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roles    Ensure that the voice of the nurse and the 
nursing profession is key to the delivery and 
success of the CCG 2 and 5 year plans

    Invest in collaborative working across health, 
social care, voluntary sector and private 
companies

    Support ways to encourage and commission 
inter-professional working

    Enhance and develop the skill set of nurses 
across all organisations 

    Ensure that there is provision for the education 
and continued professional development of 
nurses

    Contribute to, and influence the national 
agenda on nurse education and workforce 
development, and influence at local level

    Invest in the development and sustainability of 
clinical leadership

    Encourage the development of nurse led 
pathways, to maximise the benefit of making 
every contact count, and utilising the skills and 
knowledge of nurses

    Invest and encourage people to join our 
profession

    Ensure that the nursing voice is heard across 
all health and social care organisations, at all 
levels.



Compassion in Practice: 6Cs

The National Nursing and Midwifery Strategy, 2013
The 6Cs underpin the values and culture of nursing. Leeds North and 
Leeds South & East are committed to the values and actions of the 
6Cs, to ensure that people are treated with care and compassion 
throughout their contacts with the nursing profession. The continued 
development of the nursing profession through the embedding 
of the 6Cs will strengthen the role of the nurse and enhance the 
experience of our patients. The Leeds North and Leeds South & East 
Vision for Nursing, will be based around each of the action areas. 
We will also embrace the use of the 7th C, known as Celebration, its 
very important to recognise the work that is going on across Leeds 
to support the delivery of the Leeds North and Leeds South & East 
CCGs Nursing vision.



Leeds North and Leeds South & East CCGs are embracing the 
6Cs within the nursing vision, to ensure that the local population 
of Leeds receive high quality nursing care.

COURAGE enables us to 
do the right thing for the 
people we care for, to 
speak up when we have 
concerns and to have 
personal strength and 
vision to innovate and 
embrace new ways of 
working.

We will achieve this by: 

   Speak up on behalf of 
those you are caring for 
and each other

   Embrace innovation 
and change, and make 
suggestions

   Overcome barriers and 
challenges through 
working with others

A COMMITMENT to 
patients and local 
populations is fundamental 
to what we do. We need to 
build on our commitment 
to improve the care and 
experience of our patients, 
to take action to make 
this vision and strategy a 
reality for all and meet the 
health, care and support 
challenges ahead.

We will achieve this by:

   Continuing to develop 
our knowledge and skills

   Support the 
development of nurse 
led care and self directed 
care

   To implement the 
Nursing Voice and Vision 
for Leeds North and 
Leeds South & East CCGs

COMPASSION is how 
care is given through 
relationships based on 
empathy, respect and 
dignity.

We will achieve this by:

  Listening

   Understanding how 
actions impact on others

   Showing support and 
understanding

COMMUNICATION is 
central to successful caring 
relationships and effective 
team working. Listening is 
as important as what we 
say and do, with patients 
being involved in decision 
making. Communication 
is also key to a successful 
workplace and team.

We will achieve this by: 

   Good, clear 
communication in a 
timely and responsive 
manner

   Keeping patients and 
colleagues informed

    Recognising non verbal 
communication

CARE is our Core business 
across commissioners 
and providers. The care 
that we deliver helps the 
individual person and 
improves the health of the 
while community. Caring is 
key to our role as nurses, 
and we should provide 
care that is right for the 
individual.

We will achieve this by:

    Treating people as 
individuals, person 
centred

   With dignity and respect

   Allowing yourself time 
to listen to the needs of 
your patient

COMPETENCE means 
having the ability to 
understand the individuals 
health and social care 
needs with the clinical 
and technical knowledge 
and expertise to deliver 
effective care and 
treatments based on 
research and evidence.

We will achieve this by:

   Keeping our knowledge 
and skills up to date

   Being confident and 
sharing knowledge with 
others

   Explaining things clearly 
to our patients and 
carers



This is how all nurses across Leeds can contribute to the 
following actions to ensure that Compassion in practice is 
embedded across all of our organisations.

1 4ACTION AREA 1: 
Helping people to stay 
independent, maximise wellbeing 
and improve health outcomes

ACTION AREA 4: 
Building and strengthening 
leadership

Help others manage their health and well 
being. Health Promotion. Individual needs 
are identified and support is in place. 

Credible and sustainable leadership is crucial in 
providing high quality care with compassionate 
and caring staff. This significantly improves the 
experience of others.

2 ACTION AREA 2: 
Working with people to provide 
a positive experience of care

How patients perceive the standards of care. 
Act on feedback from patient experience. 
Use patients to enhance a service. 
Involvement in the planning of their care.

5 ACTION AREA 5: 
Ensuring we have the right 
staff, with the right skills in 
the right place

Provide assurance to patients on safe, 
competent, staffing levels. Develop core 
standards and competency. Enhance 
educational provision across all sectors.

3 6ACTION AREA 3: 
Delivering high quality care and 
measuring impact

ACTION AREA 6: 
Supporting positive staff 
experience

Evidence based care and high quality. 
Monitor measures based on patient 
outcomes and experience. Sharing changes 
to practice with colleagues.

Involve staff in decision making about their 
roles, the work environment and pathways of 
care. Provide support and acknowledge good 
practice and innovation.



Implementing the Vision Voicing the Strategy

“Nursing will be delivered in a co-ordinated and 
collaborative approach with patients, families and 
other Health care Professional to reduce health 
inequalities across our communities.”



Action Area 1: Helping people to stay independent, 
maximising well-being and improving health outcomes 1

Improving access to, and 
uptake of health checks 
for people with Learning 
Disabilities

Community Learning Disability nurses will work with 
GP Practices to identify potential people on GP registers 
requiring health checks, support with reasonable 
adjustments to facilitate access and provide specialist 
knowledge and expertise in Learning Disabilities care to 
practice staff to improve care and experience.

Leeds Autism Diagnostic 
Service

A specialist nursing role will contribute to the assessment 
and post diagnosis follow up. This role will provide support 
to nursing colleagues across all providers, and support 
patients and carers with a diagnosis of Autism.

Learning Disability 
Community Nursing Teams

‘Early Help’ and ‘Think Family, 
Work Family’

An approach to safeguarding 
and co-ordinating the 
support to families where 
parenting capacity is 
impacted.

Deprivation of Liberty 
Safeguards (DoLS)

Safeguard those who lack 
the capacity to decide 
where to receive care and 
treatment.

Staff will be trained to be able to support social care 
providers and families to be able to work within a more 
defined multi- disciplinary framework. Best interest 
assessors will work with health and social care colleagues.

The safeguarding team will continue to support this 
work across Leeds with the City Council and Children’s 
Safeguarding Board to embed these models of care across 
the health economy. 

This is a focus for the safeguarding team who will monitor 
the response of provider organisations to ensure they are 
meeting their requirements, and provide support to Health 
Care Professionals.



Action Area 1: Helping people to stay independent, 
maximising well-being and improving health outcomes 1

Enhancing the role of the 
Community Nurse and 
Community Matron. 

Working with our community provider and primary care 
members to develop the role of the community matron 
and nurse, to be able to influence care at a locality setting. 
This will ensure the provision of nursing support is able 
to meet the health needs of the locality now and in the 
future by working with our providers to develop and 
enhance the profile of this role.

Hybrid specialist practitioner 
and support workers aligned 
to healthcare locality needs 
and health inequalities.

Through developing workforce plans in primary care to 
identify gaps and scope the development of new roles 
across localities and providers. This will help to support 
nurses to be able to work within New Models of Care, and 
be essential to how and where care will be delivered in the 
future.

Encourage and develop 
the use of technology and 
innovations in technology 
to enhance and support the 
patient and staff experience

Support the development of technology that will enhance 
the patient experience, staff experience and workload, to 
allow time to care and interact with patients, cares and 
families, particularly in managing long term or chronic 
conditions. 

Personalised Health Budgets 

A pilot project hosted by 
Continuing Health Care until 
March 2015.

This allows eligible individuals to take control of their 
health care needs budget. Initial reviews suggest that 
people have seen some benefits from shaping and 
contributing to their package of care. This project will 
continue to provide positive partnerships across other 
agencies.



Action Area 2: Working with people to provide 
a positive experience of care 2

Therapy Measurements 
Outcomes Scale.

A process to support learning disability service users and 
carers to be able to measure the outcomes of an agreed 
intervention with a health care professional, and provide 
feedback on their experience.

Review of complaints policy 
within the CCG and across 
providers to ensure that 
children and young people 
can make complaints.

Ensure that the views of children are reflected and that 
they are able to contribute and influence their experience 
of care. The safeguarding team are working with all of our 
providers to support this review.

Supporting the 
Implementation of the Year 
of Care Programme. The 
programme aims to provide 
personalised care planning 
for people with Long Term 
Conditions.

Practice nursing and 
community nursing working 
together to support each 
others roles and skills.

Support practice nurses to have the skills to be able to 
work using the year of care model, as their knowledge and 
contribution are key to the success. This will help support 
better conversations with patients with an emphasis on 
joint care planning and enhance the skills and knowledge 
of practice nurses in the management of Long Term 
Conditions.

Look at the role of the practice nurse and the role that 
they can play in the future of providing consistency and 
continuity of care. Work with community nursing providers 
to look at integration and collaboration of workforce, to 
reduce duplication and support each others skills.

Support and roll out of 
Friends and Family Test across 
all providers.

Support the introduction of this across all providers, and 
ensure that feedback is acted upon to improve services, 
training and education of staff to deliver high quality care.



2

Raising awareness for 
nurses around Child 
Sexual Exploitation and 
Female Genital Mutilation. 

As nurses can be a first point of contact in identifying 
concerns, we will work to raise awareness through 
dedicated roles within city wide multi agency teams, 
and the role of the safeguarding team, but also raising 
awareness across primary care practitioners, and this will 
be a focus for us throughout the next 2 years, to develop 
knowledge and awareness. 

Dementia Friendly nursing 
workforce.

All nurses that work within the CCG will undertake extra 
training in Dementia, with an aim to have all nurses within 
the CCG to complete the dementia friends training. We 
will encourage this across primary care, and actively work 
with providers and Leeds City Council to raise awareness 
of the enhanced knowledge and skills that would benefit 
patient care. 

Hosting an NHS England Care 
Maker.

Working with the NHS England commissioning nurse 
leaders network to host some of the first care makers to 
be placed in CCGs. They will work on a project with us 
and feed back to the organisation about how we might 
involve patients, carers and allied health care professionals 
in the planning and provision of services.

Nurses to be able to support 
young carers.

Through the work of The Children’s Safeguarding Board, 
support and commission incentives to support the young 
carers within Leeds, and that their needs are recognised 
within the planning of the work of the CCG and the 
safeguarding boards.

Action Area 2: Working with people to provide 
a positive experience of care



3

The Leeds Practice Nurse 
Conference.

We have now had 2 Leeds Practice Nurse Conferences, 
last year it focused on our local Leeds innovations, and 
was entitled ‘ Lets Celebrate’. We will continue to monitor 
the impact that these events have, and support the 
development of a conference for next year, with other 
community professionals. 

The Leeds Quality Institute. 

This is an innovation 
developed across the CCGs, 
providers and city council 
to work collaboratively on 
improving the quality of 
healthcare across the city.

The Leeds Quality institute is supporting the review and 
redesign of priority areas across the city. Nurses and allied 
health care professionals are working together to influence 
changes to the patients pathways. We will continue to 
ensure nurses are represented within the institute.

Commissioning the 
development of the ward 
health check across non acute 
providers.

Support the development of ward health check models 
within our non acute providers, as a way of identifying 
early risk in nursing metrics. 

C Difficile Project Nurse. 

This post is in collaboration 
with our community 
provider, providing education 
and knowledge.

This role will provide extra support nurses and other Health 
Care Professionals in care homes and small providers 
on education and training in relation to C Diff cases, 
using learning from incidents to develop knowledge and 
potentially reduce the amount of cases across the CCG 
localities.

Action Area 3: Delivering High 
Quality care and measuring impact



3

Development and role out of 
Clinical Skills.Net.

A resource designed in 
conjunction with the CCG 
to support nurses working 
within primary care.

Development of a web based facility, for practice nurses, 
to ensure they have up to date guidance on clinical skills 
and competencies. This will help support revalidation, 
and provide them with evidence of independent learning. 
This is being developed to support Health Care Support 
Workers.

Implementation of the 
contractual risk assessment 
within care homes across 
Leeds.

Developed by the Continuing Care Team, this will be in 
use across care homes in Leeds, this will be followed up 
with an audit, to measure what impact this has had on 
individuals outcomes and the increased knowledge and 
awareness of nurses.

Minimum standards for 
safeguarding of children and 
adults.

Operating model for NHS 
Continuing Healthcare.

A mechanism for us to gather assurance from our 
providers on how they are meeting these minimal 
standards for safeguarding.

The model can support the interface 
between professionals working across the Continuing Care 
Team and social care, which will enhance the development 
of pathways and experience for patients. This will ensure 
that the Continuing Care Teams, which consist of nurses 
and allied health care professionals are appropriately 
trained, resourced and supported.

Working with all providers 
to support the High Quality 
Care Metrics for nursing.

Identified priority areas are HCAI, Pressure Ulcers, 
Falls, Complaints and Medicines Management, we 
will use mechanisms such as CQUINs, KPIs and Service 
improvement clauses within contracts to support this.

Action Area 3: Delivering High 
Quality care and measuring impact



4

Lead Practice Nurse role 
hosted by CCG.

LN and LSE both employ Lead Practice Nurses to 
support development within Practice Nursing, and to 
provide representation of the workforce. This role will 
be developed further to enhance the role and profile of 
Practice Nursing and will continue to work closely with the 
Nursing Directorate within the CCG and with providers.

Health Care Assistants Forum. Working with HCA’s in primary care, in a dedicated forum, 
to support their role and competencies, through the 
development of a competency framework. This will also 
support the requirements of the Cavendish Certificate and 
identify leaders to support this workforce. 

Nurses Involvement in the 
commissioning process.

Ensure the voice of the nurse is embedded within the 
commissioning process through sharing commissioning 
values and intentions. This will also be done through the 
profile of the senior nurse forum, who should be asked 
to comment on commissioning intentions as a profession, 
and members of the forum involved in commissioning 
decisions.

Practice Nurse Leadership 
Bespoke Course.

To support practice nurses 
who are in leadership roles, 
and leaders of the future.

Further development of the Practice Nurse Leadership 
course, which will incorporate management and 
leadership skills. We are developing this in conjunction 
with Leeds Beckett University.

Action Area 4: Building and Strengthening Leadership
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Continued investment in 
nursing leadership across 
Leeds.

Nurses are integrated 
into CCG members council 
meetings.

CCG Senior Nurse Forum

The role of the forum is to 
strengthen the voice of the 
nurse in commissioning, 
raise the profile of nurses 
working in commissioning 
and strengthen the nursing 
leadership within the CCG

Ensure our providers are 
investing in nurse leadership 
and sustainability of 
leadership

Support innovation and continue to invest and commission 
programmes that strengthen nursing leadership across 
commissioning and providers whilst ensuring our providers 
have visible nursing leadership models, and are investing is 
sustainable leadership models. 

To integrate nursing leaders into members council 
meetings, to help make decisions and influence the 
development of primary care and co commissioning, so 
that nursing contributes and influences how new models 
of care are delivered, and are involved in this process.

Continue to develop the Senior Nurse Forum for Leeds 
North and Leeds South and East. The forum will take on 
developmental roles and ensure the 6C’s are embedded 
across the CCG and other organisations and take on key 
roles for the implementation of The Nursing Voice Strategy. 

Encourage and support providers to develop and sustain 
leadership development and programmes, and ensure that 
it is key to their own provider nursing strategies.

Action Area 4: Building and Strengthening Leadership



4
Leeds Nursing Senate in 
conjunction with Leeds 
University and health care 
providers across Leeds, nurse 
leaders and aspiring nurse 
leaders are working together 
to enhance the role of the 
nurse across Leeds.

Continuing Care Team, 
leadership and personal 
excellence programme

Continue to develop our role and integrate with the work 
of the clinical senate, but also start to nurture future 
nurse leaders, and promote collaborative working across 
organisations with an emphasis on the nursing profession.

The CCG will continue to support and commission the 
on-going development and enhancement of leadership 
skills across the clinical leadership model within the 
team. To support this, a leadership programme has been 
developed, with a role out planned for all of the clinical 
team.

Action Area 4: Building and Strengthening Leadership
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CCG safeguarding training 
strategy.

Pre and post qualification 
investment into primary care 
settings and provision of 
mentors within primary care.

Apprentice schemes for 
support workers.

Alignment of skills and 
competencies across areas of 
health care organisations.

Work with providers to 
ensure that they are working 
to the requirements of safer 
staffing.

Care home professional 
standards project nurse.

Implementation of the training strategy across health 
care professionals to ensure they have the underpinning 
knowledge and competencies to protect vulnerable 
children and adults.

Pre registration students placements into GP Practices. 
Training scheme to support post qualification or nurses 
wanting to move into the primary care sector. Mentorship 
Programme, to support to pre and post registration 
schemes.

Continue to support the development of this initiative and 
invest in the role and development of support workers.

To develop workforce tools and skill matrix to identify 
the skills and expertise we have across primary care, 
community care, social care and acute providers, to ensure 
we have the correct skills and roles in the right places for 
the future, mapping this against locality health inequalities.

Work with providers to set agreed thresholds and 
support organisations to implement the guidelines as 
they are produced. To continue to monitor this as part 
of the contractual process, but also ensure that staff are 
supported to raise concerns about staffing.

A project to map the skills and competencies of nurses in 
nursing homes, with the aim to conduct a gap analysis 
of what skills are needed, set professional standards 
and commission education to be able to support the 
Transformation agenda. This post will work very closely 
with the City Council and has been developed with them.

Action Area 5: Ensuring we have the right staff, 
with the right skills, in the right place



5
Individuals working across 
organisations with the 
sharing of skills and expertise 
across organisations.

Primary care competency 
guidelines.

Investment in community 
nursing, to include career 
development and retention 
of staff.

Recognising and identifying 
skills, and the utilisation 
of expertise within our 
workforce across Leeds

Safeguarding multi agency 
front door arrangements 

Individuals should be able to move across organisations 
and nursing more easily, to support their knowledge, skills, 
career aspirations, knowledge base and experiences. This 
would also help with nursing career development.

Investment needs to continue in the provision of 
community nursing to support increase in resource, 
education and extension of skill for the community nursing 
workforce, this includes mental health community nursing.

In preparation for new models of working and 
co commissioning we need to be aware of where our 
expertise is across the city, and where we have gaps. This 
will allow the development of new roles, and working 
with educational establishments to provide training and 
development of new roles and to identify what nursing 
can provide for the future models of care. 

Develop a specialist nursing role within children’s social 
work services duty and advice team. This will support and 
promote intelligence gathering across Leeds and safeguard 
children, young people and families.

Action Area 5: Ensuring we have the right staff, 
with the right skills, in the right place

To support the profile and skill of practice nurses, and 
to support career development and opportunities we 
are developing guidance around competencies. This will 
incorporate a consistency of standards for practice nurses. 
This is in conjunction with the Health Education England’s 
General Practice Nurse sub Group, which will help to 
develop a national standardised set of competencies.



6
Prepare the primary care and 
CCGs workforce for the NMC 
nurse revalidation.

Clinical supervision.

Money and time set aside 
for nurse development and 
investment in workforce

Recognising innovation and 
good practice.

Development of nursing 
innovation hub.

The lead practice nurses will promote and educate Practice 
Nurses in preparation for revalidation in 2015. 

The senior nurse forum will promote and educate nurses 
who work within the CCG organisations.

The Director of Nursing will seek assurance from providers 
in relation to their processes.

Encourage all of our providers, employers of nurses and 
our own organisation to continue to invest in nurse 
development and continued professional development of 
nursing.

We will continue to commit to new ideas and innovations 
that support the development of the nursing profession 
across Leeds from nurses who work within Leeds, both 
within commissioning and provider organisations.

Action Area 6: Supporting Positive Staff Experience

All nurses will be encouraged and expected to take 
part in clinical supervision to enhance their practice and 
understanding. Clinical supervision should be supported 
and valued by employers and managers in enhancing 
staff experience and performance. It will also support the 
revalidation process.

Commit to working with 
providers to improve staff 
experience in the workplace.

Through processes such as safer staffing, staff friends and 
family Test and Staff satisfaction surveys, alongside ability 
to whistle blow will we monitor the experience of nurses 
within providers and within our own organisations.
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Encouraging community 
partners and commissioners 
to embrace the use of 
technology to innovate 
practice. 

Nurse revalidation for nurses 
in commissioning.

Work with providers in the 
development of their nursing 
strategies.

Nurses consulted with on 
changes to services and 
pathways.

Development of a nursing 
resource website, hosted 
within the CCG website.

Encourage the use of the National Nurse Technology 
fund to develop new ways of working through the use of 
technology, support them with funding and applications if 
needed. 

Encourage all providers to develop a nursing strategy to 
ensure there is a clear vision within each organisation 
that can be joined up across the city, and services can be 
commissioned to meet the needs of the strategy.

Nurses need to be involved at all stages of any pathway 
changes or redesign, and they play a key part in managing 
patients through pathway journeys and champion the 
seamless journey of the patient, this should take place 
across all health care providers and organisations across 
Leeds.

A nursing area will be developed on the CCG website, 
where information can be accessed, and resources can 
be found. A nursing innovation hub will be developed to 
share ideas on development of the profession, and ideas 
that could be commissioned and supported, either for the 
profession, or the design and provision of a new service. 

Action Area 6: Supporting Positive Staff Experience

The senior nurse forum will support nurses within 
commissioning for revalidation. For nurses we will adapt 
organisational appraisal documentation to ensure it 
incorporates the needs of the revalidation process based 
on the 6 Cs and ensure we support nurses within the CCG 
through this process.



7Action Area 7: Celebration

Its important to recognise the 
work that is going on within Leeds 
North and Leeds South & East to 
support and the develop the voice 
of the nurse. I actively encourage 
and support the development of 
the nursing profession, to build 

a workforce that is sustainable 
for the future, that is proud of its 
achievements and innovations. 
We will continue to celebrate local 
innovations and good practice, 
and support providers with their 
celebration of good practice.

Some work we have done so far:

Leeds Practice Nurse Conference 2014, “Lets 
Celebrate” which showcased some of the 
innovations within Leeds Practice Nursing.

Senior nurse forum developed and 
expanded to include senior nurses working 
in commissioning and Primary Care across 
Leeds North and Leeds South and East, 
ensuring the nursing voice is heard within 
the commissioning process.

Contributed to the NMC review of 
revalidation. 

Use of social media to highlight our work, 
we are active on Twitter.

The Continuing Healthcare Team have 
developed a clinical supervision process 
around the 6C’s, so they are able to 
demonstrate how they are applying 
the 6 Cs in their practice. This is being 
incorporated into the CCGs revalidation 
process.

Introduced and Launched the ‘Hello my 
name is’ campaign into primary care in June 
2014.



Action Area 7: Celebration

Safeguarding team involved in 
the development of the Department of 
Health and Public Health England Child 
Sexual Exploitation pathway for school 
nurses 2015.

Influencing the development and voice 
of nursing within commissioning at a 
national level through the Director of 
Nursing by contributing to and being 
an active member of the Commissioning 
Nurse Leaders Network, working with NHS 
England and Health Education England to 
support the role and profile of Primary Care 
Nursing, and working with the RCN on the 
role of the nurse within commissioning.

Safeguarding team involved in the revision 
of the NHS Accountability and Assurance 
Framework, due later this year and the 
revision of the HM government document 
Working Together to Safeguard Children 
2015.

7
Actively encouraging and supporting 
innovation within Practice Nursing and 
providers.

Leadership Programme for Practice Nurses, 
we are now on our 2nd Cohort.

Contributed to Shape of Care review for 
Health Education England.

How will we monitor and evaluate our progress?

   Implementation into Leeds South and East 
and Leeds North CCGs Strategic Plans

   Core work of Senior Nurse Forum 2015- 
2017

   Help to support the preparation of 
nurses for revalidation by being given 
opportunities to enhance and support 
their roles

   Development of the nursing infrastructure 
to support the work across CCG and 
Primary care, to ensure nurses are 
influencing change

   Inclusion of the 6C’ s within the 
Professional Standards Action plan for 
Leeds North and Leeds South and East 
CCGs which includes recommendations 
from publications such as the Francis 
Report, Berwick Report, Winterbourne 
View and the Saville Enquiry

Its is important that we evaluate our 
success and ensure that the voice 
of the nurse is heard. This strategy 
will ensure that nurses are involved 
in, and are able to influence 

the provision and standards of 
patient care in the future.

This strategy will be embedded 
within the CCGs by:



“So impressed. Loved 
the venue, info pack, 
7th C theme! Enthusiastic 
speakers. I feel part of 
the CCG and know who 
to contact if need be.”

We’d like to thank all members of the Leeds 
North and Leeds South & East CCG Senior 
Nurse Forum for their contributions.

May 2015



 
 

Summary Report 
Meeting: Board Meeting Date: 29.7.2015 
Agenda Item: 268/2015 
Report Title: Quality Update 
Prepared by: Russell Hart-Davies, Head of Quality  
Executive Lead: Ellie Monkhouse, Director of Nursing and Quality 
Presented by: Ellie Monkhouse, Director of Nursing and Quality 
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: 
 

• Leeds North CCG is at year to date threshold for C. Difficile infections. Most C.Diff 
infections have been attributed to the acute Trust 

• The Acute Trust is above year to date trajectory; a total of 38 cases against a 
trajectory of 33. No clear causes for the increase have yet been identified. 

• The CCG has had one case of MRSA infection assigned to it. Leeds Teaching 
Hospitals has also had one case assigned. 

• Two wrong-site surgery never events have been reported by Leeds Teaching 
Hospitals relating to a wrong sided nerve block and the removal of an incorrect tooth. 
The CCG will receive the investigation report and action plan via the CCG serious 
incidents review panel. 

• CQC inspection reports were released for both Leeds Partnerships Foundation Trust 
and Leeds Community Healthcare. Both organisations were rated as ‘requires 
improvement’. The CCG has received copies of both organisation’s action plans, 
which are monitored by Monitor and the Trust Development Authority. 

• The CQC inspection report for the Yorkshire Ambulance Service was due for release 
in July but has been postponed until August/September following a number of 
challenges to the draft report from the Trust. 

• ‘Star chamber’ meetings have been held with each of the three main providers to 
review their cost improvement plan quality assessment processes.  

 
 
Key Recommendations 
The Board is asked to receive this paper and note the issues highlighted. 
 
Assurance Framework 
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Next Steps 
The CCG have oversight of LYPFT’s and LCH’s CQC Inspection Action Plans via the joint 
CCG/Trust Quality Group. Updates will be provided to the Board. 
 
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 Clinical Commissioning Group 
Quality Report Summary  

July 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 are set by NHS England for 
providers and CCGs. The allocations for 2014-15 are follows: 

 
 
 
 

 
 
 

2.1 C Difficile (C Diff) Performance 
CCG Allocation  
2015/16 year end 
objective 

65   

Monthly objective Plan Actual Community 
attributed 

Acute 
Trust 
attributed 

April 5 4 2 2 
May  5 4 3 1 
June 4 6 1 5 
Total year to date 14 14 6 8 
 
 
Leeds Teaching Hospitals has a current total of 38 cases against a YTD trajectory of 33. No 
specific cause or source has been identified at present and review to date has identified nine cases 
that have been assessed as unavoidable. The Trust continues with its programme of to emphasise 
the importance of hand-washing and hand hygiene audits have improved. The Trust is also 
continuing their programme of installing extra handwashing facilities in wards. 
 
Harrogate and District Foundation Trust has a current total of 4 cases. 
 
2.2 MRSA 
CCG Assignation 
To date one case of MRSA infection has been assigned to the CCG (April). Post Infection Review 
had identified that the point of infection was in the community (hence assignation to the CCG) but 
the route of infection was unclear.  At time of reporting a second case has been initially attributed to 
the CCG for investigation. 
 
Acute Trust Assignation 
One case to date (May) has been assigned to Leeds Teaching Hospitals. 
 
  

CCG Objectives 15/16 
Leeds North 58 
Leeds South and 
East 

104 

Leeds West  90 

Provider Objectives 15/16 
Leeds TH 119 
Harrogate 12 
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3. Provider Updates 
 
3.1   Leeds Teaching Hospitals NHS Trust 
Two ‘Never Events’ have been reported by the Trust since April 2015. One related to a wrong-sided 
nerve block (wrong site surgery) and one related to the removal of wrong tooth (wrong site surgery). 
Investigations are underway and the CCG will receive the report and associated action plan for 
review by the CCG Serious Incident Review panel. 
 
A Never Events ‘challenge meeting’ was held with Leeds Teaching Hospitals in May. The purpose 
of the meeting was to review four ‘wrong site surgery’ never events and hear directly from the 
clinical leads about the investigation process, findings and learning that has been implemented. The 
meeting included directors and senior representatives from the CCG and NHS England. Trust 
representatives described the learning that had taken place and the changes that had been made 
as a result. 
 
3.2 Leeds and York Partnerships Foundation Trust 
The Trust was subject to a full inspection by the CQC at the end of September 2014 and was given 
an overall rating of ‘requires improvement’: 
 
The Trust was given five “compliance actions” by the CQC across the organisation (not all apply to 
Leeds services e.g. mixed sex accommodation breaches), which means these were areas that 
required immediate attention to address essential standards of quality and safety. These included: 
 

• Safety and suitability of premises  
• Systems for identifying, handling and responding to complaints 
• Ensuring staff receive appropriate training, supervision and appraisals   
• Ensuring there are enough suitably qualified, skilled and experienced staff at all times to 

meet patients’ needs    
• Eliminating mixed sex accommodation 

 
The Trust’s action plan is monitored by the Trust Development Authority but the CCG maintains 
oversight via the joint LYPFT/CCG Quality Group where regular updates on progress are provided. 
 
Friends and Family test results for the Trust have been published for Q4 (national average in 
brackets). 93% (88%) service users said they would recommend the trust as a place to receive 
care. For staff 53% (61.7%) recommended the Trust as a place to work and 65% (77.2%) 
recommended the Trust as a place to receive care. Although lower than the national average these 
figures represent an improvement on Q1. The Trust has a programme of improving staff 
engagement including implementation of a ‘Your Voice Counts strategy, Director-led staff feedback 
sessions, walk round visits to all areas and encouraging staff to raise concerns.  
 
3.3 Leeds Community Healthcare NHS Trust 
The CQC undertook an inspection in November 2014 and published the associated report on 22 
April 2015. Inspectors rated the Trust as ‘requires improvement’ overall. The individual domains 
were rated as follows: 
 
Inspectors issues two compliance actions in relation to safety and suitability of premises at 
Woodhouse Hall, and recording of risk assessments in the community child and adolescent mental 
health services. Inspectors made a total of two recommendations that the Trust must address in 
order to improve, which incorporated the compliance actions. 
 
The Trust Development Authority (TDA) has primary responsibility for overseeing the associated 
action plan, but the CCG maintains oversight via the joint CCG/LCH quality group. 
 

Page 2 of 4 
 



The Trust was required to submit an action plan addressing the two compliance actions by 15 May 
2015 and the improvement actions by 29 May 2015.  The Trust has adopted a two-stage approach 
to development and delivery of a ‘Quality Improvement Plan’ to address the CQC’s findings and 
wider quality improvement initiatives. 
 
Friends and Family Test 
For Community services, 85% would recommend the service compared to the national average of 
95%. 
 
For the staff Friends and Family Test in Q4, 48% (61.7%) recommended the Trust as a place to 
work and 76% (77.2%) recommended the Trust as a place to receive care (national average in 
brackets). The low recommendation for a place to work is attributed to the organisational changes in 
structure and staffing challenges that have taken place over the past year. However, the Q4 position 
is improved against the previous report of Q2 where the recommendation as a place to work was 
43%. 
 
3.4 Harrogate and District Foundation Trust 
For Q4 for the staff Friends and Family Test, 70% (61.7%) of staff responses recommended the 
Trust as a place to work and 87% (77.2%) of respondents recommended the Trust as a place to 
receive care. 
 
3.5 Yorkshire Ambulance Service 
A Quality Summit was scheduled for Monday 15 June 2015 for YAS to receive their CQC inspection 
report was postponed by the CQC following a number of accuracy comments from YAS on the draft 
report and queries on some of the analysis. The meeting is expected to be rescheduled for August. 
 
YAS are to hold a quality event with commissioners to give assurance on how Quality and Safety 
are managed within the organisation. The event will also be informed by the CQC report and focus 
on actions that result from it. As the CQC report has not been released yet a date has not yet been 
agreed for the event. 
 
4. Quality Updates 
 
4.1 Safer Staffing 
Safer staffing levels continue to be published and monitored by the quality team as previously 
reported. All of Leeds’ main providers publish staffing levels as required; 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. 
 
4.2 Cost Improvement Plans 
Annual ‘star chamber’ meetings have been held with each of the main providers in line with the 
agreed procedure. The purpose of the star chamber is to review the past year’s (cost improvement 
programmes (CIPs) for impact upon quality and look forward to the forthcoming year. The meeting 
includes a wider attendance than the quarterly meetings and includes commissioning, contracting 
and finance leads. The Director of Nursing was given assurance by all of the providers that they had 
robust internal mechanisms in place to review and assess proposed CIPs for impact upon quality 
and that there was robust internal challenge. Although not all of the CIPs for 2014-15 had been 
achieved financially there were no perceived effects on quality. Each provider’s proposals for 2015-
16 are still in development and will be discussed in forthcoming review meetings. 
 
4.3 Safeguarding 
Providers continue to prepare for a possible unannounced Inspection by the CQC of services 
provided to children and families who are subject to child protection and for Children who are looked 
after. The CQC single inspection framework is to continue throughout 2015. There is a joint 
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inspection framework being piloted nationally, these inspections are unannounced and Local 
Authorities have been informed that authorities that have been graded as ‘good’ will be included in 
the pilot. 
   
The Safeguarding Adult Board and the Safeguarding Children Board have vacancies for 
Independent Chairs are in the process of recruiting to both posts. 
 
The Designated Doctor post is for 4PAs shared between two consultant paediatricians, one of the 
Designated Doctors (2 PAs) resigned from post in April 2015. The Executive Lead for Safeguarding 
and the Head of Safeguarding in the CCGs are in the process of recruiting to the vacancy.  
 
Safeguarding Vulnerable People in the NHS: The Assurance and Accountability Framework (NHSE 
2015) was published in July 2015. The framework sets out safeguarding roles and responsibilities 
for all organisations commissioning health and social care. The Framework will be reviewed and 
implications for the CCGs will be shared with each of the CCGs Boards.  
 
 
5. Next Steps 
The board is asked to be aware of the following: 

• Delayed publication of the YAS CQC Inspection 

 
6. Recommendations 
The board are asked to accept this report. 

 
Paper prepared by: 
Russell Hart-Davies 
Head of Quality 
July 2015 
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Leeds North Clinical Commissioning Group 
Quality Report Summary  

July 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 are set by NHS England for 
providers and CCGs. The allocations for 2014-15 are follows: 

 
 
 
 

 
 
 

2.1 C Difficile (C Diff) Performance 
CCG Assignation  
2015/16 year end 
objective 

65   

Monthly objective Plan Actual Community 
assigned 

Acute 
Trust 
assigned 

April 5 4 2 2 
May  5 4 3 1 
June 4 6 1 5 
Total year to date 14 14 6 8 
 
 
Leeds Teaching Hospitals has a current total of 38 cases against a YTD trajectory of 33. No 
specific cause or source has been identified at present and review to date has identified nine cases 
that have been assessed as unavoidable. The Trust continues with its programme of to emphasise 
the importance of hand-washing and hand hygiene audits have improved. The Trust is also 
continuing their programme of installing extra handwashing facilities in wards. 
 
Harrogate and District Foundation Trust has a current total of 4 cases. 
 
2.2 MRSA 
CCG Assignation 
To date one case of MRSA infection has been assigned to the CCG (April). Post Infection Review 
had identified that the point of infection was in the community (hence assignation to the CCG) but 
the route of infection was unclear.  At time of reporting a second case has been initially attributed to 
the CCG for investigation. 
 
Acute Trust Assignation 
One case to date (May) has been assigned to Leeds Teaching Hospitals. 
 
  

CCG Objectives 15/16 
Leeds North 58 
Leeds South and 
East 

104 

Leeds West  90 

Provider Objectives 15/16 
Leeds TH 119 
Harrogate 12 
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3. Provider Updates 
 
3.1   Leeds Teaching Hospitals NHS Trust 
Two ‘Never Events’ have been reported by the Trust since April 2015. One related to a wrong-sided 
nerve block (wrong site surgery) and one related to the removal of wrong tooth (wrong site surgery). 
Investigations are underway and the CCG will receive the report and associated action plan for 
review by the CCG Serious Incident Review panel. 
 
A Never Events ‘challenge meeting’ was held with Leeds Teaching Hospitals in May. The purpose 
of the meeting was to review four ‘wrong site surgery’ never events and hear directly from the 
clinical leads about the investigation process, findings and learning that has been implemented. The 
meeting included directors and senior representatives from the CCG and NHS England. Trust 
representatives described the learning that had taken place and the changes that had been made 
as a result. 
 
3.2 Leeds and York Partnerships Foundation Trust 
The Trust was subject to a full inspection by the CQC at the end of September 2014 and was given 
an overall rating of ‘requires improvement’: 
 
The Trust was given five “compliance actions” by the CQC across the organisation (not all apply to 
Leeds services e.g. mixed sex accommodation breaches), which means these were areas that 
required immediate attention to address essential standards of quality and safety. These included: 
 

• Safety and suitability of premises  
• Systems for identifying, handling and responding to complaints 
• Ensuring staff receive appropriate training, supervision and appraisals   
• Ensuring there are enough suitably qualified, skilled and experienced staff at all times to 

meet patients’ needs    
• Eliminating mixed sex accommodation 

 
The Trust’s action plan is monitored by the Trust Development Authority but the CCG maintains 
oversight via the joint LYPFT/CCG Quality Group where regular updates on progress are provided. 
 
Friends and Family test results for the Trust have been published for Q4 (national average in 
brackets). 93% (88%) service users said they would recommend the trust as a place to receive 
care. For staff 53% (61.7%) recommended the Trust as a place to work and 65% (77.2%) 
recommended the Trust as a place to receive care. Although lower than the national average these 
figures represent an improvement on Q1. The Trust has a programme of improving staff 
engagement including implementation of a ‘Your Voice Counts strategy, Director-led staff feedback 
sessions, walk round visits to all areas and encouraging staff to raise concerns.  
 
3.3 Leeds Community Healthcare NHS Trust 
The CQC undertook an inspection in November 2014 and published the associated report on 22 
April 2015. Inspectors rated the Trust as ‘requires improvement’ overall. The individual domains 
were rated as follows: 
 
Inspectors issues two compliance actions in relation to safety and suitability of premises at 
Woodhouse Hall, and recording of risk assessments in the community child and adolescent mental 
health services. Inspectors made a total of two recommendations that the Trust must address in 
order to improve, which incorporated the compliance actions. 
 
The Trust Development Authority (TDA) has primary responsibility for overseeing the associated 
action plan, but the CCG maintains oversight via the joint CCG/LCH quality group. 
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The Trust was required to submit an action plan addressing the two compliance actions by 15 May 
2015 and the improvement actions by 29 May 2015.  The Trust has adopted a two-stage approach 
to development and delivery of a ‘Quality Improvement Plan’ to address the CQC’s findings and 
wider quality improvement initiatives. 
 
Friends and Family Test 
For Community services, 85% would recommend the service compared to the national average of 
95%. 
 
For the staff Friends and Family Test in Q4, 48% (61.7%) recommended the Trust as a place to 
work and 76% (77.2%) recommended the Trust as a place to receive care (national average in 
brackets). The low recommendation for a place to work is attributed to the organisational changes in 
structure and staffing challenges that have taken place over the past year. However, the Q4 position 
is improved against the previous report of Q2 where the recommendation as a place to work was 
43%. 
 
3.4 Harrogate and District Foundation Trust 
For Q4 for the staff Friends and Family Test, 70% (61.7%) of staff responses recommended the 
Trust as a place to work and 87% (77.2%) of respondents recommended the Trust as a place to 
receive care. 
 
3.5 Yorkshire Ambulance Service 
A Quality Summit was scheduled for Monday 15 June 2015 for YAS to receive their CQC inspection 
report was postponed by the CQC following a number of accuracy comments from YAS on the draft 
report and queries on some of the analysis. The meeting is expected to be rescheduled for August. 
 
YAS are to hold a quality event with commissioners to give assurance on how Quality and Safety 
are managed within the organisation. The event will also be informed by the CQC report and focus 
on actions that result from it. As the CQC report has not been released yet a date has not yet been 
agreed for the event. 
 
4. Quality Updates 
 
4.1 Safer Staffing 
Safer staffing levels continue to be published and monitored by the quality team as previously 
reported. All of Leeds’ main providers publish staffing levels as required; 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. 
 
4.2 Cost Improvement Plans 
Annual ‘star chamber’ meetings have been held with each of the main providers in line with the 
agreed procedure. The purpose of the star chamber is to review the past year’s (cost improvement 
programmes (CIPs) for impact upon quality and look forward to the forthcoming year. The meeting 
includes a wider attendance than the quarterly meetings and includes commissioning, contracting 
and finance leads. The Director of Nursing was given assurance by all of the providers that they had 
robust internal mechanisms in place to review and assess proposed CIPs for impact upon quality 
and that there was robust internal challenge. Although not all of the CIPs for 2014-15 had been 
achieved financially there were no perceived effects on quality. Each provider’s proposals for 2015-
16 are still in development and will be discussed in forthcoming review meetings. 
 
4.3 Safeguarding 
Providers continue to prepare for a possible unannounced Inspection by the CQC of services 
provided to children and families who are subject to child protection and for Children who are looked 
after. The CQC single inspection framework is to continue throughout 2015. There is a joint 
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inspection framework being piloted nationally, these inspections are unannounced and Local 
Authorities have been informed that authorities that have been graded as ‘good’ will be included in 
the pilot. 
   
The Safeguarding Adult Board and the Safeguarding Children Board have vacancies for 
Independent Chairs are in the process of recruiting to both posts. 
 
The Designated Doctor post is for 4PAs shared between two consultant paediatricians, one of the 
Designated Doctors (2 PAs) resigned from post in April 2015. The Executive Lead for Safeguarding 
and the Head of Safeguarding in the CCGs are in the process of recruiting to the vacancy.  
 
Safeguarding Vulnerable People in the NHS: The Assurance and Accountability Framework (NHSE 
2015) was published in July 2015. The framework sets out safeguarding roles and responsibilities 
for all organisations commissioning health and social care. The Framework will be reviewed and 
implications for the CCGs will be shared with each of the CCGs Boards.  
 
 
5. Next Steps 
The board is asked to be aware of the following: 

• Delayed publication of the YAS CQC Inspection 

 
6. Recommendations 
The board are asked to accept this report. 

 
Paper prepared by: 
Russell Hart-Davies 
Head of Quality 
July 2015 
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Summary Report 
Meeting: LNCCG Board Date: 29/7/2015 
Agenda Item: 269/2015 
Report Title: Financial Position 2015/16 – July 2015 Board 
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 30th June 
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 
 

 
2015/16 forecast 

Revenue Resource Limit (RRL) Forecast to achieve 
Cash Limit (CL) Forecast to achieve 
Running cost limit £4.3m 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 30 JUNE 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 30 June 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 with a 
minimum target surplus of 1%. The CCG brought forward £5.96m and 
has drawn down, in line with business rules £250k with a target surplus 
of £5.7m (2.3%) with NHS England for 2015/16. The CCG is currently 
forecasting to deliver a £5.7m 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 which have decreased by 10% from £4.81m in 
2014/15 to £4.38m in 2015/16. The CCG is currently forecasting £4.2m. 

Better Payment 
Practice Code (BPPC) 

 The CCG has a financial duty to pay invoices promptly in line with the 
BPPC, 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 is forecasting an underspend of £5.71m in line with financial planning expectations and 
the control total agreed with NHS England before the start of the financial year. The brought 
forward surplus from 2014/15 was £5.96m. The CCG has drawdown £250k of this to be made 
available to spend non recurrently in 2015/16.  
 
1.3  Financial Risks 
 
The CCG will manage any financial risks in year through the 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. 
• Procurement of Commissioning Support Services 

 
Page 3 of 11 

 



 
 

 
1.4  2015/16 Summary Financial Position as at 30 June 2015. 
 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 
Initial 15/16 Resource Baseline 234,824     
Growth 4,462 537    
Sub Total - 14/15 Revenue Allocation 239,286 537    
Running Cost Allowance 4,358     
Better Care Fund Transfer from NHSE 4,156   
Sub Total - Initial Resource Limit 247,800 537    
    
Return of 14/15 Surplus   5,960   
Total – Revenue Resource Allocation 247,800 6,497 254,297 

 
 

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 26,454 26,454 0 106,114 106,024 (-90) 
Acute Services – Non NHS 1,841 1,841 (-0) 7,364 7,564 200 
Urgent Care 3,067 3,067 0 12,268 12,268 0 
Mental Health & Learning 
Disabilities 7,990 7,919 (-70) 30,117 30,117 0 
Community & Other Services 7,173 7,174 0 34,244 34,244 0 
Continuing Care 3,110 3,110 0 12,439 12,439 0 
Transformation 2,502 2,577 76 3,845 3,845 0 
Total – Purchase of Healthcare 52,136 52,142 6 206,391 206,501 110 
              
Prescribing 8,008 8,011 4 32,031 32,031 0 
              
Primary Care 752 744 (-8) 3,010 3,010 0  
              
Running Costs 1,089 1,088 (-1) 4,358 4,248 (-110) 
              
Reserves:             
Planned Surplus 0 0 0 5,710 0 (-5,710) 
Earmarked reserves 0 0 0 910 910 0 
Contingency & Other Reserves 0 0 0 1,888 1,888 0 
Total – Reserves 0 0 0 8,508 2,798 (-5,710) 
              
Total – Net Operating Costs 61,958 61,986 0 254,297 248,588 (-5,710) 
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Further details are provided below 
 
2.  CCG ALLOCATIONS 

 
CCGs were notified of their 2015/16 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 
GPIT Non recurrent allocation received from NHSE  537 
Total – In-year Allocation Adjustments  537 

 
In month 2 an additional allocation of £537k was transferred from NHS England for GPIT. 
 
 
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 20,801 20,874 73 83,205 83,205 0 
Harrogate & District 4,850 4,878 28 19,400 19,400 0 
York Hospitals 393 387 (-6) 1,574 1,574 0 
Bradford Teaching Hospitals 172 201 29 686 686 0 
Mid Yorkshire Hospitals 107 108 1 428 428 0 
Airedale 58 66 9 230 230 0 
Other NHS Trusts 38 (-94) (-132) 153 153 0 
Commissioning Reserve 34 34 0 438 348 (-90) 
Total – Acute NHS 26,454 26,454 0 106,114 106,024 (-90) 

 
The Leeds Teaching Hospital NHS Trust (LTHT) contract has been agreed and signed by all three 
Leeds CCGs and is being monitored as a live Payment by Results (PbR) contract. However a floor of 
£348m and a ceiling of £357m has been agreed which reduces the risk involved with a pure live 
contract. In addition non-recurrent funding of £8m has been made available due to the Default 
Tariff Rollover (DTR) option chosen by LTHT which doesn’t include the payment of CQUINs. The 
non recurrent funding held will be paid on delivery of stipulated activity and actions. The CCG 
budget is £83.2m (22.5%) which includes a contingency to cover risks such as changes in 
identification rules between core and specialist services in year. The April trading report was in 
line with the agreed plan. 
 
The host commissioner (Harrogate and Rural District CCG) for Harrogate and District Foundation 
Trust (HDFT) have not yet agreed or signed the contract, Leeds North is an associate with a 
contract plan of £19.4m. HDFT operate on a live PbR contract and due to this fluctuations from 
plan are to be expected. 
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All Acute Provider forecasts remain in line with budget with 2 months of data received. 
 
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 375 325 (-50) 1,500 1,500 0 
Spire 687 688 1 2,748 2,748 0 
Other Private Providers 529 630 101 2,115 2,315 200 
GPSIs & AQPs 250 199 (-52) 1,001 1,001 0 
Total – Acute Non NHS 1,841 1,841 (0) 7,364 7,564 200 

 
At this stage, Non NHS Acute Services are forecast to be in line with budget at the yearend with 
the exception of the Neurological Rehab for Continuing Care (NRCC) patients. There has been an 
increase in the NRCC patients with a forecast potential risk of £200k as worst case if the patients 
remain in care for the full financial year. 
 
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 5,913 5,842 (-71) 21,783 21,783 0 
Bradford District Care Trust 8 8 0 32 32 0 
Tees, Esk & Wear Valley 272 272 0 1,086 1,086 0 
Voluntary Sector Organisations 257 257 1 1,050 1,050 0 
Psychological Therapies (IAPT) 67 67 0 272 272 0 
Learning Difficulties 1,340 1,340 0 5,361 5,361 0 
MH Service Developments 62 62 0 247 247 0 
Collaborative Fees 23 23 0 91 91 0 
MH Non Contracted Activity 26 26 0 102 102 0 
MH PSD/Other 8 8 0 31 31 0 
Specialist Services (Elective Panel) 15 15 0 61 61 0 
Total – MH/LD 7,990 7,919 (-70) 30,117 30,117 0 

 
All the 2015/16 Mental Health contracts have been signed with the exception of Tees, Esk and 
Wear Valley which is imminent. 
 
2015/16 Development funding for Leeds and York Partnerships Foundation Trust (LYPFT) was 
agreed as part of the contract negotiations to enable the implementation of a number of 
developments including  the Crises and Street Triage services. 
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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 1,676 1,676 0 6,705 6,705 0 
Patient Transport Services 302 302 0 1,210 1,210 0 
Urgent Care – 111 78 78 0 470 470 0 
Urgent Care – OOH/MIU 560 560 0 2,084 2,084 0 
Non Contracted Activity 450 450 0 1,800 1,800 0 
Total – Urgent Care 3,067 3,067 0 12,268 12,268 0 

 
The 999 contract with Yorkshire Ambulance Service (YAS) has been signed by the Lead 
Commissioner and is currently being signed by associate Commissioners. The contract value for 
Leeds North CCG is £6,686k which is an increase of £523k on the 2014/15 contract value. This is 
mainly due to the inclusion of growth and investment in schemes aimed at reducing activity and 
improving the service. This has led to a fixed contract which will minimise risk. 
 
The overall contract values for 111/West Yorkshire Urgent Care and Minor Injury Units have been 
agreed with YAS and the individual CCG values within these are now being calculated. All 3 
contracts have an increased cap from 2014/15 but are still in line with expectations. 
 
The Patient Transport Services contract has been agreed and is in the process of being signed. The 
value is equivalent to the 2014/15 value. 
 
3.4.1 Systems Resilience 
 
The baseline allocations included £5m citywide for Systems Resilience of which Leeds North holds 
£1.2m.  
 
£546k of the £1.2m was committed within the baseline contracts and to extend schemes, such as 
Ward J30, and 7 day therapy working during April and May for LTHT. 
 
A number of schemes including Ward J30 have been extended for a further 14 weeks at a 
combined cost of £94k for Leeds North. 
 
Further schemes will be submitted to the Systems Resilience Group for approval during the year. 
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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 517 517 0 2,066 2,066 0 
Continuing Healthcare 2,467 2,467 0 9,867 9,867 0 
Continuing Care 60 60 0 238 238 0 
Continuing Care Staff 67 67 0 268 268 0 
Total – Continuing Care 3,110 3,110 0 12,439 12,439 0 
       

 
The CHC forecast for 2015/16 is in line with budget. Continuing care is a demand led service and 
hence fluctuations can be difficult to anticipate.  
 
For 2015/16 the CCG has contributed £814k to the national CHC risk pool for outstanding appeals, 
a legacy issue from Leeds PCT. A separate reserve has been held to account for this. 
 
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 5,714 5,715 0 22,858 22,858 0 
Hospices 271 272 0 1,086 1,086 0 
GP CIC Beds 197 197 0 786 786 0 
Reablement 270 270 0 1,079 1,079 0 
Long Term Conditions 510 510 0 2,038 2,038 0 
Children’s Services 172 172 0 690 690 0 
Safeguarding & Other 39 39 0 157 157 0 
Better Care Fund 0 0 0 5,550 5,550 0 
Total – Community & Other 7,173 7,174 0 34,244 34,244 0 

 
The Community forecast for 2015/16 is in line with budget. At this stage no further data is 
available. 
 
The Better Care Fund (BCF) governance and monitoring process for performance against the 
various invest to save schemes is currently being finalised. The financial sustainability of the Leeds 
health economy relies on all partners to deliver improved outcomes and financial savings from 
these schemes. Leeds South and East CCG lead on the BCF for the city and are working closely with 
the Local Authority (LA) and all other partners currently reporting to the Health and Wellbeing 
Board. 
 
 
 
 

 
Page 8 of 11 

 



 
 

3.7  Prescribing 
 

Prescribing 
Year to date Full year forecast 

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

GP Prescribing 7,648 7,648 0  30,593 30,593 0  
Central Drugs 173 173 0  690 690 0  
Out of Hours 39 39 0  157 157 0  
Oxygen 56 56 0  225 225 0  
Medicines Management 91 95 4  366 366 0  
Total – Prescribing 8,008 8,011 4 32,031 32,031 0 

 
2015/16 budgets have been finalised and agreed with Practices. Previously a reserve was held for 
high cost drugs such as the new anticoagulant (NOAC). This reserve has decreased in 2015/16 as 
the reserve has been released and £1.1m added to the Practice budgets. Dependent on their Red, 
Amber, Green (RAG) rating (efficiency in Prescribing) and their proportion of elderly patients, all 
Practice budgets have been given either a 3% or 3.5% uplift on their 2014/15 outturn, with the aim 
of trying to achieve a Green RAG Rating demonstrating a high efficiency within Prescribing. 
  
The final 2014/15 Freed up Resources (FURs) figure is £418k and this will be communicated to 
practices by the end of July. A slight change has been made to the method used for the calculation 
of part of the FURs as it was felt more relevant to award funds to Practices who achieved 80% or 
more on various components of the Prescribing Engagement Scheme Audits. This has been agreed 
within the CCG and with the Practices. 
 
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 72 64 (8) 288 288 0  
GP over 75s (-0) 0 0  0 0 0  
Clinical Engagement etc 519 519 0  2,075 2,075 0  
Clinical Leads 28 28 0 110 110 0 
Primary Care IT 134 134  0  537 537 0  
Total – Primary Care 752 744 (-8) 3,010 3,010 0 

 
A meeting to discuss new models of care proposals will take place in late July with the aim of 
determining the most efficient approach to enable localities to deliver this. 
 
4 RUNNING COSTS  
 
The CCG is currently operating within the running cost budget which has reduced by 10% (£452k) 
from 2014/15 to 2015/16. This budget is not expected to increase however costs will, due to 
inflation and pay increments. To ensure financial stability and resilience a “pay reserve” has been 
established and is the reason for the current underspend in admin. A further risk within running 
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costs is the re-provision/procurement of the Yorkshire and Humber Commissioning Support Unit 
(YHCSU). The YHCSU will cease to operate in early 2016 and CCGs are working together 
collaboratively to establish service specifications to procure where possible from providers on the 
Lead Provider Framework (LPF) in line with NHSE business rules and guidance. 
 
6 OTHER FINANCIAL TARGETS & INFORMATION 
 
6.1  Cash Drawdown 
 
Due to an unexpected credit from South West Yorkshire Partnership Foundation Trust, in May 
Leeds North exceeded its revised tolerance of 1.25% for the monthly cash drawdown. However, 
year to date remains under the target with June being just 0.41%. 
 

Month 
Drawdown Month end 

balance % 
£’000 £’000 

April 17,315   129   0.75% 
May 15,565   300   1.93% 
June 18,039   74   0.41% 
Total 50,919   503     0.99% 

 
The CCG’s maximum cash drawdown limit for the year is currently £248,131k. 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 30 June 2015 is: 
 
BPPC 15/16 to 30 June 2015 Number £’000 
Non NHS Creditors 
Total bills paid in year 863 6,887 
Total bills paid within target 837 6,773 
Percentage of bills paid within target 96.99% 98.34% 
NHS Creditors 
Total bills paid in year 518 43,952 
Total bills paid within target 514 43,951 
Percentage of bills paid within target 99.23% 100.00% 

 
6.3  Debtors 
 
The CCG age debt profile as at 30 June 2015 is shown below: 
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Debtor type 
Current 1 mth + 2 mth + 3 mth + 6 mth + 
£’000 £’000 £’000 £’000 £’000 

NHS 2 0 14 47 0 
Non NHS 0 0 0 0 0 
Total 2 0 14 47 0 

 
Due to Shakespeare WIC & MIU charges being based on (estimates for Q4) some organisations 
were refusing to pay until actual activity figures are issued. Reconciling invoices / credits to actuals 
have now been issued which will resolve this issue. 
 
7 NATIONAL SPENDING CONTROLS 
 
On 2 June 2015 the Department of Health Director General (Finance, Commercial and NHS) wrote 
to all NHS Foundation Trust Chief Executives, NHS Trust Chief Executives and Clinical 
Commissioning Group Accountable Officers.  The letter outlined some specific measures which the 
Department of Health are taking to ‘focus the collective bargaining power of the NHS’ in order to 
help deliver the £22bn efficiency savings identified in the NHS Five Year Forward View. The 
majority of these actions are only relevant to NHS providers, but certain of the actions also apply 
to CCGs. These are: 

• All professional services consultancy contracts above £50,000 will require sign-off from 
NHS England (this does not apply to Internal and External Audit or CSU core contracts); 

• The Department of Health is specifically asking remuneration committees to ensure that 
Treasury guidance on off-payroll engagements for senior staff is followed rigorously. This 
guidance requires all board members and all staff with significant financial responsibilities 
to be on payroll. There will also be a series of measures on transparency and disclosure, 
the use of retire and return provisions and they will consult on a national VSM pay 
framework and benchmarked rates for executive roles. 
 

NHS Providers have also been given the following actions for agency/interim staff: 
• Organisations will be required to procure all agency staff from frameworks. Off-framework 

arrangements will not be permitted except in exceptional circumstances; 
• A shift-based or day/hourly rate-cap will be set for agency staffing. Exceeding this cap will 

only be possible in exceptional circumstances; 
NHS England has not extended spend controls in these areas to CCGs at this stage. CCGs were 
reminded, however, of the need to control such areas of expenditure and ensure that they make 
full use of the frameworks available for sourcing interim staff. 
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Summary Report 
Meeting: Public Board Date: 29 July 2015 
Agenda Item: 270/2015 
Report Title: Managing conflicts of interest  
Prepared by: Stephen Gregg, Head of Governance and Corporate 

Services 
Executive Lead: Martin Wright 
Presented by: Martin Wright 
Other meetings presented to: GPR, Audit Committee, CDU, Executive Team 
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 
Introduction 
 
At its meeting on 2nd July 2015, Governance, Performance and Risk Committee approved a revised 
policy on Managing Conflicts of Interest.  The policy reflects new statutory guidance from NHS 
England, which highlights the greater risk of conflicts of interest, both real and perceived, from 
increased CCG responsibility for commissioning primary care.  The new guidance builds on existing 
NHS England guidance and strengthens it in some areas to deal with these new risks. The full 
guidance is available here: http://www.england.nhs.uk/wp-content/uploads/2014/12/man-confl-int-
guid-1214.pdf  
 
The CCG already has arrangements in place to manage conflicts of interest. An internal audit of 
these arrangements in May 2014 provided ‘substantial assurance’ that the controls in place are 
suitably designed, consistently applied and effective. These arrangements have now been reviewed 
to ensure that they comply with the new statutory guidance. The outcomes of the review were 
reported to GPR Committee and have been incorporated into the revised policy, attached to this 
report.  
 
GPR Committee felt that given the importance of managing conflicts of interest, and the need for 
transparency, it was important that the Board was sighted on the new policy:  
 
Key changes to the policy 
 
2.  Types of conflicts of interest  
 
2.1.1, 2.1.2  - more detailed explanation of financial and non-financial interests. 
 
4.  Principles and Safeguards 
 
Principles and safeguards expanded to reflect NHS England guidance. 
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6.  Materiality of interests 
 
 6.1 Definition of interests which should be regarded as "relevant and material" expanded in line with 
guidance to include: 
 

• Roles and responsibilities held within member practices; 
• Shareholdings (more than 5%) of companies in the field of health and social care  
• Any other role or relationship which the public could perceive would impair or otherwise 

influence the individual’s judgement or actions in their role within the CCG. 
 
Relevant interests of family members and close friends should also be declared 
 
6.2  Directors of provider companies or those with holdings above 5 per cent should not be on the 
Leeds North CCG Board if their company does business or is likely to do business with the CCG and 
the nature of their interest is such that they are likely to need to exclude themselves from decision-
making on so regular a basis that it significantly limits their ability to effectively operate as a Board 
member. 
 
8.  Register of interests 
 
8.3  Registers of interest to be reviewed quarterly, rather than annually. 

14. Procurement  

New sections to strengthen procurement arrangements, including 
 
14.2    Use of the procurement template at Appendix 3 when drawing up plans to commission 

services from primary care providers. 
 
14.3 The CCG will require potential bidders, contractors and providers of all services to complete 

the declaration of conflict of interests for bidders/contractors template at Appendix 4.  
 
14.4 To ensure transparency and clear accountability, the CCG will maintain and publish a register 

of all procurement decisions (the ‘Procurement register’). This will set out who was involved 
in the decision-making, and a summary of how any conflicts that arose in the context of the 
decision were managed. 

 

Appendices 

New templates for recording interests, in line with NHS England guidance. 

Key Recommendations 
Board is recommended to: 

• note the revised CCG policy on Managing Conflicts of Interest. 
 
Assurance Framework 
 
A robust approach to managing conflicts of interest is essential for the maintenance of public trust in 
the commissioning system. 
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Next Steps 
 
The new policy and procedures will be disseminated to CCG staff via Team Brief.  This will be 
followed by dissemination to practices via the Practice Manager’s Forum and Council in September. 
 . 
Corporate Impact Assessment 
Regulatory Implications  
Financial Implications  
Legal Implications  
Workforce Implications  
Equality Impact Assessment  
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INTRODUCTION 
 
Managing conflicts of interest appropriately is essential for protecting the integrity of the 
overall NHS commissioning system and to protect Leeds North CCG and GP practices 
from any perceptions of wrongdoing. Commissioners need the highest level of 
transparency so they can demonstrate that conflicts of interest are managed in a way 
that cannot undermine the probity and accountability of the organisation. 
 
It will not be possible to avoid conflicts of interest. They are inevitable in many aspects 
of public life, including the NHS. Healthcare professionals have always had to manage 
competing interests. However, by recognising where and how they arise and dealing 
with them appropriately, commissioners will be able to ensure proper governance, 
robust decision-making and appropriate decisions about the use of public money.    
  
1 What are conflicts of interest and why do they matter to clinical 

commissioners? 
 

1.1 A conflict of interest can be defined as: “a set of conditions in which professional 
judgement concerning a primary interest (such as patients’ welfare or the validity 
of research) tends to be unduly influenced by a secondary interest (such as 
financial gain)” or a situation in which “one’s ability to exercise judgement in on 
role is impaired by one’s obligation in another”. 
 

1.2 For a GP or other clinical commissioner, therefore, a conflict of interest may arise 
when their own judgment as an NHS commissioner could be, or be perceived to 
be, influenced and impaired by their own concerns and obligations as a 
healthcare provider or as a member of a particular peer, professional or special 
interest group, or those of a close family member.  
 

1.3 The concern that GP commissioners will face multiple conflicts of interest is 
therefore understandable. They will, by definition, have interests in their local 
health economy as both purchasers and providers, and their priorities and duties 
in those two roles may not always be aligned.  
 

1.4 Commissioning decisions that are in the overall best interests of taxpayers and 
the local population may not always be in the best interest of individual patients 
for whom GPs are required to advocate, or for the companies and partnerships 
which they own, manage or work for.  
 

1.5 For commissioning purposes it is crucial that an interest and involvement in the 
local healthcare system does not also involve a vested interest in terms of 
financial or professional bias toward or against particular solutions or decisions. 
In their provider and gatekeeper roles GPs and their colleagues could potentially 
profit personally (financially or otherwise) from the decisions of a commissioning 
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group of which they are also members.  Questions about their role in the 
governance of NHS commissioning bodies are therefore legitimate.  
 

1.6 To ensure that commissioners and GPs are protected against potential conflicts 
of interest, the key is to ensure that conflicts are identified, declared and 
recorded, and that clear guidelines and policies are in place to provide measures 
that are to be taken to manage or diffuse conflicts of interest when they arise.  
 

1.7 Applying professional judgement and standards is an important element in the 
management of conflicts of interest (see Appendix 1) 
 

1.8 It is also important to acknowledge that conflicts may not always be obvious to, 
or recognised by, the individuals concerned. 
 

1.9 Therefore, a policy based on full disclosure regarding competing interests will 
best safeguard healthcare professionals as they exercise their new 
commissioning responsibilities. NHS Leeds North CCG’s Declaration of Interest 
Policy is based on the principle of: “If in doubt, disclose”. 
 

1.10 Whilst all individuals have a responsibility to identify and declare conflicts of 
interest as they encounter them, it is also incumbent on the CCG to have in place 
both appropriate policies and strong governance structures for managing 
conflicts of interest, which are fully embedded in the organisation. 
 

1.11 The Health and Social Care Act 2012 
 

1.11.1 Places a duty on the NHS Commissioning Board to publish guidance for CCGs 
on managing conflicts and a duty on CCGs to have regard to such guidance; and 
 

1.11.2 Requires that CCGs set out in their constitution their proposed arrangements for 
managing conflicts of interest (see section 8.2 of the Leeds North CCG 
constitution) 
 

1.12 Towards establishment: Creating responsive and accountable CCGs and its 
supporting appendix on managing conflicts of interest, sets out general 
safeguards that CCGs should have in place to manage conflicts of interest, 
including: 

 
• arrangements for declaring interests; 
• maintaining a register of interests; 
• excluding individuals from decision-making where a conflict arises; and 
• engagement with a range of potential providers on service design. 

 
1.13 This policy provides more specific, additional safeguards that CCGs are advised 

to have in place when commissioning services that could potentially be provided 
by GP practices. 
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2 Types of conflicts of interest facing CCGs 
 
2.1 The following types of conflicts of interest are likely to affect CCGs: 

 
2.1.1 A direct financial interest  

 
A clear conflict of interest arises when an individual involved in taking or 
influencing the decisions of the CCG could receive a direct financial benefit as a 
result of the decisions being taken.. For example, a member of the CCG who has 
a financial interest in a provider that is interested in providing services being 
commissioned or that has an interest in other competing providers not being 
awarded a contract to provide those services. Financial interests will include, for 
example, being a shareholder, director, partner or employee of a provider, acting 
as a consultant for a provider, being in receipt of a grant from a provider and 
having a pension that is funded by a provider (where the value of this might be 
affected by the success or failure of the provider). 

 
2.1.2 An indirect financial interest 

 
Indirect (financial) interest arises when a close relative of a director or other key 
person benefits from a decision of the organisation.  For example, a member of 
the CCG whose spouse has a financial interest in a provider that may be 
affected by a decision to reconfigure services. Whether an interest held by 
another person gives rise to a conflict of interests will depend on the nature of 
the relationship between that person and the member of the CCG. Depending on 
the circumstances, interests held by a range of individuals could give rise to a 
conflict including, for example, the interests of a parent, child, sibling, friend or 
business partner. 

 
2.1.3 Non-financial or personal interests 
 

These occur where directors or other key persons receive no financial benefit, 
but are influenced by external factors such as gaining some other intangible 
benefit or kudos, for example, through awarding contracts to friends or personal 
business contacts. Even if members of the CCG do not have commercial or 
other direct interests in particular services or providers, they are likely to have 
long-standing professional relationships with colleagues to whom they may have 
allegiances as peers, and with whom they have developed particular ways of 
working over a period of time. Personal conflicts could therefore exist when 
decisions are being taken that would affect such relationships in some way. 
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2.1.4 Conflicts of loyalty/professional duty 

 
Decision-makers may have competing loyalties between the organisation to 
which they owe a primary duty and some other person or entity.  For example, a 
member of the CCG who has an interest in the award of a contract for services 
because of the interests of a particular patient at that member’s practice. 
 
For healthcare professionals, this could include loyalties to a particular 
professional body, society or special interest group, and could involve an interest 
in a particular condition or treatment due to an individual’s own experience or 
that of a family member. 

 
2.1.5 Perceived conflicts between professional duties or responsibilities when acting 

on behalf of a whole population as a commissioner, and of individual patients as 
a primary care provider. 

 
Some GPs (and their patients) may feel that their responsibilities as 
commissioners for prioritisation and resource management at a population level 
could conflict with their professional duty to advocate and protect the interests of 
individual registered patients. Concerns have been expressed by the BMA and 
others, for example, that the central doctor-patient relationship that lies at the 
heart of general practice could be undermined if there is a perception that GPs 
might have financial incentives to under-treat or under-refer patients in the 
interests of their CCG. 
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3 Equality Statement 

 
3.1 This policy applies to all employees, Board and Committee members and 

members of NHS Leeds North CCG irrespective of age, race, colour, religion, 
disability, nationality, ethnic origin, gender, sexual orientation or marital status, 
domestic circumstances, social and employment status, HIV status, gender 
reassignment, political affiliation or trade union membership. 
 
 

4 Principles and General Safeguards 
 

It is recognised that there are a number of elements of the CCG’s work that can 
safeguard against conflicts of interest: 

• Doing business appropriately; 
• Being proactive, not reactive; 
• Assuming that individuals will seek to act ethically and professionally, but 

may not always be sensitive to all conflicts of interest; 
• Being balanced and proportionate; 
• Openness and engagement with patients and the public; 
• Transparency; 
• Securing expert advice; 
• Engaging with providers; 
• Creating clear and transparent commissioning specifications; 
• Following proper procurement processes and legal arrangements; 
• Ensuring sound record keeping, including up to date registers of interest; 

and 
• A clear, recognised and easily enacted system for dispute resolution. 

 
4.1      This policy should be read alongside the following Leeds North CCG documents: 

 
• Anti-Fraud and Bribery Policy; 
• Communications and Engagement Strategy; and 
• Code of Conduct for NHS Managers, also contained within individual 

contracts of employment. 
• Hospitality, gifts and sponsorship policy 

 
4.2 This policy reflects national guidance:    

♦ ‘Managing Conflicts of Interests: Statutory Guidance for CCGs’ (Issued 
by NHS England, December 2014). 

♦ ‘Standards of Business Conduct for NHS Staff’, ‘Managing Conflicts of 
Interest in Clinical Commissioning Groups’ (issued jointly by the NHS 
Confederation and the Royal College of General Practitioners, Sept 
2011) 

♦ ‘Code of Conduct: Managing Conflicts of Interest Where GP Practices 
Are Potential Providers of CCG-Commissioned Services’ (published: 
July 2012). 
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♦ Ensuring Transparency and Probity – GPC guidance to ensure the 
honest and transparent operation of clinically-led commissioning 
consortia, (Issued by BMA General Practice Committee, May 2011) 

♦  NHS Clinical Commissioners, Royal College of General Practitioners 
and British Medical Association – Shared principles on conflicts of 
interest when CCGs are commissioning from member practices  

 
4.3 This conflict of interest policy respects the Appointment Commission’s Code of 

Accountability and Code of Conduct for NHS Boards and the seven principles of 
public life promulgated by the Nolan Committee. The seven principles are: 

 
• selflessness; 
• integrity; 
• objectivity; 
• accountability; 
• openness; 
• honesty; and 
• leadership. 

 
 
5. Scope 

 
5.1 All related issued policies, guidance and codes of conduct apply to all employees 

and members of the CCG.  
 

5.2 More specifically this policy applies to: 
 
• Board  members 
• specialist advisors to the Board 
• individual members of the CCG including all partners, salaried and locum GPs 

and employees of NHS Leeds North  CCG member practices 
• all full time and part-time CCG employees 
• contracted and third parties (including agency staff), students, trainees, 

secondees 
• other staff on placement with the CCG 
• staff of partner organisations who would represent the CCG. 
 
 

6. Materiality of interests 
 
6.1 Interests which should be regarded as "relevant and material" and should be 

registered/declared are:   
 
• Roles and responsibilities held within member practices; 

 
• Directorships, including non-executive directorships held in private companies 

or PLCs (with the exception of those of dormant companies); 
 



Version 4 – 18th  June 2015 

    

• Ownership or part-ownership of private companies, businesses or 
consultancies likely or possibly seeking to do business with the NHS; 

 
• Majority or controlling share holdings in organisations doing or possibly 

seeking to do business with the NHS; 
 
• Shareholdings (more than 5%) of companies in the field of health and social 

care 
 
• A position of authority in an organisation (e.g. charity or voluntary organisation 

in the field of health and social care; 
 
• Any connection with a voluntary or other organisation (public or private) 

contracting for NHS services; 
 
• Research funding/grants that may be received by an individual or any 

organisation in which they have an interest or role; and 
 
• Any other role or relationship which the public could perceive would impair or 

otherwise influence the individual’s judgement or actions in their role within the 
CCG. 

 
Interests of family members and close friends (within the categories above) 
should also be declared. Doubts about the relevance of an interest should be 
discussed with the line manager, or the Accountable Officer (or the latter’s 
nominee) or the chair of the meeting. 

 
6.2 Directors of provider companies or those with holdings above 5 per cent should 
not be on the Leeds North CCG Board  if their company does business or is likely to do 
business with the CCG and the nature of their interest is such that they are likely to 
need to exclude themselves from decision-making on so regular a basis that it 
significantly limits their ability to effectively operate as a Board member. 
 
 
7. Declaration of Interests 
 
7.1 Each individual directly involved in the CCG’s commissioning work:- 

 
• Must work in accordance with The Seven Principles of Public Life (also known 

as the Nolan Principles). See 4.3. 
 

• Must work in accordance with their professional code of conduct. 
 
• Must declare all interests that might have any bearing on the work of the CCG   

 
a)  on appointment;  
b) at formal meetings; 
c) on changing role or responsibilities; 
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d)   on any other change of circumstances; 
e)  if they come to know that the CCG has entered into (or proposes to enter 

into) a financial arrangement in which they or any person connected with 
them has any interest, direct or indirect. 

 
7.2 All declarations of interest must be submitted using the approved form (Appendix 

2) 
 
7.3      The declarations in (a), (c), (d) and (e) should be made as soon as practicable      
           and within 14 days. 

 
 

8. Register of Interests 
 
8.1.1 Registers will be maintained of the interests of:  

 
i. the members of the CCG; 
ii. the members of the CCG’s Board; 
iii. the members of the CCG’s  committees or sub-committees  
iv. the CCG’s employees. 

 
8.2  The registers for all the above will be published on the CCG’s website and 

maintained by the Chief Officer. For registers (i) and (iv) individuals will have the 
option to keep their declaration off the public register, but it must be documented 
on the Chief Officer’s record of the register. 
 

8.3  The Accountable Officer will ensure that the register(s) of interest for members of 
the Board and committees or sub-committees are reviewed quarterly, and 
updated as necessary. For a new declaration, the relevant register will be 
updated inside 28 days. Board members and members of the Board’s 
committees or sub-committees must submit a nil declaration where they have no 
interests or changes to declare. 
 

8.4  Where an individual is unable to provide a declaration in writing, e.g. if a conflict 
becomes apparent in the course of a meeting, they will make an oral declaration 
before witnesses, and provide a written declaration as soon as possible 
thereafter. 
 

8.5 The Board register of interests will be reviewed at every Board meeting. Other 
registers will be reviewed by the Board annually. A template is attached at 
Appendix 5.  

 
 



Version 4 – 18th  June 2015 

    

 
 

9. Declaration of Interests – General Procedures and Actions 
 

9.1 If an individual has any doubt about the relevance of an interest, it should be 
discussed with their line manager or the Accountable Officer (or the latter’s 
nominee) or the chair of the meeting. 
 

9.2 CCG Staff should declare any interests by completing the declaration of interests 
form at Appendix 2 and submitting this to their Line Manager, with a copy to the 
Head of Governance and Corporate Services. All other individuals should submit 
declarations directly to the Head of Governance and Corporate Services. 
 

9.3 Line Managers will record the interests and make a decision on whether the 
declaration is deemed to require any action to ensure transparency and avoid a 
conflict of interest.  
 

9.4 Line Managers should hold any interests declared on the employee’s personal 
file. All interests should be declared as and when they arise. Individuals are 
responsible for ensuring that their registered interests are kept up to date at all 
times. 

 
9.5 Although the interest may be declared, this does not remove the individual’s 

personal responsibilities of removing themselves from a position or situation 
which may result in a potential breach of this policy. 
 

9.6 Board members, staff and members should not seek or accept any preferential 
benefits from private companies with which they have had or may have dealings 
with on behalf of the CCG. Every employee has a duty to ensure that they are 
not put in a position of risk of conflict between private interests and their CCG 
duties. 
 

9.7 All employee contractual obligations must be completed before any extra work is 
undertaken. If the employee believes that they have a conflict of interest due to 
engaging in any other work then they should contact either their Line Manager or 
Head of Governance & Corporate Services for clarification. 
 

9.8 Other staff may undertake private work for other agencies, providing they do so 
outside of the times they are contracted to the CCG and ensure compliance with 
the code of conduct outlined in their employment contracts. 
 

9.9 The Bribery Act 2010 defines bribery as:  
 

“Giving (or offering) or receiving (or requesting) a financial or other advantage in 
connection with the improper performance of a position of trust, or a function that 
is expected to be performed impartially or in good faith.” 

9.10 Under the Bribery Act 2010, any money, gift or consideration received by a 
Board member, an employee or a CCG member from a person or company 
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seeking a contract within the CCG will have been deemed to have been received 
under a bribe. Any gift received from a supplier such as pens, pencils or 
calendars need not be declared but if unsure, clarification should be sought from 
your Line Manager or Clinical Chief Officer. Any hospitality other than meals or 
buffets provided by suppliers must be declared in writing (following the guidance 
of NHS Leeds North CCG’s Gifts and Hospitality Policy and Procedure). 
 

9.11 If a Board member, an employee or member feels that they have been offered an 
incentive or bribe to place an order or contract, this should also be declared in 
writing immediately. 
 

9.12 Board members, staff or members that have any concerns relating to a 
declaration of interest or a private transaction must report it to their Line Manager 
or the Accountable Officer as soon as possible. 
 

9.13 Should it be suspected that an individual has failed to appropriately declare an 
interest, or failed to demonstrate compliance with the conduct outlined in this 
policy, it may be deemed appropriate to take action in line with the CCG’s 
Disciplinary Policy and/or make a referral to the CCG’s Local Counter Fraud 
Specialist. For Board members, this could result in removal from office in 
accordance with the CCG’s Standing Orders. 
 

10 Declaration of Interests –  Governance 
  

10.1 Arrangements for the management of conflicts of interest are determined by the 
Chief Officer.  When appropriate, the Chief Officer will write to the declarer - 
within a fortnight of declaration – giving the arrangements for managing the 
conflict of interests or potential conflicts of interests. Such arrangements will 
specify: 
 
• whether and when an individual should withdraw from a specified activity, on 

a temporary or permanent basis; 
 

• monitoring of the specified activity undertaken by the individual, either by a 
line manager, colleague or other designated individual 

 
10.2 Where an individual is unclear about the arrangements for managing the interest, 

they should seek advice from their Line Manager or the Accountable Officer. 
 

10.3 Board and CCG members' Directorships of companies likely or possibly seeking 
to do business with the NHS will be published in the CCG's annual report. The 
information will be kept up to date for inclusion in succeeding annual reports. 
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11 Handling of Conflicts of Interest at Meetings 

 
11.1 Declarations of interests will be a standing item on all meeting agendas. 

Attendees who have any direct / indirect financial or personal interest in a 
specific agenda item (or if they are potentially a provider in relation to that 
agenda item) should take no part in, or influence, the decision.  
 

11.2  It will be at the discretion of the chair of the meeting to decide whether exclusion 
from the discussion prior to a decision (and/or exclusion during the making of a 
decision) would be appropriate.  
 

11.3  The meeting will agree who will take over chairing the meeting if the chair has a 
conflict of interest in an agenda item. Where arrangements have been previously 
confirmed for the chair’s conflicts, the meeting must follow these.   
 

11.4  The minutes will record all declarations of interest and actions taken in 
mitigation. 
 

11.5 Where over half of members withdraw from a part of a meeting - due to the 
arrangements agreed for the management of conflicts of interests - the chair (or 
deputy) will determine whether or not the discussion can proceed. In making this 
decision the chair will consider whether the meeting is quorate in accordance 
with the required number /balance of membership.  
 

11.6  Where the meeting is not quorate the discussion will be deferred until such time 
as a quorum can be convened.  Where a quorum cannot be convened from the 
membership of the meeting, owing to the arrangements for managing conflicts of 
interest or potential conflicts of interests, the chair of the meeting shall consult 
with the Accountable Officer (or their nominee) on the action to be taken. 
 

11.7  This may include: 
 
• requiring another committee or sub-committee which can be quorate to 

progress the item of business,  
 

or if this is not possible,  
 
• inviting on a temporary basis one or more of the following to make up the 

quorum (where these are permitted members of the Board or committee / 
sub-committee in question) so that the group can progress the item of 
business:  
 

o a member of the CCG  who is interest free;  
o an individual nominated by a member to act on their behalf in the 

dealings between it and the CCG; 
o a member of a relevant Health and Wellbeing Board; 
o a member of a board for another CCG. 
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11.8  The arrangements used must be recorded in the minutes. 
 

11.9 The Accountable Officer will take such steps as judged by them to be 
appropriate, and request information deemed appropriate from individuals, to 
ensure that all conflicts of interest and potential conflicts of interest are declared 
 

11.10 Exclusion from the proceedings of the CCG Board and Committees 
 
(i) If the Chair or a member of the CCG Board has any financial interest, 

direct or indirect, in any contract, proposed contract or other matter and is 
present at a meeting of the Board at which the contract or other matter is 
the subject of consideration, they shall at the meeting and as soon as 
practicable after its commencement disclose the fact and shall not take 
part in the consideration or discussion of the contract or other matter or 
vote on any question with respect to it. 
 

(ii)  The Board may exclude the Chair or a member of the Board from a 
meeting of the Board while any contract, proposed contract or other 
matter in which he/she has a financial interest is under consideration.   

 
(iii) Any remuneration, compensation or allowance payable to the Chair or a 

member by virtue of paragraph 11 of Schedule 2 to the Health and Social 
Care Act 2012 (Appendix 2) shall not be treated as a financial interest for 
the purpose of this Policy. 

 
(iv) This policy applies to any committee of the CCG or sub-group and to a 

joint committee or sub-committee as it applies to the CCG and applies to a 
member of any such committee or sub-committee (whether or not he is 
also a member of the CCG) as it applies to a Member of the CCG. 

 
 

12 Advice on Interests 
 
12.1 If Board or CCG members have any doubt about the relevance of an interest, 

this should be discussed with the Accountable Officer as appropriate, or with the 
Head of Governance & Corporate Services.  

 
14. Procurement 
 
14.1 The Procurement, Patient Choice and Competition Regulations place 

requirements on commissioners to ensure that they adhere to good practice in 
relation to procurement, do not engage in anti-competitive behaviour that is 
against the interest of patients, and protect the right of patients to make choices 
about their healthcare. The CCG has set out in its procurement policies how it 
will identify and manage any conflicts of interest that may arise in relation to 
procurement.  

 
 
 
 



Version 4 – 18th  June 2015 

    

 
 
 
 
14.2 The most obvious area in which conflicts could arise is where the CCG 

commissions (or continues to commission by contract extension) healthcare 
services, including GP services, in which a member of the CCG has a financial 
or other interest. This may most often arise in the co-commissioning of primary 
care, but also needs to be considered in respect of any commissioning issue 
where GPs are current or possible providers. To provide appropriate assurance, 
the CCG will use the procurement template at Appendix 3 when drawing up its 
plans to commission services from primary care providers. 

 
14.3 The CCG will also require potential bidders, contractors and providers of all 

services to complete the declaration of conflict of interests for bidders/contractors 
template at Appendix 4.  

 
14.4 To ensure transparency and clear accountability, the CCG will maintain and 

publish a register of all procurement decisions (the ‘Procurement register’). This 
will set out who was involved in the decision-making, and a summary of how any 
conflicts that arose in the context of the decision were managed. 
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Professional Guidance 

 
The General Medical Council’s Good Medical Practice guidance includes a 
section for doctors working as managers, which will apply to those doctors who 
take up leadership roles in CCGs, stating that: 

 
“You must declare any interest you have that could influence or be seen to 
influence your judgement in any financial or commercial dealings you are 
responsible for. In particular, you must not allow your interests to influence: 
 
• the treatment of patients 
• purchases from funds for which you are responsible 
• the terms or awarding of contracts 
• the conduct of research.” 

 
The General Practice Committee of the British Medical Association has produced 
guidance for GPs on how to ensure transparency and probity in the operation of 
clinical commissioning. They see this as a matter of fundamental importance to 
the medical profession, due to the risk that doctors’ probity might be brought into 
question. Their guidance is that: 
 
• Directors of provider companies or those with holdings above 5 per cent 

should not be on a clinical commissioning management board if their 
company does business or is likely to do business with the CCG. 
 

• CCGs must keep a register of the interests of anyone who might be able to 
influence a decision. This must be available to the public. It should also 
extend to the interests of family members and those closely connected to the 
member.  

 
• Interests must be declared at the beginning of meetings even if it is included 

in the register. They should not be allowed to speak or If the interest would 
be considered prejudicial by a reasonable person, the member should leave 
the room while the item is discussed. 

 
• If the meeting is left non quorate because of this, an independent body 

should be appointed to verify any decisions made. 
 

• When a CCG decides to commission enhanced services from its GP 
members, the issue should always be referred to the local overview and 
scrutiny committee for approval. 

 
The proposed additional safeguards are designed to: 
 
• maintain confidence and trust between patients and GPs; 
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• enable CCGs and member practices to demonstrate that they are acting fairly 
and transparently and that members of CCGs will always put their duty to 
patients before any personal financial interest; 

 
• ensure that CCGs operate within the legal framework but are not bound by 

over-prescriptive rules that risk stifling innovation or slowing down the 
services they wish to commission to improve quality and productivity; and 

 
• build on existing guidance, in particular the Procurement Guide for 

commissioners of NHS-funded services and Principles & Rules of Cooperation 
& Competition. 

 
The Code adds to the general guidance in ‘Towards Establishment: Creating 
responsive and accountable CCGs’ by providing advice on: 
 
• the additional factors that CCGs should address when drawing up plans for 

services that might be provided by GP practices; 
 
• the steps that CCGs should take to assure their Audit Committee, Health and 

Wellbeing Board(s) and, where necessary, their auditors that these services 
are appropriately commissioned from GP practices; 

 
• recommended procedures for decision-making in cases where all the GPs (or 

other practice representatives) sitting on a decision-making group have a 
potential financial interest in the decision; 

 
• arrangements for publishing details of payments to GP practices; 
 
• the potential role of commissioning support services; and the supporting role 

of the NHS Commissioning Board. 
 

Ensuring Transparency and Probity – GPC guidance to ensure the 
honest and transparent operation of clinically-led commissioning 
consortia, May 2011 
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Declaration of interests for members/employees  - Template  
 
NHS Leeds North Clinical Commissioning Group  
 
Member/employee/Board member/committee or sub-committee member (including 
committees and sub-committees of the Board) declaration form: financial and other 
interests  
This form is required to be completed in accordance with the CCG’s Constitution and section 14O 
of The National Health Service Act 2006, the NHS (Procurement, Patient Choice and 
Competition) regulations 2013 and the Substantive guidance on the Procurement, Patient Choice 
and Competition Regulations  
 
Notes:  

• Each CCG must make arrangements to ensure that the persons mentioned above 
declare any interest which may lead to a conflict with the interests of the CCG and /or 
NHS England and the public for whom they commission services in relation to a 
decision to be made by the CCG and/or NHS England or which may affect or appear to 
affect the integrity of the award of any contract by the CCG and/or NHS England.  

• A declaration must be made of any interest likely to lead to a conflict or potential 
conflict as soon as the individual becomes aware of it, and within 14 days.  

• If any assistance is required in order to complete this form, then the individual should 
contact the Head of Governance and Corporate Services. 

• The completed form should be sent by email or signed hard copy to the Head of 
Governance and Corporate Services.  

• Any changes to interests declared must also be registered within 14 days by 
completing and submitting a new declaration form.  

• The register will be published on the CCG’s website.  
• Any individual – and in particular members and employees of the CCG and/or NHS 

England- must provide sufficient detail of the interest, and the potential for conflict with 
the interests of the CCG and/or NHS England and the public for whom they 
commission services, to enable a lay person to understand the implications and why 
the interest needs to be registered.  

• If there is any doubt as to whether or not a conflict of interests could arise, a 
declaration of the interest must be made. 

• Interests that must be declared (whether such interests are those of the individual 
themselves or of a family member, close friend or other acquaintance of the individual) 
include:  
- roles and responsibilities held within member practices;  
- directorships, including non-executive directorships, held in private companies or 

PLCs;  
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- ownership or part-ownership of private companies, businesses or consultancies 

likely or possibly seeking to do business with the CCG and /or with NHS England  
- shareholdings (more than 5%) of companies in the field of health and social care;  
- a position of authority in an organisation (e.g. charity or voluntary organisation) in 

the field of health and social care;  
- any connection with a voluntary or other organisation (public or private) contracting 

for NHS services;  
- research funding/grants that may be received by the individual or any organisation 

in which they have an interest or role;  
- any other role or relationship which the public could perceive would impair or 

otherwise influence the individual’s judgment or actions in their role within the CCG.  
 

Name:  
Position within or relationship 
with, the CCG or NHS 
England: 

 

Interests 
Type of Interest Details including date of 

appointment/resignation 
Personal interest or that 
of a family member, 
close friend or other 
acquaintance?  
 

Roles and responsibilities 
held within member practices  
 

  

Directorships, including non-
executive directorships, held 
in private companies or PLCs  
 

  

Ownership or part-ownership 
of private companies, 
businesses or consultancies 
likely or possibly seeking to 
do business with the CCG 
and/or with NHS England  
 

  

Shareholdings (more than 
5%) of companies in the field 
of health and social care  
 

  

Positions of authority in an 
organisation (e.g. charity or 
voluntary organisation) in the 
field of health and social care  

  

Any connection with a 
voluntary or other 
organisation contracting for 
NHS services  

  

Research funding/grants that 
may be received by the 
individual or any organisation 
they have an interest or role in  

  

[Other specific interests?]   
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Any other role or relationship 
which the public could 
perceive would impair or 
otherwise influence the 
individual’s judgment or 
actions in their role within the 
CCG and/or with NHS 
England.  
 

  

 
 
 
To the best of my knowledge and belief, the above information is complete and correct. I 
undertake to update as necessary the information provided and to review the accuracy of the 
information provided regularly and no longer than annually. I give my consent for the information 
to be used for the purposes described in the CCG’s Constitution and published accordingly.  
 
Signed:  
 
Date: 
 
 
Signed:  
 
Date: 
 
 
 
 
Please return this form to: 
stephen.gregg@nhs.net;  or 
Head of Governance and Corporate Services, NHS Leeds North CCG, Leafield House, 107-109 
King Lane, Leeds, LS17 5BP. 
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Commissioning from GP practices - Template 
 

To be used when commissioning services from GP practices, including provider 
consortia, or organisations in which GPs have a financial interest 

 
 

 
 
 
Service: 

 
 
 

Question Comment/Evidence 
 
 
 
How does the proposal deliver good or 
improved outcomes and value for money – 
what are the estimated costs and the 
estimated benefits?  How does it reflect the 
CCG’s proposed commissioning priorities? 
How does it comply with the CCG’s 
commissioning obligations? 

 
How have you involved the public in the 
decision to commission this service? 

 
What range of health professionals have 
been involved in designing the proposed 
service? 

 
What range of potential providers have been 
involved in considering the proposals? 

 
How have you involved your Health and 
Wellbeing Board(s)? How does the 
proposal support the priorities in the relevant 
joint health and wellbeing strategy (or 
strategies)? 

 
What are the proposals for monitoring the 
quality of the service? 

 
What systems will there be to monitor and 
publish data on referral patterns 
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Have all conflicts and potential conflicts of 
interests been appropriately declared and 
entered in registers which are publicly 
available? Have you recorded how you 
have managed any conflict or potential 
conflict? 

 
Why have you chosen this 
procurement route?19

 
 

What additional external involvement 
will there be in scrutinising the 
proposed decisions? 

 
How will the CCG make its final 
commissioning decision in w integrity of 
the decision-making process and award of 
any contract? 

 
 

 

Additional question when qualifying a provider on a list or framework or pre 
selection for tender (including but not limited to any qualified provider)  or direct 
award  (for services where national tariffs do not apply) 

How have you determined a fair price for the 
service? 

 

 
 

Additional questions when qualifying a provider on a list or framework or pre 
selection for tender (including but not limited to any qualified provider) where GP 
practices are likely to be qualified providers 

How will you ensure that patients are aware 
of the full range of qualified providers from 
whom they can choose? 

 

 
 

Additional questions for proposed direct awards to GP providers 
 

What steps have been taken to 
demonstrate that the services to which the 
contract relates are capable of being 
provided by only one provider? 

 

In what ways does the proposed service 
go above and beyond what GP practices 
should be expected to provide under the 
GP contract? 

19Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) (No 
2) Regulations 2013 and guidance (e.g. that of Monitor). 

 GP practice is providing high-quality services under the GP contract before it has the  
Po 
  



    

 
What assurances will there be that a GP  
assurances will there be that a GP practice 
is providing high-quality services under the 
GP contract before it has the opportunity to 
provide any new services? 
 
 

 

ew services? 
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Declaration of conflict of interests for bidders/ contractors - Template 
 
 
NHS Leeds North Clinical Commissioning Group 
 
Bidders/potential contractors/service providers declaration form: financial and 
other interests 
 
Notes: 
 
• All potential bidders/contractors/service providers, including sub-contractors, 

members of a consortium, advisers or other associated parties (Relevant 
Organisation) are required to identify any potential conflicts of interest that could 
arise if the Relevant Organisation were to take part in any procurement process 
and/or provide services under, or otherwise enter into any contract with, the 
CCG, or with NHS England in circumstances where the CCG is jointly 
commissioning the service with, or acting under a delegation from, NHS England. 
If any assistance is required in order to complete this form, then the Relevant 
Organisation should contact the Head of Governance and Corporate Services. 

• The completed form should be sent to the Head of Governance and Corporate 
Services. 

• Any changes to interests declared either during the procurement process or 
during the term of any contract subsequently entered into by the Relevant 
Organisation and the CCG must notified to the CCG by completing a new 
declaration form and submitting it to the Head of Governance and 
Corporate Services. . 

• Relevant Organisations completing this declaration form must provide sufficient 
detail of each interest so that the CCG, NHS England and also a member of the 
public would be able to understand clearly the sort of financial or other interest 
the person concerned has and the circumstances in which a conflict of interest 
with the business or running of the CCG or NHS England (including the award of 
a contract) might arise. 

• If in doubt as to whether a conflict of interests could arise, a declaration of the 
interest should be made. 

 
Interests that must be declared (whether such interests are those of the Relevant 
Person themselves or of a family member, close friend or other acquaintance of the 
Relevant Person), include the following: 
 
• the Relevant Organisation or any person employed or engaged by or otherwise 

connected with a Relevant Organisation (Relevant Person) has provided or is 
providing services or other work for the CCG or NHS England; 
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• a Relevant Organisation or Relevant Person is providing services or other work for 
any other potential bidder in respect of this project or procurement process; 

• the Relevant Organisation or any Relevant Person has any other 
connection with the CCG or NHS England, whether personal or 
professional, which the public could perceive may impair or otherwise 
influence the CCG’s or any of its members’ or employees’ judgements, 
decisions or actions. 

 
 
 
Declarations: 
 
Name of Relevant 
Organisation: 

 

Interests 

Type of Interest Details 

Provision of services 
or other work for the 
CCG 
or NHS England 

 

Provision of 
services or other 
work for any other 
potential bidder in 
respect of this 
project or 
procurement 
process 

 

Any other 
connection with 
the CCG or NHS 
England, whether 
personal or 
professional, which 
the public could 
perceive may impair 
or otherwise 
influence the CCG’s 
or any of its 
members’ or 
employees’ 
judgements, 
decisions or actions 

 

APPENDIX 4 

25 



 
 
 
 
Name of Relevant 
Person 

[complete for all Relevant Persons] 

Interests 

Type of Interest Details Personal interest or 
that of a family 
member, close friend 
or other acquaintance? 

Provision of 
services or other 
work for the CCG 
or NHS England 

  

Provision of services 
or other work for any 
other 
potential bidder in 
respect of this 
project or 
procurement 
process 

  

Any other 
connection with 
the CCG or NHS 
England, whether 
personal or 
professional, which 
the public could 
perceive may impair 
or otherwise 
influence the CCG’s 
or any of its 
members’ or 
employees’ 
judgements, 
decisions or actions 

  

 

To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information. 
 
Signed: 
 
On behalf of: 

Date: 



     

 
NHS Leeds North Clinical Commissioning Group 
This Register of Interests includes all interests declared by members, employees, Board members and members of committees 
or sub-committees, (including committees and sub-committees of the Board) of NHS Leeds North Clinical Commissioning 
Group (the CCG).  

In accordance with the CCG’s constitution and section 14O of The National Health Service Act 2006, the CCG’s Chief Officer 
must be informed of any interest which may lead to a conflict with the interests of the CCG and the public for whom they 
commission services in relation to a decision to be made by the CCG. Interests must be included in the Register within 14 days 
of the individual becoming aware of the potential for a conflict. The Register will be updated regularly (at no more than 3-monthly 
intervals). 
 
Interests that must be declared (whether such interests are those of the individual themselves or of a family member, close 
friend or other acquaintance of the individual) include: 
 

• roles and responsibilities held within member practices; 
• directorships, including non-executive directorships, held in private companies or PLCs; 
• ownership or part-ownership of private companies, businesses or consultancies likely or possibly seeking to do business 

with the CCG; 
• shareholdings of companies in the field of health and social care; 
• a position of authority in an organisation (e.g. charity or voluntary organisation) in the field of health and social care; 
• any connection with a voluntary or other organisation contracting for NHS services; 
• research funding/grants that may be received by the individual or any organisation in which they have an interest or role; 
• any other role or relationship which the public could perceive would impair or otherwise influence the individual’s 

judgement or actions in their role within the CCG. 
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NHS Leeds North Clinical Commissioning Group 

Register of Interests 
 

Name Position/ Role 
at CCG 

Details of Interest 

(shareholder, director, employee etc) 

Potential or actual area 
where interest could 
occur 

Type of interest 

Direct or indirect 

Financial/Non-Financial 

Date of 
Appointment/ 
Resignation 
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Summary Report 
Meeting: Board  Date:  29 July 2015 
Agenda Item: 271/2015 
Report Title: Board Assurance Framework (BAF)  Update 
Prepared by: Stephen Gregg – Head of Governance and Corporate 

Services 
Executive Lead: Martin Wright - Chief Finance Officer 
Presented by: Martin Wright - Chief Finance Officer 
Other meetings presented to: GPR, 2nd July 2015 
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 presents the updated Board Assurance Framework (BAF), which was 
presented to Governance, Performance and Risk Committee on 2nd July 2015.  Board will 
be aware that a comprehensive review of the BAF is underway, to ensure that it reflects 
the CCG’s proposed new strategic objectives. The refresh included a Board workshop 
session on 24th June 2015, which proposed some significant changes to the BAF.  
 
The outcomes from the workshop are being developed, with risk owners, into a refreshed 
BAF.  This will brought back to GPR on 3rd September for approval, prior to submission to 
the Board. 
Key Recommendations 
The Board is asked to: 
 

a) Note the changes to the last version of the BAF and that the Board workshop on 
24th June 2015 proposed significant further changes to the BAF. 

 
Assurance Framework 
All 
Next Steps 
The refreshed BAF will be presented to the next GPR Committee. 
Corporate Impact Assessment 
Regulatory implications Yes 
Financial implications Yes 
Legal implications Yes 
Workforce implications  
Equality impact assessment  
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Board Assurance Framework (BAF Risk Report) 2014-2015 

June 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 
Jan  2014 

Score 
At Mar 
15 

Score At 
June 15                Key changes since last review 

 
1. Delivery of 2015/16 Plan 

Failure to deliver the 2015/16 critical milestones of the CCGs Clear 
and Credible Plan. 

 
8 

     
     12 

 
12 

 

 
2.Delivery of economy-wide 

strategy  

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

 
8 

 
8 

 
8 

 

 
3.Member Practices 
Engagement 

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

 
10 

 
5 

 
5 

 

 
4 Provider Delivery  

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

 
16 

 
16 

 
16 

 

 
5. Local Authority service 

changes 

Local Authority changes in service delivery affecting health care 
delivery 

 
6 

 
6 

 
6 

 

 
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 The bi-monthly Leeds Quality Surveillance meetings are in the 

process of being stopped. The Clinical Directors network 
meeting will be looking at the quality issues for the time being. 
Score remains the same. 

 
7.Finance Failure to achieve finance stability and sustainability  

 
9 

 
9 

 
9 

Additional assurance and updated mitigation/control at (7) 
Updated progress on gaps (1).  Score remains the same 

8.Changing Commissioning 
Landscape 

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

      
       15 

 
16 

 
16 
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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 afore 
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 
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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 

 
 
(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 
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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 

 
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 NHS 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 NHSE 
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 Nov 2015. Delays due to 
services transferring to a new 
provider on the Lead Provider 
Framework 
Martin Wright – Nov 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: 

• Leeds CCGs 
• Yorks & Humber 

CCGs 
• Leeds H&SC 

organisations 
 
(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 

 
 
(7) Minutes of meeting & 
associated actions 
 

 
(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 
 

 

 

17 
 



 
 

 Summary Report 
Meeting: Board Date: 29/07/2015 
Agenda item: 272/2015  
Report Title: Corporate Risk Register (CRR) – July 2015  
Prepared by: Val Stewart, Interim Head of Governance  
Executive lead: Martin Wright, Chief Finance Officer 
Presented by: Martin Wright, Chief Finance Officer 
Other meetings presented to: Governance Performance & Risk Committee 
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 and High Scoring Amber Risks (current score of  12+ amber) are 
regularly reviewed by the Leeds North CCG Governance, Performance and Risk 
(GPR) Committee.   
 

4. There are 44 risks on the Leeds North CCG Risk Register.  One risk is rated at red 
and is on the Corporate Risk Register.  There are four high amber scoring risks on 
the risk register and the remaining 39 risks have current scores of below amber 12 
and are managed by directors.  The corporate and high amber scoring risks were 
discussed at the GPR at its meeting on 2 July 2015.    

 
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 
 
 

 

Key recommendations 
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The Board is asked to: 
 

• Consider and agree the current corporate risk. 
  
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  
 

Page 2 of 2 



Leeds North CCG Corporate Risk Register at July 2015  APPENDIX A
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Cancer 
under 
achievemen
t 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.
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weekly Access 
Meetings to 
monitor.

Limited ability to 
influence pathways in 
referring trusts, 
leading to higher 
proportions of 
patients referred later 
than day 38.
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r 1)Weekly email from LTHT to commissioners.                          

2)Performance monitored monthly at APMG and Elective Care 
Performance and actioned appropriately.Weekly email from LTHT to 
commissioners. Performance monitored monthly at APMG and 
Elective Care Performance and actioned appropriately.
Gynae consultant appointed. A nineth patient list will begin early 
February and additional Saturday lists agreed from February to April. 
Urology robotic surgery is a major issue (junior doctors were not 
trained when arrived inOct 13). One is now trained,
There are a number of pathways which are impacting on the overall 
delivery of the 62 day target.  In addition to the underlying problems 
which there are action plans in place to address, there has been a 
substantial impact of winter pressures on the numbers of cases 
treated at LTHT which are linked to Cancer pathways (both diagnostic 
and treatment pathways).  The specialties of urology, gynaecology, 
general surgery (liver, GI and pancreatic) and thoracic surgery are all 
based on the St James�s site alongside acute and elderly medicine 
facilities. This means they have been disproportionately affected by 
medical outliers despite the maximum numbers of beds being opened 
during the winter period.  On occasion the lack of High dependency 
beds has also impacted on the ability to admit cancer patients 
requiring post-operative critical care.  There has been an 
improvement in bed pressures since early February and a winter ward 
was designated as a 5.5 day surgical ward to try to maximise elective 
activity and particularly to increase capacity for cancer cases in those 
specialties that were worst affected.

 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.                                                                          
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Governance, Performance & Risk Committee – 2 July 2015 
Summary report 

 

Workforce Race Equality Report (WRES) 2015 

• Approved the WRES 2015 report and agreed that all identified actions should be 
embedded within the LNCCG Workforce and Organisational Development Strategy 

Performance report 
• Noted that in April, targets on Clostridium Difficile infections, 62 day cancer treatment, 

and diagnostic test waits had been met. Targets on cancer 2 week waits, 18 weeks 
admitted RTT, IAPT, ambulance response times, MRSA infections and mixed sex 
accommodation were missed.   

• Noted work underway to address performance issues and that relatively small numerical 
changes were having a big effect on targets. Requested further details regarding mixed 
sex accommodation. 

Board Assurance Framework 

• Noted the updated BAF and was assured that it demonstrated that current risks were 
being addressed appropriately. Noted the ongoing refresh of the BAF and that the Board 
workshop on 24th June had proposed some significant changes.  

Risk register 

• Noted the current corporate and high amber risks, and the operational risks on the Datix 
risk register. Noted that there was one red risk - 62 day referral for cancer patients.  

• Requested that an issues log be built into the risk management process. 
Information governance policy 

• Noted the requirement to procure an IG service for Leeds North CCG during 15/16 and 
the commitment to focus on improvements on the areas identified in the update. 

Complaints and Claims Annual Assurance Report 2014-15  

• Approved the Complaint and Claims Handling Annual Assurance Report 2014-15. 
• Requested that a report on the learning from complaints be submitted to Quality and 

Safety Committee and that the report be shared with PAG. 
IFR Annual Report 

• Received the IFR annual report and was assured that the delegated actions from each 
of the Leeds CCGs relating to IFRs are being delivered in a safe and legal manner.. 

Complaints policy - extension 

• Approved the extension of the current Complaint Policy to June 2016. 
Managing Conflicts of Interest 

• Noted the outcomes of the review and approved the revised policy and procedures. 
LCH performance 

• Noted concerns about performance at LCH. A ‘deep dive’ review was taking place, 
which may have to be discussed at a forthcoming GPR meeting. 



 

Council of Members – 30th June 2015 

Summary report  
 

Workshop session 

Commissioning update 

• Council received presentations on work that had been progressed since the last Council 
of members meeting on commissioning options. 

• There was discussion of phlebotomy, gynae oncology capacity, dermatology and 
gastroenterology. 

Commissioning intentions (CIs) 
• In advance of the 2016/17 CIs process, members were asked to discuss the following 

three questions: 
• Today – If things could be better today, how would they be different? 
• Tomorrow – What skill set would be available to you for the job in hand? 
• Week after next – In the future, what would be useful to have in your doctor’s bag? 

Urgent Care   
• Council received presentations on collaboration between primary and secondary care, 

extended hours, use of new technology and Out of Hours (OoH) usage of urgent care. 
• Members were asked to consider a series of questions in relation to the commissioning 

and provision of extended primary care. Information from workshop conversations will be 
collected and key themes and next steps fed back at the September council meeting.  

Business meeting 

Chief Officer’s report 

Nigel Gray presented the report and highlighted three key issues: 
• A review of the CCG’s objectives is underway. Council was invited to comment on the 

emerging objectives: high quality care and services, and tackling inequalities (including 
new models of care and a greater focus on out of hospital work), system leadership, 
working closely with health partners and the local authority and being a resilient, agile 
CCG.  Members were asked to feed back their comments via email to either Dr Jason 
Broch or Nigel Gray. 

• Co-commissioning:  there will be a discussion at the next Council meeting about whether 
the CCG would go for Level 3 commissioning. Conversations would also begin with the 
practices prior to Council. It was noted that there is still a lack of clarity about what 
benefits the CCG would get from having full delegated responsibility for primary care. 
Potentially, it would enable progress on new models of care, out of hours services and a 
range of care pathways.  

• NG highlighted recent CQC inspections at LCH and Local Care Direct. Members were 
asked if they need any support in relation to CQC practice inspections to contact the 
CCG. 

1 
 



 

Quality and Safety Committee – 14 July 2015 

Summary report 
 

Governance of quality 

• Noted the document outlining the governance arrangements for quality and requested 
that it be presented to Board as part of this summary.  

Provider report 
• Noted the Quality Team’s processes for monitoring the provision of care. 
• LTHT  - noted a ‘spike’ in recent C.diff cases and requested a report to the next meeting. 
• LTHT  - noted that the Trust had achieved its CQUIN targets for 2014/15. 
• LYPFT - noted the actions being taken in response to the CQC visit   
• LYPFT - expressed concern about the failure of LYPFT to meet its CQUIN target for 

Physical and Mental Health, asked for a progress report to its next meeting and 
requested that the potential risk to the CCG be highlighted to the Board. 

• LYPFT – noted that the CCG has asked for an action plan to be put in place to monitor 
the findings from the Healthwatch visit to the Becklin Centre in March 2015 

• LCH  - noted that CQUIN targets had been met with the exception of pressure ulcer 
reduction. This was being monitored by the contract management team and LCH. 

• LCH - noted that concerns had been raised at GPR Committee about performance and 
that it would be important to monitor any impact on quality and safety. 

• Local Care Direct  - noted the recent ‘Good’ CQC report. 
Quality report 

• Noted the report and the work of the Quality team. 
• Noted the drop in response rate for the Friends and Family test, which reflected a 

national trend. 
• Noted difficulties in making referrals to a new pain management pathway and requested 

that this be raised with the Provider Management Group. 
• Agreed to review how information which provided assurance on clinical effectiveness 

was presented to the Committee 
LCH CQC Improvement Plan 

• Was assured on the approach and progress made to date with  the development of the 
Stage 1 Quality Improvement Plan and noted the plan for developing an organisation-
wide Quality Improvement Plan for Stage 2. 
 

LTHT Star Chamber Letter 

• Noted the actions being taken to monitor the quality assurance processes in place in 
relation to the Cost Improvement Programme at LTHT. 
 

Q&S Committee 

• Discussed the role of Q&S Committee in relation to quality improvement as opposed to 
assurance and agreed to split the agenda for future meetings between improvement and 
assurance. 



275b 2015 Board - Governance of Quality 
 

Governance - the Quality bit 
Quality is the organising principle of the NHS and needs to be 
at the front of the Board’s mind in everything the Board does.1 

 
Question: How does a CCG ensure the quality of the services it commissions on 
behalf of its stakeholders is appropriately governed?  
 
 
The Board 
 

Input Output 
Assurance in the form of sub-committee 
recommendations to the Board which 
describe the degree to which the 
organisation is meeting the quality 
parameters that committee is responsible for. 

• Assurance to stakeholders that the CCG 
is delivering high quality and continually 
improving services that meet the health 
and wellbeing needs of our population. 

• Identification of any materially significant 
shortfalls. 

• Acceptance and approval of the residual 
risk the organisation is carrying with 
respect to quality. 

 
 

Governance Performance and Risk Committee 
 

Input Output 
Evidence, expertise and reports sufficient 
and appropriate to enable the Committee to 
perform its duties competently, 
comprehensively, and efficiently. 
 

• Highlight to the Board the most significant 
risks  to the organisation achieving its 
goals 

• Approved policies that inform the way the 
organisation must conduct its activities. 

• Approved procedures to guide and inform 
the implementation of those policies 

• An assurance framework/process (Or 
possibly a quality policy and procedure) 
for the Quality Committee to demonstrate 
how it provides evidence to the Board 

• Recommendations to the Board on the 
performance of the organisation to the 
agreed performance metrics and to 
highlight over and under performance in 
particular. 

• A robust and effective risk management 
system and assurance that management 
actions to mitigate risks have a 
responsible owner and are appropriate 
and effective. 

 
  

1 The Healthy NHS Board 2013: Principles for Good Governance  NHS Leadership Academy 

Page 1 of 3 
 

                                                           



275b 2015 Board - Governance of Quality 
 

Quality and Safety Committee 
 

Input Output 
Evidence, expertise and reports sufficient to 
enable the Committee to be able to perform 
its duties competently, comprehensively, and 
efficiently. Specifically: 
• Evidence of the clinical effectiveness of 

services commissioned by or on behalf 
of the CCG and  

• Evidence of the experience of patients 
experiencing the services commissioned 
by or on behalf of the CCG and 

• Evidence of the safety of services 
commissioned by or on behalf of the 
CCG and 

• Evidence that these parameters are 
continually improving 

In addition the Committee requires evidence 
that the risks that have been assigned to it 
are being effectively and appropriately 
managed and within the resources and 
capacity available. 
 

Assurance to the Board that the available 
evidence has been appropriately reviewed 
in order to robustly demonstrate that 
services commissioned by or on behalf of 
the population of the CCG are: 
 
• Clinically effective and 
• A positive patient experience  and  
• Safe and 
• Demonstrate continual improvement 
 
Assurance that the risks assigned to the 
Quality Committee are being effectively 
managed within the resources available. 

 
Audit Committee 

 
Input Output 

• Assurance Framework 
• Risk register 
• Internal Audit reports and feedback 
• External Audit reports and feedback 
• Management action plans 
• Reviews of management action plans 

 

• Assurance to the Board that appropriate 
financial and risk systems and 
processes are in place. 

• Assurance that these systems and 
processes are being applied 
appropriately 

• Assurance that the information upon 
which these assurances depend is 
robust and accurate. 

 
Remuneration Committee 
 

Input Output 
Senior management recommendations with 
respect to relevant roles 

 

Recommendations to the Board in the form 
of the Remuneration Committee minutes 
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 CCG 
Board 

Audit Committee 

Quality and Safety 
Committee 

City Wide Quality 
Surveillance Group 

Primary Care 
Quality Group 

Local Risk Summit 
(Quality issues) 

Leeds CCGs SI 
Review panel 

LYPFT,LCH and 
LTHT Quality and 

Performance 
meetings 

Local CCG meeting 
with LCD 

Safety and Incident 
sub-group 

(999,111, PTS and 
LCD) 

WY Clinical 
Business Unit 
meeting (999) 

PTS contract and 
quality meeting 

Safeguarding 
Committee 

Care Home Groups 
(How many ?) 

CHC meetings 

Governance 
Performance and 
Risk Committee 

Remuneration 
Committee 

Executive Contract 
Management Board 

Provider 
Management 

Group 

Provider Quality 
Meetings 

Area Wide Quality 
Surveillance Group 

 Member 
Practices 
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Summary report - Audit Committee 27 May 2015 

 

Internal audit plan and charter 

• Approved the draft 2015/16 internal audit plan, developed in consultation with Directors 
and key members of the CCG. KPMG, the CCG’s external auditors, confirmed that the 
draft plan included the key general risks that they would expect to be covered.  

• Approved the Charter, which defined the purpose and responsibilities of Internal Audit. 
Counter fraud plan 

• Approved the 2015/16 draft plan, detailing the proactive and reactive work scheduled to 
be undertaken within the next twelve months.  

   Tender waivers 
• Noted the tender waiver for the Shakespeare Walk-in Centre, ensuring no change in the 

provision of care for patients pending completion of the Strategic Urgent Care Review. 

Audited annual accounts and financial statements  

• Noted that KPMG intended to issue an “unqualified” audit opinion and recommended to 
the Board that they approve the annual accounts and financial statements. 

Losses and special payments register 

• Noted the summary of losses and special payments. £24.38 had been written off for a 
salary overpayment. Processes were in place to prevent a reoccurrence. 

Internal audit progress report 

• Noted reports on Quality premiums, Risk register and the Transformation programme. 
• Noted with concern that whilst the Public and Patient Engagement audit had rated 2 

areas  green and 1 amber, 2 areas had been rated red, needing significant improvement.  
• Requested an update on all outstanding audit actions and that, in future, the responsible 

Director for any outstanding actions be invited to explain the reasons to the Committee. 

Annual report and annual governance statement (AGS) 

• Received the annual report and AGS, noting that the focus of the Committee was the 
AGS, not the full annual report. Recommended that the Board approve the AGS.  

Internal audit annual report and opinion 

• Noted that the Head of Internal Audit had given significant assurance that the CCG was 
operating a sound system of internal control. Expressed concern that the Head of 
Internal Audit was not present to provide his opinion and take questions. 

• Noted the significant assurance provided and that no internal control weaknesses had 
been identified that should be reflected in the Annual Governance Statement. 

Counter fraud annual report 

• Noted the counter fraud annual report. 

External audit 

• Noted KPMG’s confirmation that the audit had gone well and that they intended to issue 
an unqualified audit opinion. Noted the ISA  260 audit highlights memorandum and 
approved the Letter of Representation prior to sign off by the Accountable Officer at the 
subsequent Board meeting. 
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Leeds North Patient Assurance Group – 17 July 2015 

Chairman’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 9 June and 7 July 2015, 67% and 
55% of members attended respectively. 

Urgent Care Patient and Public Involvement feedback 

• Matt Storey fed back the key findings from the recent urgent care surveys 
• There were far larger numbers of responses than usual making the results important 
• The findings between the different surveys was very consistent 
• The headline was that 85% of patients are satisfied with the urgent care services 
• The PAG members were keen to emphasise that the survey question was actually did 

the respondents feel they got the services they needed. 
• PAG members are keen to see that all survey findings are correctly reported 
• PAG members requested a copy of the notes from the Q and A session following the city 

wide presentation of the Urgent Care PPI results. 

 Social Prescribing 

• Jeremy Wainman presented the survey findings to the group 
• Members were pleased to hear that their previous contributions had been taken up and 

had led to significant improvements which were very pleasing for the group to hear. 
• There was some concern about the degree to which the results were representative of 

our population. 
• Involvement to date had focussed on representation from third sector organisations who 

may be involved in providing services under the scheme 
• PAG members were keen to see more opportunities for people to be involved in the 

development of the services and it was agreed that a small working group of the PAG 
members would be convened to help take this forward 
 

 Mental Health forward work plan 
 
• In response to the Audit report findings the PAG are keen to be clear and transparent 

that the work plan is led by the objectives and priorities of the organisation and the 
Mental Health team have shared their detailed forward plan of business to be brought to 
the PAG 

• Jane Williams presented the proposals. 
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• The Mental Health Framework which is guiding the transformation programme was 
presented in outline. 

• It was recognised and agreed that Mental Health had established a number of long 
standing patient and public involvement methods across the city. 

• PAG members complemented Jane on the paper and it was agreed that further detail on 
the proposed approach would be available in September. 

• There were questions about the number of people being involved being made clear and 
the degree to which these were representative of our population. 

• A regular update timetable was agreed. 
 

Medicines Optimisation forward work plan 

 
• Stuart Barnes presented the Medicines Optimisation forward work plan to the group 
• The paper set out to describe the areas where patients and the public would be involved 

and where they would not so that the work programme for the PAG was led by the 
business objectives of the organisation. 

• The reasons why patients and the public were not involved in various topics was felt to 
be missing in some cases, particularly where involvement would seem to be appropriate 

• The concerns will be fed back to the MO team 
• Members highlighted that the approach taken in the paper was inconsistent and the 

colour coding system changed leading to confusion in understanding. 
 

City Wide Complaints Annual Report 
 

• Val Stewart presented the findings of the latest Complaints annual report to the group. 
• The purpose of this was to give members insight into the detail of the city wide process 

adopted and the numbers and types of complaints received 
• Members were very interested in the process and were keen to hear if there were any 

trends in complaints and examples of action taken as a result and Val agreed to look into 
this. 

• Members were keen to know if their GP would see the details of complaints and 
therefore know who had complained, Val conformed that they would know in order to 
provide the required information. 

• Members thanks Val for and interesting presentation and discussion. 
 

Annual Report 

• The Leeds North PAG will be producing an Annual Report covering the period up to and 
including July 2015.  

• The report will summarise the work of the last 18 months and the learning to be adopted 
from the Autumn  of 2015 
 

PAG member training 

• The group made  a request for further commissioning training 
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Board Members Register of Interests 22 July 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 

Wetherby St James’ Church of England 
Primary School 

Associate Governor Direct non-pecuniary 14/06/2015 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 - services 
provided over and above 
GMS contract  - Cardiology 
/ Dermatology/ Minor 
Surgery / General 
Paediatrics 

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

Enhance Primary Healthcare Ltd Director and Shareholder  
 

Direct pecuniary 18/05/2012 14/12/2011 – Ongoing  

Changing Faces Member of Reference 
Group 

Direct non-pecuniary 26/07/2013 22/07/2013 – Ongoing  

Lucy Jackson 
(Public Health 
Consultant) 

Leeds City Council Employee Direct 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 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 

 Yorkshire and Humber AHSN,  Medicines 
Safety Expert Reference Group 

Member Direct Non-
pecuniary, 

22/6/2015 1/6/2015 

 Journal of Medicines Optimisation, Clinical 
Editorial Group 

Member Direct Non-
pecuniary 

22/6/2015 22/6/2015 

 NHS England,  Cross-system sepsis 
Programme Board 

Member  Direct non-pecuniary 26/6/2015 4/6/2015. 

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 
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Dr Nick Ibbotson 
(GP Non-Executive 
Director) 

Wetherby Surgery GP Principal Direct pecuniary 18/06/2012 01/04/2006 – 31/01/15  

One Medicare, Arthington, Leeds Employee Direct Pecuniary 15/05/2015 01/02/15 - 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  

 
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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