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LEEDS NORTH CCG PUBLIC BOARD MEETING 
Wednesday 30 September 2015 

Leafield House, 107-109 King Lane, Leeds, LS17 5BP 
10:00-12:30 

 

AGENDA 

Chair:  Dr Jason Broch 

Item No. Item Presented By Paper 
Y/N 

Time 

287/2015 Board Welcome and Apologies Dr Jason Broch N 
10:00 

288/2015 Board Declarations of Interest Dr Jason Broch N 

289/2015 Board 
Questions from Members of the 
Public 

Dr Jason Broch N 10:05 

290/2015 Board 
Approval of Board Minutes 
from meeting held 29 July 2015 

Dr Jason Broch Y 

10:15 

291/2015 Board 
Actions from meeting held  
29 July 2015 

Dr Jason Broch Y 

292/2015 Board Chair’s Report Dr Jason Broch Y 10.25 

293/2015 Board Chief Officer’s Report Nigel Gray Y 10.30 

294/2015 Board Performance update Liane Langdon Y 10.35 

295/2015 Board 
Patient and Public Involvement 
update 

Liane Langdon Y 10.45 

296/2015 Board 
Communications and 
Engagement Strategy 

Liane Langdon Y 10.55 

297/2015 Board Planning process 2016/17 Liane Langdon Y 11.05 

298/2015 Board Quality Update Ellie Monkhouse N 11.15 

299/2015 Board Finance and Contract Update Martin Wright Y 11.20 

300/2015 Board Corporate Risk Register Martin Wright Y 11.30 

301/2015 Board 
Better Care Fund Partnership 
Agreement 

Martin Wright Y 11.40 

302/2015 Board 
Primary Care Co-
Commissioning  

Nigel Gray Y 11.50 

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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303/2015 Board 
Emergency preparedness, 
resilience and response 
(EPRR) 

Liane Langdon Y 12.00 

Summary reports 

304/2015 Board 
Governance, Performance & 
Risk Committee –  3 September 
2015 

Nigel Gray Y 

12.05 

 

305/2015 Board 
Council of Members –   
15 September 2015 

Dr Manjit Purewal Y 

306/2015 Board 
Quality and Safety Committee -  
8 September 2015 

Dr Manjit Purewal Y 

307/2015 Board 
Audit Committee – 5 August 
2015 

Peter Myers Y 

308/2015 Board 
Patient Assurance Group –  
8 September 2015 

Graham Prestwich Y 

309/2015 Board Any Other Business All N 
12.25 

310/2015 Board Review of the meeting All N 

 Next Public Board Meeting:  
Wednesday 25 November 2015 
14:00 – 17:00 
Venue:  
To be confirmed 

   

Papers for  
information 
only 

LNCCG Board Members Declaration of Interest Register 

Communications and Engagement Strategy 
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Leeds North Clinical Commissioning Group 
DRAFT MINUTES Public Board 

Minutes of the meeting held on Wednesday 29 July 2015 
St James Church Room, Wetherby LS22 6LP 

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   
 
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) 
  

290/2015 
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Item No. Agenda Item Action 

254/2015 Board Welcome and Apologies  

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

 

255/2015 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.   

 

256/2015 Board Questions from members of the public  

 

35 members of the public attended the meeting; 
Leeds Citizens, which is part of Citizens UK, works on strengthening 
civil society and focuses on transport, poverty and mental health.  
Representatives wanted to make sure that primary services are better 
resourced to deal with mental health crises and want to engage with 
the CCG around how services can be improved. They asked  the 
CCG to make three commitments: 

1. To meet with delegates from Leeds Citizens before the end of 
August. 

2. To help delegates from Leeds Citizens to meet with other 
Leeds based CCGs. 

3. To exchange contact details with Tom Chigbo to that these 
meetings can be set up. 

LL noted that details had already been exchanged with Tom and a 
meeting was scheduled for next week. There was also a broader 
invitation for members of the public to join in with the mental health 
engagement work. These conversations can then lead into the Mental 
Health Partnership Board.  
It was noted that the quality of mental health services is based on 
continuity of service and care. Mental health services are bolstered 
with human beings/contact with qualified staff that can link with GPs 
and secondary care clinicians.  
Tom Chigbo thanked the Board for their input.  

 

257/2015 Board Approval of Board Minutes from meeting held 27 May 2015  

 Resolved: The Board agreed the minutes of 25 March 2015 as an 
accurate record. 

 

258/2015 Board Matters Arising / Actions from 27 May 2015  

 

SG summarised progress against the actions from the last Board, 
many of which were covered by items on the agenda.  One item 
remained outstanding: 
MP to report back to Council on proposals for health inequalities 
funding 
 
 

 
 
MP 
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Item No. Agenda Item Action 

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

 

Neil Bellamy from WiSE spoke to the Board about the services that 
WiSE provides for people in Wetherby and Harewood. Services 
include gardening, befriending, WiSE Owl café, information and 
advice, transport and dementia awareness. 
LL asked what WiSE wanted to achieve next. Neil responded that 
they’d like to work more closely with the CCG. LL invited the delegates 
from WiSE to work on developing the Community Voice.    

 

 Resolved: The Board thanked WiSE for its interesting and 
informative presentation. 

 

260/2015 Board Chair’s Report  

 

The Chair presented his report.  He congratulated EM and Cath 
Johnson on the successful launch of the Nursing Strategy and noted 
the continuing successes of the Medicines Management team 
regarding prescribing.  
Becky Malby, Director at The Centre for Innovation in Health 
Management (CIHM) Leeds University Business School will be 
stepping down from her role with the Leeds Institute for Quality 
Healthcare.  The Board wished her well for the future. Laura Stroud 
will be acting head of CIHM. 
GPr asked for an update regarding care.data. JB noted that all three 
Leeds CCGs are part of the care.data pilot, some of the practices 
have been at the forefront of the pilot to influence how it is 
implemented. There will be communications going out via practices in 
September 2015.  

 

 Resolved: The Board noted the Chair’s report.  
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261/2015 Board Chief Officer’s Report  

 

MW presented NG’s report. He highlighted: 
Primary care co-commissioning – there is an opportunity to express 
an interest by October 2015 for full delegation. The CCG was 
exploring what other CCGs have done with full delegation but it was 
not yet clear what benefits had been achieved.  Discussions were 
ongoing at Council and Executive.  
SR felt that Council should be leading on the decision on PCC. JB 
said that the Primary Care Team were developing an options paper 
and seeking to ensure that practices have enough information to 
engage in a full discussion before council takes place. MW reiterated 
that the October deadline is for expression of interests only. 
GPr added that the Primary Care Team will be meeting with PAG 
members to discuss how this can be taken forward.  
Commissioning support services – there is a delay in the procurement 
process. Invitations to tender have been sent out and 8 suppliers 
have expressed interest in supplying to Yorkshire and Humber. A 
supplier day in mid-August would provide more information regarding 
the services on offer.  

 

 Resolved: The Board noted the Chief Officer’s report.  

262/2015 Board Revising the CCG’s objectives  

 

LL presented the refreshed CCG objectives. This work will then feed 
into the refreshed version of the Clear and Credible plan. She invited 
comment from the Board.  
GPr thanked LL for her work on refreshing the objectives. GPr asked 
for assurance that every member of staff would have to work towards 
meeting these objectives. LL noted that all staff have their objectives 
linked to the overall CCG objectives as part of the appraisal 
procedure. GPr was also assured that the Clear and Credible plan 
would set out how these objectives would be met.  
SR noted that it wasn’t clear how the metrics in the first objective 
related to the proposed the action. LL said that the metrics were 
designed to be high level and therefore they won’t be visible for each 
action. The detail on each action would be in the Clear and Credible 
plan. PMy noted that there should be a clearer link between outcome 
and method and a greater correlation between action and metrics and 
suggested that these should be reordered. LL the actions column will 
be in the plan, for the final draft.  
JB felt that the high level metrics would provide a clear picture of 
whether the CCG was having an impact.  
LL invited any further comments via email. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Board 
members 

 
Resolved:  The Board agreed the revised objectives, subject to the 
amendments noted above and any comments submitted following the 
meeting. 
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263/2015 Board Performance update  

 

LL presented the performance update.  
There is ongoing work to address problems with LTHT regarding 
cancer waiting times. The recovery plan indicates that the 62 day wait 
won’t be achieved until Q3.  
Diagnostics – on track to deliver these. Issues with capacity in 
endoscopy.  
4 hour waiting target for A&E – achieving the target remained 
challenging. However, despite continuing pressure, the system is 
continuing to maintain flow through A&E and exceeding the 95% 
target. The recovery time from days of high demand is faster and the 
system is becoming more resilient.  
YAS – continuing difficulty in reaching the 8 minute target for 75% of 
urgent calls.  The WY urgent care vanguard which should help to 
support YAS in the future.  
Clear and Credible plan highlights for Q1 included: 
AGM successful with over 100 in attendance.  
Medicines Optimisation team and their stroke prevention work.  
Urgent care – received positive media attention. 
Third sector health grants – 33 applications. £860k worth of bids, for 
£750k of monies. 
Social prescribing procurement – this would be going out to the 
market imminently. 
PMy noted that the 62 day cancer wait is the only red risk. GPr said 
that the presentation to GPR committee had provided assurance that 
the risk was being addressed.  MW noted that the risk was being 
rewritten to reflect more accurately the impact of management action. 

 

 Resolved:  The Board noted the performance update  

264/2015 Board Patient and Public  Involvement Update  

 

LL introduced the PPI update.  
 
NI commended the work on Communications and Engagement over 
the last few months but felt that there should be further interaction 
between PRGs, PAG and Board. LL said that this was being 
addressed in the new Communications and Engagement strategy. 

 

 Resolved:  The Board noted the PPI update  

265/2015 Board Communications and Engagement  

 

LL said that an early draft of the Communications and Engagement 
strategy had been presented to Board in recognition of the level of 
priority given to this piece and to enable the team to make changes 
quickly to existing structures. She proposed to start making some of 
the changes before the formal sign off of the strategy.  
SR liked the formal approach of linking the strategy to specific legal 
duties.   LL noted that the appendices outline this plan though this will 
be brought together at the next working group. 
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GPr thanked LL and SB for their work on the strategy. GPr was keen 
to ensure that the issues highlighted in the Internal Audit report were 
dealt with in this strategy. He felt that there had been progress 
recently in ‘joining up’ the different elements of engagement and 
noted that it would be useful to highlight the lessons learned from the 
previous strategy.  
A member of the public asked whether Paul Storey’s PPI role would 
be filled as he’s now retired. JB noted that PS’s role was an elected 
role and no one has been elected into this post.  The CCG was using 
the resources to supplement PPI activity, for example supporting 
things like the Community Voices group. 
The member of the public also thanked the CCG for its work in 
holding such a good and engaging AGM.  LL noted that the CCG 
wanted to build a two-way dialogue with patients. 
PMy asked for more details regarding the social media plan. LL 
referred PMy to SB and the working group. PMy noted that most of 
the engagement was defined as face-to-face meetings and noted that 
social media could be further developed to engage a broader range of 
people.  

 

Resolved: The Board: 
• Noted the draft strategy and that the first meeting of the New PPI 

Working Group would consider the detail of the implementation of 
the strategy 

• Agreed that a revised version of the strategy be brought to the 
September public board meeting for adoption. 

 

266/2014 Board Nursing Annual Report  

 

EM noted that the purpose of the report was to highlight some 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 
 
NI commented that he thought that the report was positive and he fully 
supported the work outlined. He noted that some practices are too 
small to support nursing development and felt that the CCG should 
consider supporting this. 
 
PM asked for this to be linked into training and support to Health Care 
Assistants and allied professionals. 
 
GPr asked whether there is linkage between nursing and patients and 
whether this could be fed into PPI/informing the CCG about patient 
views. EM noted that this is done through the ‘yellow card’ scheme. 

 

 

Resolved:  The Board: 
• Accepted the Annual Nursing Report 
• Supported the recommendations to support the ongoing 

development of nursing internal and external to the CCG. 
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267/2015 Board Nursing Voice  

 

EM was pleased to announce the Nursing Voice, which is the strategy 
for LNCCG and LSECCG. This is the first nursing strategy produced 
by a CCG and a first also for Leeds. There was coverage in the 
Nursing Times. The two-year nursing strategy intended to offer 
local nurses in Leeds a greater say in commissioning decisions. 
The Board thanked EM for her work on this strategy. 
A member of the public asked how this linked to the ‘influx’ of foreign 
nurses and employing and training new nurses. EM noted that some 
of the actions in the strategy linked to this. The profession has had a 
challenging time since the Francis Report and the training hasn’t been 
as effective as it could have been over the last decade. Good nurses 
don’t necessarily have to be academic, though the profession should 
be on the same level as other healthcare roles.  

 

 Resolved:  The Board welcomed the strategy for nursing set out in 
the Nursing Voice and thanked EM for her work on the strategy.  

 

268/2015 Board Quality Update  

 

EM presented the update. She noted that LTHT is above the 
threshold for C Diff. and there will be a campaign around hand 
washing. 
SR asked EM how the intelligence from the Quality Issues Reporting 
System was being used.  EM noted that this was being dealt with by 
the Primary Care Team.  SR said that the analysis had gone to the 
Primary Care Quality Improvement Committee but that many of the 
issues related to primary care. He felt that the analysis should be 
considered by the Quality and Safety Committee.  EM and SR agreed 
to have a conversation about the use of Quality Issues Reporting 
Systems outside of the Board meeting. 

 
 
 
 
 
 
 
 
EM/SR 

 Resolved: The Board noted the quality report.  

269/2015 Board Finance and Contract update  

 

MW noted the key points regarding performance in Q1 
 
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 

Although the position in Leeds North was positive, there was a lot of 
nervousness at national level about CCG finances. There have been 
communications from NHSE regarding spending controls, namely 
around agency and consultancy work and NHSE are seeking 
assurance regarding all CCG’s financial arrangements. The CCG has 
to complete a self-assessment regarding financial arrangements, 
which will be discussed at Audit Committee on 5th August 2015. 
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 Resolved:  The Board received the update on the CCG’s financial 
position and its performance against key financial duties. 

 

270/2015 Board Managing conflicts of interest – revised policy  

 

MW noted that at its meeting on 2nd July 2015, Governance, 
Performance and Risk Committee had approved a revised policy on 
Managing Conflicts of Interest.  The CCG had reviewed its 
arrangements in the light of new statutory guidance from NHS 
England.  This highlighted the greater risk of conflicts of interest, both 
real and perceived, from increased CCG responsibility for 
commissioning primary care.  
Conflicts had had a high profile nationally and all CCGs had been 
asked to provide assurance that their arrangements were robust. GPR 
Committee had felt that it was important that the Board was sighted 
on, and complied with the revised policy. 

 

 Resolved: The Board noted the revised CCG policy on Managing 
Conflicts of Interest. 

 

271/2015 Board Board Assurance Framework - update  

 

MW advised that a comprehensive review of the BAF is underway to 
ensure that it aligns with the CCG’s proposed new strategic 
objectives.  The outcomes from the workshop held on the 24th June 
are being developed, with risk owners, into a refreshed BAF. Until the 
new BAF was developed, the existing BAF remained in place.  
Any outstanding items will be transferred to the new BAF. 

 

 
Resolved: The Board noted the changes to the last version of the 
BAF, and that the refreshed BAF would be brought to the Board on 
30th September. 

 

272/2015 Board Corporate Risk Register  

 

MW presented the corporate risk register. It has been noted in 
discussion earlier (minute 263.2015) that the current red risk around 
cancer waits was being rewritten. 
PMy said that the reports presented to the Board suggested that risks 
were being managed effectively. It was important to note that NHSE 
were seeking assurance regarding the financial situation, and that the 
CCG was performing well. He asked MW to pass on his thanks to the 
finance team for their hard work. 

 
 
 
 
 
MW 

 Resolved: The Board noted the corporate risk register  

Summary Reports 

273/2015 Board Summary Report – Council of Members – 30 June 2015  

 Resolved: The Board noted the summary report.  

274/2015 Board Summary Report – Governance, Performance & Risk Committee 
2 July 2015 

 

 
MW noted that membership of the Committee has been strengthened 
by the addition of a GP Non-Executive member. 
Resolved: The Board noted the summary report. 
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275/2015 Board Summary Report – Quality and Safety Committee – 14 July 2015  

 

GPr highlighted the document setting out the governance 
arrangements for quality across Leeds. LL asked GPr whether there 
was anything else the commissioning team could do to link in further 
with the patient engagement aspects of the quality agenda. GPr 
agreed follow this up with LL. 

 
 
 
LL/GPr 

 Resolved: The Board noted the summary report.  

276/2015 Board Summary Report – Audit Committee – 27 May 2015  

 

PMy noted that management actions in relation to the Patient 
Engagement audit were being progressed, and that a further update 
would be going to the Audit Committee on 5th August. He also noted 
that the next Audit Committee would be reviewing the self-
assessment of financial management arrangements. 

 

 Resolved: The Board noted the summary report.  

277/2015 Board Summary Report – Patient Assurance Group – 7 July 2015  

 
GPr said that he felt PAG was making progress in adding value to the 
commissioning process. LL requested that staff should be referred to 
by their job titles, not names, in public papers. 

 
GPr 

 Resolved: The Board noted the summary report.  

278/2015 Board Any Other Business  

 

NI asked whether there should be anything the Board should be 
aware of following recent press reports about mental health 
commissioning and potential conflicts of interest in the Vale of York 
CCG.  LL informed the Board that LYPFT were unsuccessful in their 
bid to provide services in York. LYPFT have logged a formal 
complaint with Monitor regarding how this had been dealt with. 
EM reported that the LCH Director of Nursing starts her new role in 
August 2015. Diane Hampshire, the Leeds West CCG Director of 
Nursing is retiring on the 26th August 2015. The Board wished her 
well in her retirement.  
LJ advised that there will be an in-year cut to the Public Health budget 
in Leeds. The percentage is unclear, as is the basis on which this will 
be calculated.  
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279/2015 Board Review of the Meeting  

 

There was a consensus that the meeting had been effective, with 
agenda items covered robustly. There were constructive discussions 
about the future work of the CCG and WiSE were thanked for their 
involvement.  Members of the public thanked the Board for its open, 
transparent approach.  

 

 
Date of next meeting: 30th September 2015, 10:00am 
 
Venue: 
Leafield House, 107-109 King Lane, Leeds, LS17 5BP. 
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NHS Leeds North Clinical Commissioning Group 
Public Board 

DRAFT Action Points of the meeting held on Wednesday 29 July 2015 
Item No. Action Required By Whom Completion 

Date 
Progress 

 
236/2015 

 
Chief Officer’s Report 
MP to report back to Council on 
proposals for health inequalities 
funding. 

 
MP 
 
 
 

 
30th June 
2015 
 
 
 

 

 
262/2015 

 
Revising the CCG’s 
objectives 
LL invited any further comments 
via email. 

 
Board 
members 

 
 

 
Complete – no further 
comments received. 

 
268/2015 

 
Quality Update 
EM and SR agreed to have a 
conversation about the use of 
Quality Issues Reporting 
Systems outside of the Board 
meeting. 
 

 
SR/EM 

 
30th 
September 
2015 

Complete. Raised at 
Quality and Safety 
Committee and agreed 
that QIRS is relevant to 
Q&S as well as Primary 
Care Quality 
Improvement Group. 

 
272/2015 

 
Corporate Risk Register 
MW to pass on PMy’s thanks to 
the finance team for their 
continuing hard work. 
 

 
MW 

 
30th 
September 
2015 

 
Complete. 

275/2015 Summary Report – Quality 
and Safety Committee 
LL asked GPr whether there 
was anything else the 
commissioning team could do 
to link in further with the patient 
engagement aspects of the 
quality agenda. GPr agreed to 
follow this up with LL. 

LL/GPr 30th 
September 
2015 

 

277/2015 Summary Report – Patient 
Assurance Group 
LL requested that staff should 
be referred to by their job titles, 
not names, in public papers. 

GPr 30th 
September 
2015 

 

 

 

291/2015  
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Summary Report 
Meeting: Board Date: 30 September 2015 
Agenda Item: 292/2015 
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. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
 
This report highlights to the Board key strategic and local issues. 
 
Primary Care update: 

Quality - As part of the CCGs Quality Improvement strategy we are working with member 
practices to support the process of logging incidents and to assist with the sharing of learning. The 
aim is to help each practice to be a safer and learning practice with regards to learning from 
incidents and in turn improving quality. 

Themes identified are shared with members in the form of a quarterly report and discussed at the 
Practice manager meeting with the expectation that this will be discussed at team meetings. 

This first quarter of 2015/16 illustrates an impressive increase in the number of incidents logged in 
both medicine (126% increase 63 → 143 logged incidents) and non-medicine incidents (331% 
increase 29 →125 logged incidents) compared to the same period last year. There has also 
been a 50% increase in the number of lessons learned that have been documented on Datix, thus 
evidencing the learning and reflection taking place to improve quality.  

Practices that have been completing the whole cycle on Datix have been able to provide the 
evidential requirements for their CQC inspection, and feedback from the CQC on this has been 
very positive.  
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There has also been a 27% increase in the number of issues logged on the QIRS system (Quality 
Issue Reporting System) in Quarter 1 2015/16 compared with the same period in 2014/15.  

CQC -Between the 2nd and 28th of July the Care Quality Commission (CQC) inspected 11 of our 28 
member practices as part of a planned inspection process.  

Practices undertook a huge amount of work both to prepare for their own visits and to support each 
other in advance of visits. The Locality Team has also played an important role in enabling the 
sharing of learning and insight between practices in advance of visits.  

Overall, feedback from practices that have had an inspection has been largely positive. Practices 
have fed back that the visits have provided opportunity to discuss areas of delivery that practices 
are particularly proud of, as well as areas of known improvement.  In the last week, the CQC has 
commenced sharing the official reports from visits with member practices. 

HSJ Awards 2015 
 
We are very pleased to announce that we have three finalists in the upcoming HSJ Awards 2015.  
 

• Dr George Winder 
• Leeds Care Record  
• Leeds Intelligence Hub 

 
Dr George Winder is a finalist for Clinical Leader of the Year, a GP at the Oakwood Lane Medical 
Practice and the Clinical Portfolio Lead for Integration at the CCG.  George won praise from 
colleagues and patients alike for the way he has worked with them to improve local health 
services. 
 
Leeds Care Record is a finalist within the Enhancing Care by Sharing Data and Information 
category, recognising initiatives where data sharing has made a real difference to patient care – 
improving outcomes, experience and supporting patients to look after themselves better – while at 
the same time delivering efficiencies.     
 
Leeds Intelligence Hub is a finalist for the Improved Partnerships between Health and Local 
Government category for providing evidence of strong, collaborative partnerships which are 
leading to demonstrable improvements for patients and citizens.   
 
HSJ celebrates excellence and innovation through its awards, finalists will be announced at an 
event on Wednesday 18 November 2015.  
 
Staffing 
 
Ellie Monkhouse, Director of Nursing and Quality is leaving the CCG in mid-October to continue 
her nursing career at Rotherham NHS Foundation Trust. Congratulations and thanks to Ellie for 
her work over the past couple of years.  
 
From November 1st I am pleased to announce that Clare Linley, current Nurse Director Corporate 
(Deputy Chief Nurse) at Leeds Teaching Hospitals will be joining the CCG on secondment part 
time 12 months to cover the nursing element of Ellie’s role.  Quality will be picked up by our Clinical 
Director Dr Manjit Purewal.   
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Clare Linley’s post will cover Leeds North only.  Leeds South and East CCG are looking at a 
separate arrangement. Clare will therefore be our Director of Nursing and statutory nurse on our 
Board and member of our Executive Team.  Clare will be taking on this role alongside her current 
role at LTHT. 
 
I hope you will join me in wishing Ellie well and welcoming Clare to Leeds North CCG. 
 
Ellie has asked me to thank you for your support since she joined the CCG in January 2013. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
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: Board Date: 30 September 2015 
Agenda Item: 293/2015 
Report Title: Chief Officer’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Nigel Gray – Chief Officer 
Presented by: Nigel Gray – Chief Officer 
Other meetings presented to: N/A 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
 
This report highlights to the Board key strategic and local issues: 
 
 
Co-commissioning update: 
 
At the September Council of Members meeting, members were asked to consider options for  
primary care co-commissioning. A full report is presented later on the agenda. 

Mental Health:  
 
Good News - The first newsletter update on the MH Framework was produced in August and 
circulated across the city.  This provides an update on the four cross cutting priorities – 
development of the citywide Information Portal, Crisis & Urgent Care, Children & Families and 
Community Based Mental Health redesign. Copies 
available http://www.inspiringchangeleeds.org/wp-content/uploads/2015/09/Leeds-Mental-Health-
Framework-News-September-2015.pdf. 
 
The new Crisis Assessment Unit providing a 72 hour assessment facility run by LYPFT, was 
formally opened by the mental health national clinical lead Geraldine Strathdee in August. The Unit 
is part of the improved provision for mental health crisis and urgent care and we have already 
received some very positive feedback from users of the service.  
 
 
 
 

http://www.inspiringchangeleeds.org/wp-content/uploads/2015/09/Leeds-Mental-Health-Framework-News-September-2015.pdf
http://www.inspiringchangeleeds.org/wp-content/uploads/2015/09/Leeds-Mental-Health-Framework-News-September-2015.pdf
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Urgent Care: 
 
LTHT continue to achieve the Emergency Care Standard, with a year to date position of 96.35% 
though performance is coming under increasing pressure with performance to date in September 
just below target at 94.8%.  Delayed transfer of care remain high and are on consistently 4.5% of 
the acute bed base resulting in an average 600-700 lost bed days per week across the city.  To 
support this, winter capacity has remained open to maintain flow and elective activity. 
 
The System Resilience Group (SRG) continues to work with key stakeholders to address the 
current pressures and plan for the next 12 months. Feedback from our first System Resilience self-
assessment is extremely positive, with an overall response of partially assured. The final 
submission is 30 September, when our overall plan will be reviewed by NHS England, Monitor and 
the Trust Development Authority as part of the partnership approach to System Resilience.   
 
Over the next 3 months, urgent care will be working with general practice to move the urgent care 
strategy forward and ensure alignment with developments across the city. The first session with 
members across the city took  place on 22 September to scope the meaning, vision and 
capabilities of urgent care within primary care.  The first draft is planned for consultation in 
December. 
 
Vanguards: 
 
On 23 July, NHS England Chief Executive Simon Stevens announced eight new NHS vanguards 
that are aimed at ‘launching’ the transformation of urgent and emergency care for more than nine 
million people. Leeds as part of the West Yorkshire Bid has been successful and will benefit from a 
programme of national support and investment. 
 
NHS Kirklees will be leading on the Vanguard development and have employed a dedicated 
programme manager who will be working closely with Leeds and its partners. 
 
I will keep the Board updated with developments as they progress. 
 
Performance: 
 
The most up to date performance information is presented in the Performance update. The 
information triangulates with the summary from GPR and the corporate risk register which are also 
presented to the Board as separate items. 
 
Leeds North CCG Assurance: 
 
Our quarterly meeting with NHSE is scheduled for 1 October 2015.  The discussion will continue 
on from our discussion at the Q4 meeting in June and will be an opportunity to discuss the initial 
assessment of the CCG under the new assurance framework. 
 
Communications & Engagement: 
 
The CCG’s new Patient and Public Engagement (PPI) Working Group has now met and has begun 
its work to progress the communications and engagement strategy of the organisation.  
 
The revised strategy will see the group launch a new public engagement forum called ‘Community 
Voices’, with the first meeting to be held in Otley on 25 September, coinciding with the annual 
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Macmillan coffee morning.  
 
As well as the new ‘Community Voices’ group, the CCG will also be launching a Virtual Practice 
Reference Group Network (VPRGN). This will be an online community of people who are members 
of their Practice Reference Groups and will provide a means of clear, two way communications 
between the CCG and PRG members. If you or a member of your practice staff would like to find 
out more about the changes in PPI at the CCG please contact Stuart Barnes, CCG 
Communications Lead stuart.barnes2@nhs.net. 

Commissioning Support Unit Update: 

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 took longer than originally planned due to the complexity of 
trying to agree a specification for each service that meets the needs of up to 23 CCGs, pushing 
back the deadline for bid submission to the end of September. Subsequently a number of bidders 
expressed significant concern that the complexity of the procurement and tight timescales has 
challenged their capacity to submit quality bids by the deadline date. As a consequence NHS 
England has agreed a further extension to the submission deadline to 26 October 2015. 

West Yorkshire CCGs are already in the process of setting up a joint evaluation process to share 
expertise. 

Transformation Update: 
 
As mentioned in the last update, we have taken a fresh look at how we need to deliver major 
changes to health and social care. A reminder that you can read more about the decision and see 
the new structure here. 
 
At the Transformation Board a specific recommendation on what our immediate next steps should 
be for the programmes was made including options around how we can take the description of 
“what services will look like” to the next level of detail. This will be coordinated with the work to 
refresh the Joint Health and Wellbeing Strategy over the coming weeks. 
 
 
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. 
 

mailto:stuart.barnes2@nhs.net
http://email.bml-creative.co.uk/t/r-l-fhttijk-dyyhiydyjt-h/
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Summary Report 
Meeting: Board  Date:  30 September 2015 
Agenda Item: 294/2015 
Report Title: Performance Report 
Prepared by: Rob Goodyear, Deputy Director of Commissioning 
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  Decision  
Assurance  Information and Comment √ 
Strategic Objectives (tick all that apply 
1. 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. 

√   

2. 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. 

√   

3. 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. 

√   

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

√   

Executive Summary 
Performance – Constitutional indicators 
 
The main headlines regarding the CCG’s performance are given below. This information 
was shared with the Governance Performance and Risk Committee (GPR) on 3 
September, and is the most recent available. This triangulates with the summary from 
GPR and the corporate risk register which are other papers / items presented to the Board. 
 
HCAI – There were 6 reported C. Difficile cases in June and zero MRSA. C_Difficile was 
one case above the CCGs profile target. The attribution of one MRSA case in April affects 
our maximum quality premium potential for the year and reduces this by an estimated 
£125k of the £1m available. 
 
A&E Waiting Times – LTHT achieved the 95% standard in June with performance at 
95.2% (Type 1). HDFT also achieved the standard with 95.7% (Type 1). 2015/16 YTD 
performance was above the standard at LTHT (96.4%) and at Harrogate (95.7%). 
  
18 Weeks RTT – The incomplete pathway standard was achieved with performance of 
94.9% in June.   
 
Cancer 62 Day RTT (Urgent GP Referral) – Performance was below the 85% standard in 
June at 75.7%. LTHT have a recovery plan in place to ensure delivery by quarter 3 of 
2015/16 which GPR are monitoring. 
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Cancer 2 Week Waits – The cancer 2 week 1st outpatient appointment target (93%) was 
achieved in June with performance at 93.2%. The 2 week wait breast symptoms 
performance also achieved the national standard in June with performance at 98.9%.  
 
Diagnostic Test Waiting Times – The headline 99% was achieved in June with 
performance at 98.7%.  
 
Mental Health & Community – the proportion of people who complete IAPT treatment and 
move to recovery was below the 50% target in June at 37.7%. 
 
Ambulance Response Times – For Leeds North, YAS did not achieve the Red One or Red 
Two 8 minute standards of 75% in July – performance was 66.7% and 64.4% respectively. 
Performance for 2015/16 YTD was 66.3% and 66.4% for Red One and Red Two 
respectively. 
 
There is a new requirement by NHS England to complete a performance pro-forma for 
elective and non-elective exception reporting. This is being extended in the near-future to 
include mental health performance also. As a city we have had to complete two of these 
around cancer waits and LTHT diagnostics. These have been attached for information; the 
performance on cancer waits was expected, but there is now a new risk around 
diagnostics for LTHT (centered around ‘oscopies’). Leeds West CCG colleagues as the 
lead commissioner under out CCG memorandum of understanding for collaborative 
commissioning have raised a risk accordingly. A risk has also been raised for this CCG, 
but at a much lower level as we are currently achieving this target; the risk to all CCGs in 
Leeds though is that LTHT could be to the detriment of our aggregate performance. It is 
worth noting that LTHT was in a much worse position at this same time last year, but did 
recover performance through additional providers being bought on line. Gastroenterology 
is the specialty that also has the highest number of issues raised using the Quality Issues 
Reporting System (QIRS). This will remain a watching brief. 
 
 
Performance – Investors in Excellence (IiE) 
 
Following the decision to move the submission and assessment date from September 
2015 to January 2016 significant progress has been made in a number of areas. For clarity 
the application for IinE will be submitted by mid-January with an assessment date booked 
for Monday 22 February 2016.  
 
The Investment in Excellence Champions (one from each department) and Heads of 
Service have been heavily involved in the progression of the application. The process 
mapping for the CCG is almost complete and has been universally agreed at team briefs, 
team meetings and individual interviews that have been held. 
 
Much of the Areas for Improvement Plan have been developed and are being 
implemented.  For example through the gap analysis done at the beginning of the IinE 
process it was identified that the CCG lacked a project management approach and toolkit 
to offer all employees a degree of consistency and guidance. A session was held with 
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project managers to identify what this toolkit could look like and the decisions made are 
being progressed through Executive to be agreed and then rolled out. 
 
The recent development that the IinE support to the CCG will be changing has been 
addressed with a stock take of progress having been undertaken outlining all parts if the 
submission have been developed to varying degrees and an action plan with 
accompanying timescales has been created to ensure the application will be completed on 
time by mid-December to take into account governance requirements ahead of submission 
in mid-January.  
 
All employees will continue to play an active role within the process to ensure this truly is a 
learning and improvement opportunity for the CCG and is owned collectively by all staff. 
 
 
Performance – Clear and Credible Plan 
 
Following the last update to Board the 2-year operational plan for the CCG is currently 
underway. Building on the work of what it means to be a high performing CCG, measures 
have been attributed to each of the four new objectives of the CCG. These are now being 
further refined in the operational plan for the CCG so that each objective demonstrates 
which work streams are aligned to it and what metrics each work stream will be using. This 
has been complicated by the new Assurance Framework guidance issued recently by NHS 
England, which uses further measures and metrics which are being aligned to our 
objectives and our operational plan. The first draft of the operational plan will be bought to 
the next Board. 
 
 
Key Recommendations 
The Board is asked to: 
 

a) Note the performance areas covered for information 
 

Assurance Framework 
All 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications Yes 
Financial implications Yes 
Legal implications Yes 
Workforce implications  
Equality impact assessment  
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Summary Report 
Meeting: Board Date: 30 September 2015 
Agenda Item: 295/2015 
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. 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. 

x 

2. 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. 

 

3. 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 

 

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

 

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: 
 

• More than 700 responses to a PPI survey aimed at finding out the extent to which people’s 
medicines go unused and the reasons for this; 

 
• Focus groups and clinical / patient engagement undertaken to help inform the development 

of new ‘tools’ to help parents better self-manage illnesses in young children; 
 

• Extensive research undertaken to establish an understanding of the barriers to greater use of 
non-residential respite by LD service users and their carers. 

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 
Commissioners will reflect on the findings of the feedback detailed in this report and will report back 
to board in November to explain the steps taken by commissioning teams in response.  
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Corporate Impact Assessment 
Regulatory Implications We have a statutory duty to engage and the board is required to 

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

equality and diversity and comply with consultation requirements 
Workforce Implications None 
Equality Impact Assessment Each plan referred to below is assessed for equality implications 
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Topic What we are planning to do What we have done What we have learned – and what will change as a result 
Unused 
Medicines 

In 2014/15 Leeds North CCG 
ran a pilot scheme in Otley to 
look at means of reducing the 
money spent by the system 
locally on unused medicines. 

Following the success of the Otley Pilot 
scheme, the CCG now plans to role it out 
across the Leeds north area. Before 
doing so, and as agreed with the PAG, 
the CCG recognized the importance of 
undertaking public engagement about 
the proposed scheme across north 
Leeds.  
 
A face to face survey was developed and 
consulted on with PAG members prior to 
use 
LIP were commissioned to undertake the 
survey, with specific instructions to gain 
views from a representative cross section 
of the population.  
 
In total, 766 people were engaged with.  
 
Surveys were completed with people in 
GP Practices, supermarkets, 
pharmacies, community groups and 
sheltered accommodation. 
 
A diverse spread of people were 
engaged with 

  
What have we learned? 
 

• 58% of respondents said that they have or had unused 
medicines at home. 42% of respondents said that this was 
because they were no longer needed, as they got better. 
 

• 43% of respondents said that they took their unused 
medicines back to the pharmacy.  

• 31% of respondents said that they either flushed their unused 
medicines down the toilet, or threw them away with the 
normal rubbish. When explored further it was found that BME 
respondents (32%) were slightly more likely to do this than 
White British respondents (24%). Disabled respondents 
(21%) were less likely than non-disabled respondents (28%) 
to do this. Respondents who identified themselves as carers 
(19%) were also less likely to do this than non-carers (28%). 

 
• Younger respondents, aged 30 or younger, (27%) were twice 

as likely as respondents aged over 30 (12%) to keep unused 
medicines in their homes, just in case. The same was found 
for non-disabled respondents (18%) and disabled 
respondents (8%). 

 
• 64% of respondents said that they know pharmacies will take 

unused medicines. Respondents aged 30 or under (41%) 
were less likely than respondents older than 30 (68%) to 
know this. Respondents who identified themselves as White 
British (69%) were more likely than respondents who identify 
themselves as BME (50%) to know this. Respondents who 
said that they were disabled (78%) were more likely than 
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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 
respondents who said that they were not disabled (58%) to 
know this. 

 
• 58% of the respondents who said that they know pharmacies 

will take unused medicines actually did so with their unused 
medicines. Respondents aged 30 or under (43%) were less 
likely than respondents older than 30 (60%) to do this. 
Respondents who identified themselves as White British 
(62%) were more likely than respondents who identify 
themselves as BME (47%) to do this. Respondents who said 
that they were disabled (69%) were more likely than 
respondents who said that they were not disabled (53%) to 
do this. 

 
• When asked what would make it easier for you to take 

unused medicines to a pharmacy, 46% of respondents said 
that they already did this. 24% of respondents said that a 
labelled bag given to the them at the time of collection would 
make it easier for them. 12% of respondents said that they 
would take unused medicines to a pharmacy if they knew it 
was possible. 
 

What will change as a result? 

The meds optimization team is currently reviewing the findings of this 
public research. Once the findings have been fully considered and 
any resulting actions developed, a report will be taken to PAG 
highlighting the effect that the views of patients and the public have 
had.  

The next PPI paper for public board in November will also have an 
account of what changes have been made to the unused meds 
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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 
scheme as a result of the survey findings.  

 

 
Self-
management 
tool for parents 
of young 
children 

Children and Young people 
(and in particular the very 
young) are a focus for 
improvements to health and 
social care provision due to the 
disproportionately high 
volumes of children seen in 
Urgent Care in Leeds.  
 
0-4 year olds comprise 6.4% of 
the Leeds population, but 
account for 8.97% of ED 
usage. 
 
NHS Leeds North Clinical 
Commissioning Group (CCG) 
as citywide lead on urgent care 
services in Leeds is seeking to 
produce guidance on 
managing the care of an 
unwell child. The aim of this 
guidance is to increase 
confidence in self-
management at home, and to 
sign-post parents to the most 
appropriate service when 
further health care support is 
needed.  
 

Between May and August 2015, we 
gathered views from 30 clinicians, 
commissioners and parents/carers about 
their opinions on the usefulness of a 
guidance tool to assist with caring for an 
unwell child at home.  
 
Opinions were gathered through a 
combination of face to face interviews, 
comments via email and focus groups 
organised by Voluntary Action Leeds and 
Leeds Involving People.  
Between May and August 2015, views 
were gathered from 30 clinicians, 
commissioners and parents/carers about 
their opinions on the usefulness of a 
guidance tool to assist with caring for an 
unwell child at home.  
 
The CCG and partners from Inspiring 
Change worked with Voluntary Action 
Leeds to speak with parents and carers 
at the following four sessions: 
 

• Farnley Children’s Centre (8 
parents) 

• YMCA first aid course for teenage 
parents (4 parents) 

• Community Matters (7 parents) 

What have we learned? 
 

• Current sources of information on caring for an unwell child 
include online sources (both NHS Choices and Google), NHS 
111, pharmacists, health visitors, family and peers. 
Experiences of parents receiving information and advice from 
NHS 111 and pharmacists varied. 
 

• Most agree that the guidance tool would be useful, 
particularly for young and first-time parents. 
 

• With a few minor changes, the current wording, layout and 
colours of the draft guidance tool is clear and easily 
understood by parents. 

 
• More information and guidance on the use of calpol and 

ibuprofen would be helpful, including which to try first based 
on child’s symptoms, and if they can be given together. 

 
• The format of a fridge magnet was a popular choice, however 

a ‘Z-Card’ leaflet and / or online tool were also suggested by 
participants. 

 
What will change as a result? 
 
Feedback from all who engaged with the draft tool has been collated 
and reviewed to inform improvements to the draft guidance tool.  
 
An easy-read version of the tool has also been developed as a 
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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 
Building on the existing NICE 
guidance, experience, opinions 
and advice of parents and 
healthcare professionals 
needed to be gathered to 
make this local guidance 
relevant and useful to families 
in Leeds. 
 
By working with partners at 
LCC children’s services and 
colleagues at LTHT (including 
ante / neo-natal) we plan to 
produce the guidance in a 
useful format (possibly a fridge 
magnet) so that parents have 
access to reliable information 
when their child is unwell.  
 
It is hoped that by providing 
this resource, the numbers of 
A&E attendances can be 
reduced as parents instead 
adopt self-care options or 
utilize community pharmacy 
and NHS 11 services instead. 
 

• Young Fathers Group (6 parents) 
 
Leeds Involving People (LIP) engaged 
with 44 people with face-to-face surveys 
and to look in detail at the language used 
in the guidance, thinking about groups of 
parents with low literacy levels. 
 
All parent/carers were shown the draft 
guidance tool and asked about the 
following: 
 

1. Language  
 

2. Appearance 
 

3. Format 
 

4. Current information sources  
 

5. Usefulness  
 

6. Any other comments 
 
Engagement took place during existing 
group meetings to maximise comfort and 
confidence of the individuals being 
spoken to.  
 
 
 

leaflet  following feedback from some people about the difficulty they 
or other communities may face in unde4rstanding the tool. 
 
The tool will now be re-designed and distributed citywide in 
September 2015.  
 
The tool will also feature in a citywide leaflet on caring for young 
children.  
 

Understanding 
the barriers to 
greater take-up 

Despite a number of different 
options, the vast majority of 
respite care in Leeds is in 

Research has been undertaken with the 
following objectives: 
 

 
What have we learned? 
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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 
of non-
residential 
respite care by 
LD service 
users and their 
carers. 

residential, ‘bed-based’ 
services and demand for 
respite is only expected to 
increase. 
 
The CCG has undertaken a 
research project, in partnership 
with researchers from Leeds 
Beckett University, to 
understand the actual or 
perceived barriers to non-
residential respite for adults 
with a learning disability and/or 
autism with moderate to 
complex needs and what can 
be done to counter concerns.  
 
It is hoped that the findings of 
this research will ultimately be 
used to identify what mitigation 
can be put in place by 
commissioners and service 
providers to counter concerns.  
 
 

1. Scope published literature for 
prior learning concerning the 
usage of non-residential respite 
for adults with a learning disability 
and/or autism with moderate to 
complex needs.  

2. Identify levels of knowledge and 
awareness about respite services 
in Leeds, particularly alternatives 
to ‘bed based’ respite, among 
service users and carers, 

3. Capture service user, carer and 
stakeholder perceptions of 
current respite care provision in 
Leeds. 

4. Understand the perceived or 
actual barriers towards 
alternatives to ‘bed based’ respite 
care and document any solutions. 

5. Capture specific issues 
encountered by service users and 
carers in transition from 
Children’s Services to Adult 
Social Care, including their 
aspirations for future respite care 
provision. 

 
 
The CCG hopes that achieving these 
objectives will inform more effective 
utilisation of capacity across the respite 
system in Leeds to cope with the 
increasing demand on respite services 
now and in the future.   

Reasons that people consider residential care to be particularly 
important include: 
 
A break from caring.  Residential respite provides carers with a 
“break” from the otherwise “24 hour responsibility” of caring.  
 
Family time. Residential respite provides an opportunity for carers 
and their families to do “things that are difficult when you are caring” 
‘Usually it’s just nice to relax at home’ when son is in respite. Son 
‘talks a lot’ – ‘it’s just nice to sit down with everybody else and not 
have to think. Not to be on guard all the time… We often sleep 
better… That I don’t have to get up – it’s such a treat.’  
 
Free time. Residential respite provides carers with an opportunity to 
do what they want, including “very ordinary things” such as going to 
the supermarket. 
 
A suitable environment.  For most carers, residential respite 
facilities are regarded as “very well equipped”, capable of dealing 
with service users’ complex needs and “challenging behaviour” 
 
Service users have a break. Residential respite also provides 
service users with an opportunity to have a “holiday away from their 
carers” and experience a different setting.  
 
Enjoyable for service users. Residential respite was thought of as 
an enjoyable experience for service users. One carer described how 
their son “wants to know when he’s going again” immediately after 
returning home, whilst another service user starts packing as soon 
as she realises she is due to go to residential respite.  
 
A chance to socialise. Residential respite was thought of as “quite 
a social thing as well” , enabling service users to “mix with other 
people”. Carers often try and arrange residential respite at times  
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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 
 
A postal survey was the main data 
collection tool for assessing carers’ 
awareness of respite services in Leeds, 
the appeal of non-residential respite and 
the barriers to non-residential respite. 
This approach enabled a large number of 
carers to add their ‘voice’ to the project 
and provided an overarching perspective 
of carer’s understanding and perception 
of respite in Leeds. The questionnaire 
was deliberately kept short to aid 
response rates.  
127 completed surveys were returned. 
 
Semi-structured interviews were used to 
illuminate the ‘lived experience’ of the 
barriers to non-residential respite, 
providing more in-depth and rich data 
from individuals involved in respite to 
complement the overarching picture 
provided by the survey. Interviewees 
were asked about their understanding 
and experience of barriers to non-
residential respite, and how respite could 
be improved. 
 
 
 
 
 
 
 
 

 
Activities. Residential respite includes a chance for service users to 
do activities they otherwise would not. 
 
Learn skills and take risks. Whilst service users can be 
“overprotected” in their family environment, residential respite allows 
service users to take risks and try new things.  
 
Gain independence. Residential respite challenges service users to 
adapt to being around other people in a new social and domestic 
environment. Crucially, it gives service users a “taste of supported 
living”, which was particularly important to carers concerned about 
planning for the future when they are no longer able to continue in 
their caring role.    
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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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
What will change as a result? 
 
The LD commissioning lead for the CCG is still working with the 
research team and the CCG comms and engagement lead to 
explore the results and finalise the conclusions of the research. Once 
completed, the CCG will undertake a review of any potential 
mitigation measures which may be possible to implement in order to 
increase the appeal of non-residential respite services for service 
users and their carers in Leeds.  
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Summary Report 
Meeting: Board Date: 30 September 2015 
Agenda Item: 296/2015 
Report Title: An overview of the CCG’s revised Communications & 

Engagement Strategy 
Prepared by: Stuart Barnes 
Executive Lead: Liane Langdon 
Presented by: Liane Langdon 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment X 
Strategic Objectives (tick all that apply 
1. 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. 

x 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
 
Further to agreement by the board of the proposed changes to the communications and engagement 
infrastructure of the CCG at the July meeting, the PPI working group has convened to progress the 
development of the Communications and Engagement Strategy.  The draft strategy is presented by 
the PPI working group for discussion by the board. 
 
Assurance Framework 
Patient Assurance Group (PAG) and Board 
Next Steps 
 
The work plans associated with delivery of this strategy are now in development in line with the 
refresh of the Clear and Credible Plan which follows the refresh of the organizational objectives, and 
will form part of the presentation of the plan to the next board. 
 
As the strategy represents a significantly reformed approach to communications and engagement 
the strategy will be subject to early challenge and review by the PPI working group (March 2016) to 
ensure that the strategy withstands the test of implementation. 
 
Corporate Impact Assessment 
Regulatory Implications   This strategy pertains to a statutory responsibility of the CCG 
Financial Implications  
Legal Implications  
Workforce Implications  
Equality Impact Assessment  
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Introduction 
 
This strategy represents the approach and intent of the CCG in undertaking communications and 
engagement activities to serve the achievement of the CCG objectives.  As such it speaks to the 
approach of the whole organization, and not specifically to the work plan of the communications 
and engagement team, though they are of course key to support to and delivery of the strategy 
throughout the organization. 
 
A summary paper and a draft copy of the Communication & Engagement strategy were brought to 
the July board meeting for consideration and comment by board members.  
 
Since July, there have been two meetings of a new PPI Working group which have been used to 
gather comments and amends to the strategy and to review an amended version.  
 
A revised version of the strategy has now been drafted which reflects the developments requested 
at the PPI Working Group. A copy of the strategy and a summary are provided here for 
consideration 

 
 
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 revised strategy is aligned more closely to the CCGs new strategic objectives and 
concentrates less on the strategic aims of the communications and engagement team, focusing 
instead on the communications and engagement objectives of the CCG. 

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

• Budget, resources, benchmarking  
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• Equality & Diversity (This is currently delivered by the CSU) 
• Safeguarding 
• Information Governance / Informatics city wide programmes (IG communications and 

engagement on major projects is currently delivered by the CSU) 
 

 
Executive Summary of Strategy 
 
The CCGs aspiration is established in its mission statement and the objectives of the organisation. 
In support of these objectives, the CCG’s communications and engagement function will work to 
ensure two key principles: 
 

• meaningful involvement of the community we serve in the shared delivery of our CCG 
strategy; 

• effective corporate communications. 

Effective support in delivery of the CCG’s objectives, will require an approach wherein CCG  
colleagues show a collective commitment to, and shared responsibility for, the principles of 
meaningful involvement and, to a lesser extent, effective corporate communications. The CCG will 
ensure a planned approach to ‘embedding’ communications and engagement planning and activity 
within all parts of the organisation. 
 
This embedded approach to communication and engagement, whereby all of the CCG’s 
commissioning teams embrace responsibility for elements of Patient and Public Involvement will 
lead to more and higher quality PPI and improved commissioning based on need. 
 

What are we good at? 
Leeds North CCG enjoys strong relationships with partner organisations including 
clinicians, providers, local authority partners and the third sector. We have a strong 
commitment to innovation in many areas, in particular in relation to informatics and the use 
of data.  
 
Our links with the third sector and other partners allows for a great deal of patient and 
public involvement and the numbers of people participating in both quantitative and 
qualitative research and engagement is testament to the ability the CCG has to reach large 
numbers of people when discussing commissioned services.  

 
Where are there areas for improvement? 
 
There are some excellent examples of PPI having been undertaken at the CCG. Equally, 
there are some areas of commissioning which have not benefited as fully from the views of 
patients and the public.  
 
Similarly, there are examples of PPI having been undertaken but where the link between 
the learning from this PPI and any effect on commissioning outcomes is difficult to 
establish, or has not been communicated fully.  
 
The CCG currently lacks the mechanisms for an entirely holistic consideration of all PPI 
intelligence which would enable us to consider experience of the integrated health and care 
system in the whole rather than isolated parts of the two systems from a narrow perspective 
of the organisation commissioning services.  
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What do we plan to do about the areas identified for improvement? 
 
The CCG will use various methods to ensure that its PPI activity is inclusive and has built 
upon the Joint Strategic Needs Assessment data to enable us to understand and meet the 
needs of our population. These will include delivery of a revised range of PPI groups and 
tools.  
 
In the case of significant service changes, Communications, Engagement, Equality and 
Diversity (CEED) plans will set out the way in which the CCG will seek to understand the 
needs of the population in relation to a given area of commissioned health services. 
 
The CCG will use the criteria established between the Leeds NHS organisations and Leeds 
City Council’s Adult Social Care, Public Health and NHS Scrutiny Committee to determine 
those engagement pieces which require a CEED plan and formal engagement / 
consultation rather than just ongoing informal involvement.  
 
The various channels for engagement and communication will be considered and utilized 
by the CCG when developing CEED plans. 
 
The CCG will deliver CEED plans across all commissioned activity and will use these to 
enhance the understanding that already stems from the city’s JSNA. The CCG will use this 
learning to drive continued improvement in commissioned services and will deliver services 
which increasingly reflect those that our population needs. 
 
The CCG will establish a Patient and Public Involvement working group. This will provide a 
forum that will enable the CCG to best utilise the output of the various sources, including 
informatics developments across the city, to help us achieve greatest benefit from the 
breadth of PPI information available. This will mean that patient experience is considered 
more fully and that commissioning becomes increasingly needs driven. 

 
How will we know if we have done it? 
 
The CCG will provide robust evidence of the impact that patient and public engagement 
has had on shaping commissioned services.  
In its simplest form this will be expressed as a ‘You said, we did’ account of the way in 
which patients and the public have helped to shape services. Each CEED plan will be 
followed by an engagement report which will contain this detail. The collective summary of 
evidence will also be provided in various forms as part of other documents published by the 
CCG on an annual basis, including its Annual Report, its Annual Review, and its Annual 
Statement of Involvement. 
 
Other evidence of success will include increasing levels of public and patient participation in 
the CCG’s engagement activity, including participation from people in protected 
characteristic groups and other ‘hard to reach’ or ‘seldom heard’ groups including those 
from deprived or communities. 
 
The CCG will also be able to demonstrate, through the work of the newly formed PPI 
working Group, that it has better understood the needs of the public not just for new 
services, but in relation to commissioned services at all stages of their commissioning 
cycle. This will be achieved through the monitoring, reporting and then acting on the 
intelligence and feedback from patients using existing services.   
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Summary Report 
Meeting: Board  Date: 30 September 2015  
Agenda Item: 297/2015 
Report Title: Planning process for 2016/17 
Prepared by: Rob Goodyear, Deputy Director of Commissioning 
Executive Lead: Liane Langdon, Director of Strategy and Commissioning 
Presented by: Liane Langdon, Director of Strategy and Commissioning 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment √ 
Strategic Objectives (tick all that apply 
1. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
Citywide planning cycle 
 
The planning and performance team undertook a ‘lessons learnt’ exercise in relation to the 
annual citywide planning cycle from last year. The attached paper was drafted following on 
from that exercise and outlines some clear steps which could take place to form an 
efficient and cohesive planning process. 
 
This paper is intended to be used as a reference for all citywide staff and stakeholders 
involved in the planning process in 2016/17.  It refers only to citywide planning processes, 
as each CCG will then proceed individually with local approaches. 
 
Definitions and timelines for the various steps are provided, in addition to guidance relating 
to appropriate methods of public engagement for this process.  
 
The paper, process and timeline have been agreed by all three CCGs and the planning 
cycle started in August. 
 
 
Local Commissioning Intentions 
 
Given the timeline outlined in the planning cycle paper and the feedback received from last 
year’s iteration, it is important that the CCG sets out a very clear timeline which allows for 
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all stakeholders to be consulted on their ideas for local commissioning intentions. The 
timeline also needs to allow time for public consultation and prioritization. The attached 
slide gives an overarching view of what this timeline looks like for Leeds North with some 
of the key milestones that will need to be achieved before the end of December. 
 
 
Key Recommendations 
The Board is asked to: 
 

a) Note the planning process for 2016/17 and the progress and timeline for 
commissioning intentions. 
 

Assurance Framework 
All 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications Yes 
Financial implications Yes 
Legal implications Yes 
Workforce implications  
Equality impact assessment  
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THE 3 LEEDS CCGs - CITYWIDE PLANNING PROCESS 2016/17 

Introduction 

Leeds CCGs are required to re-assess their commissioning priorities on a yearly basis and 
allocate funds appropriately in accordance with national and local healthcare needs.  This 
must be done in accordance with NHS England (NHSE) guidance and follow the yearly 
planning cycle.  Given the complex nature of the commissioning process and the importance 
of standardisation and fairness between CCGs a clear process for collection and approval of 
these commissioning plans is required.  The process for the citywide planning process 
2016/17 is explained in this report.  It is anticipated that, whilst the 2015/16 planning round 
was focused on one year only, national requirements for the 2016/17 planning round will be 
for at least 2 year plans. 

Planning Process: 
 
1.0 Baselines: Financial Information Collection (Early September) 

 
1.1  Data Review Meetings (Early September) 

 
Data review meetings will take place during early September for each of the three core 
contracts.  The meetings will be coordinated by the lead CCG for each of the core 
contracts, and representatives from the other CCGs and providers will be invited.  The 
purpose of the meetings will be to bring together commissioning, finance and activity 
for a discussion about variation to plan based on Q1 data, and likely effect on year end 
position.  This will then feed into baseline setting described in 1.2 below. 

 
1.2 Baseline setting (Early September):  

 
The agreement of projected level of services and likely year end costs (recurrent 
projected outturn at Month X) are required to inform a starting position from which we 
will plan for future years. These will be estimated at this point in the year, based on 
the Q1 position, and may change later in the process.  A formal review will be 
conducted to re-assess the position.  Contracting and finance undertake an 
assessment, supported by business intelligence, liaising with provider colleagues on 
capacity plans and agree baselines based on current activity projections. 
 
  

2.0 Cost pressures, risks, commissioning plans and disinvestments (September): 
 
Baselines based on Q1 position (1.2 above) will be shared with commissioning leads 
in early September, along with a request for commissioning leads and Medicines 
Optimisation leads to complete the following stages of the planning process.  It is 
advised that Medicines Optimisation leads work with commissioning leads to ensure 
that no double counting takes places across services.  Leads will be requested to 
complete their proformas during September.  It is suggested that PMG meetings in 
September could be devoted to agreeing what they are feeding into the planning 
process. 
 

2.1  Cost Pressures and existing Pre-Commitments (by end September) 
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Using the information available about baselines (from 1.2 above), lead commissioners 
will need to meet with providers to agree pressures and likely changes for the 
following year.  The absolute unavoidable costs for the city will need to be 
determined.  These can be categorised as:  

• The impact of increased in year demand (if over and above plan – based on 
recurrent outturn)  

• The impact of demographic change; costs associated with new policy 
changes; increases in the cost of prescribing  

• NICE treatment guidelines (but not recommendations which are optional)  
• Full year effects of any existing plans 
• Continuation of non-recurrent funding to allow transfer of services or while 

awaiting outcome of a review e.g. extension of Alcohol and Drugs Service 
(ADS) as new service does not operate until July. 

 
There should be a clear distinction here between ‘like to do’ and ‘must do’ service 
changes.  For example, when considering NICE Guidance, only those which 
absolutely must be done should be included here.  All other guidance should be 
submitted as commissioning intentions (see 2.4). 

 
Cost pressures should be collected using the proforma provided (Appendix 1) giving 
a brief but thorough explanation of the service and the reasoning for the unavoidable 
nature of the costs.  This should be completed by commissioning leads and 
categorised as ‘cost pressures’.  It is vital that the language used in this proforma is 
clear and concise.  A clear distinction must be made between recurrent and non-
recurrent cost pressures.  All cost pressures must have amounts attached to them. 
 
Any funding that has been pre-committed to support agreed citywide initiatives 
should be submitted through the same proforma (Appendix 1), again with 
explanations as to the nature of the commitment.  This should be completed by 
commissioning leads and should be categorised as ‘pre-commitments’.  Again, a 
clear distinction must be made between recurrent and non-recurrent pre-
commitments. 
 
These should be presented at relevant PMG meetings throughout the year to ensure 
agreement by this point.  PMGs will need to be aware of this requirement when 
setting agendas. 
 

2.2  Risks (by end September)  
 
Commissioning leads should also identify any financial risks that may result in the 
need for reserves to be held against future budget allocations.  These should be 
gathered using the proforma provided. These should be presented at relevant PMG 
meetings throughout the year to ensure agreement by this point. 

 
2.3  Disinvestment plans/QIPP (by end September) 

 
Planning isn’t just about investment; identification of any recurrent/non recurrent 
opportunities to make savings must take place, in order to ensure funding is available 
for the pressures identified above.  Again, these should be collected using the 
proforma provided, and presented at relevant PMG meetings throughout the year to 
ensure agreement by this point. 

 
2.4 Commissioning Intentions (by end September)  
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Any new services or initiatives to be implemented and commissioned in the next 
financial year should be submitted through the proforma.  These can include the 
commissioning of a new service, a change to an existing service or the procurement 
of a service after a successful pilot.  This does not commit to any funding, but rather 
allows for awareness and prioritisation later in the process.  Commissioning intentions 
should be collected throughout the year, as new initiatives are put forward, to be 
gathered together at this point.  These will be produced through relevant PMG 
meetings throughout the year to ensure agreement by this point.  They will include 
planned procurements and service development priorities based on the intelligence 
passing through members/clinical leads/commissioners up through the PMGs.   
 
Lead commissioners will be responsible for ensuring that PMG agendas include 
requirement to agree commissioning intentions/ service developments.  PMG 
members need to be made aware that this is the opportunity to agree service 
developments.  It is suggested that a whole meeting of each PMG could be devoted 
to agreeing cost pressures/commissioning intentions/service developments in 
September to feed into citywide discussions in October and beyond (see section 3 
below).  
 
Each CCG will also develop local commissioning intentions throughout the year as 
part of the local planning process. 

 
2.5 Service changes (by end September) 

 
Where external factors affect existing services (e.g. NICE guidance, changes to 
coding, tariff changes etc.) close consideration should be given regarding their 
categorisation.  These are likely to fall into either Risks or Commissioning Intentions.  
Only those where clear costing is available and known to be unavoidable rather than 
‘preferable to do’ should be placed into cost pressures. 
 
Completion of the proforma should be thorough and written in clear, plain 
English, avoiding jargon or acronyms and with an appropriate description of 
the service/proposal.  It should be appropriate for use in public/clinical 
engagement to reduce replication of information.  
 

3.0  Coordination / challenge of plans 
 

3.1  Co-ordination/Challenge Meetings (September/Early October):  
 

• During September, Directors of Commissioning will scrutinise and challenge 
emerging cost pressures, pre-commitments, QIPP, commissioning intentions 
and risks being developed by their own hosted teams through 1:1 meetings 
with their lead commissioners.  This will provide an opportunity to remind lead 
commissioners not to over-estimate the financial impact of cost pressures 
and/or risks. 

 
• Individual meetings should then take place in early October at each CCG 

between the relevant Director of Commissioning (DoC) and Deputy Chief 
Finance Officer (CFO).  At this point, proformas can be approved, rejected or 
re-categorised, ensuring standardisation of the planning process across each 
CCG.  It is therefore vital that the proformas are completed clearly and 
concisely, providing all relevant information.  Any proposals put forward as 
cost pressures can be moved to commissioning intentions, risks or QIPP if 
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deemed appropriate by the Deputy CFO and DoC.  It is recommended that 
the relevant planning, finance and own CCG leads are available for this 
meeting.  This will allow challenge to be made at the time and any changes to 
be communicated immediately.  

 
• Following scrutiny and challenge by each CCG of its own hosted 

commissioning teams, there will be a citywide meeting of Directors of 
Commissioning, Deputy CFOs and Planning leads from all three CCGs to 
enable challenge across CCGs.  Lead commissioners will not be invited to 
this meeting. 

 
The process described for scrutiny/challenge of cost pressures and risks will include 
meetings with the Transformation Programme Director hosted by LSE CCG to ensure 
that there is a connection between citywide transformation and collaborative 
commissioning teams.  
 
Plans recommended for approval will need to be inputted into the standard citywide 
cost pressures template by the Planning Implementation Group (PIG). 
 

3.2  Citywide Planning Meeting (End October):  
 
A special meeting of the 3CCG Planning Implementation Group (PIG) should take 
place in October, devoted to discussion and challenge of proposed citywide plans. 
Collaborative commissioning leads and Medicines Optimisation leads will join the 
usual PIG membership for this meeting.  Leads for Transformation and the BCF 
should also attend. Commissioning leads will be given the opportunity to present their 
service plans, and any cross referencing/duplication between different commissioning 
teams and/or medicines optimisation can be identified  Follow up meetings may be 
held to address any remaining issues or queries.  
 
Papers for the special PIG meeting will be circulated and meetings arranged by PIG, 
with an opportunity for queries or additional data gathering to take place prior to the 
meeting.  Answers to any queries will be, however, addressed at the special PIG 
meeting itself.  Please see Appendix 3 for details. 
 

3.3 Non-recurrent evaluation (October) 
 
A formal evaluation of the current non-recurrent schemes should take place.  Decision 
should be made as to whether these schemes then require funding further and if so 
will this be recurrent funding.  Once these decisions have been made these cost 
pressures/commissioning intentions should be added to the template containing all 
other citywide proposals. 

 
By the end of this stage (November), a finalised template listing agreed 
proposed CPs, CIs, Risks and disinvestments should be available for 
prioritisation. 

 
 
4.0   Contract Baseline (Early December) 

 
4.1 Chief Finance Officers and Deputy CFOs will meet to agree contract baselines, using 

the intelligence from the preceding stages of the planning process. Information about 
cost pressures, pre-commitments, risks and proposed developments will feed into a 
discussion about contract envelopes for the three main contracts.  Principled 
agreements will also be required for smaller contracts. 
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Agreement is needed on where this discussion takes place.  In order to achieve links 
with Transformation Programme and BCF it may be appropriate for the 
discussion/agreement to be via an established decision making group.  Current 
review (June 2015) of citywide governance should help to define most appropriate 
place for this discussion to take place. 
 
 

4.2 Recommendations from the meeting held under stage 4.1 about cost pressures, risks 
and what is affordable will be presented to the CCG Network in January.  It is 
anticipated that by then the Planning Guidance for 2016/17 will have been published 
by NHSE and therefore any national priorities and requirements can be taken into 
account in agreeing contract envelopes at this meeting.  Alongside this, the paper to 
CCG Network will include an indication of emerging recurrent and non-recurrent 
commissioning intentions. 

 
5.0 Engagement (November)  
 

Engagement, both public and clinical, is an important element of the planning cycle 
and as such, should be incorporated into the annual timeline.  

 
Engagement currently takes place across the city throughout the year, particularly in 
relation to large-scale service changes.  There will need to be some method of 
engaging with the public and member practices across the three CCGs due to the 
citywide nature of these changes.  The details of this engagement will be dependent 
upon the work done throughout the year at individual CCG level.  It is suggested that 
more formal methods of sharing this data between the three CCGs is introduced to 
ensure that Leeds as a city is fully informed and engaged when making citywide 
commissioning decisions.   

 
Each CCG currently has individual methods of conducting this engagement and it is 
vital that any successful work already being done is continued and incorporated into 
this process.  Any data sent to the public or clinical colleagues for feedback should 
be done so with a significant lead time to allow appropriate time for understanding.  
Information should also be written in plain English, avoiding jargon and acronyms to 
ensure understanding outside of the organisation.  Measures referenced previously 
in relation to this should allow language to be taken directly from the proforma. 

 
Consideration will need to be given to how this citywide process fits within local 
engagement processes. 

 
 
6.0 Planning Guidance and Financial Allocation (December)  

 
The NHS Planning Guidance and Financial Allocations have historically been 
published in late December.  This guidance provides detail relating to national 
priorities and a framework for development of CCG operational plans.   CCGs will 
need to reassess developing plans in light of the planning guidance which may 
require investment in new national priorities.  At this stage financial assumptions will 
need to be revisited once resource allocations, tariff deflator and other financial 
assumptions are clarified.  This planning guidance usually requires Health and 
Wellbeing Boards to sign off CCG plans. 
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Quality premiums guidance is also likely to be released at this time.  The Quality 
Premium is intended to reward CCGs for improvements in the quality of the services 
that they commission and for associated improvements in health outcomes and 
reductions in inequalities in access and in health outcomes.  Quality premium 
payments may be used to improve quality of care or health outcomes and/or reduce 
health inequalities. 
 

6.1 Contract Baseline Review (Early January) 
 
A review of the financial assumptions upon which citywide plans were made will be 
completed, taking into account further data and the new financial allocation 
information.  Any significant changes should be discussed with commissioning leads 
and reassessed by DoCs and CFOs across the city.  This meeting is a continuation 
and review of the meeting referenced in 4.1 and is included to clarify the city’s 
position. 
 

7.0  CCG Network Prioritisation and Sign-off (January/February) 
 

Network sign off will take place across two meetings: 
 
January Network meeting: As described in Stage 4.2 above, the CCG Network will 
receive a paper about cost pressures, risks and what is affordable.  It is anticipated 
that by then the Planning Guidance for 2016/17 will have been published by NHSE 
and therefore any national priorities and requirements can be taken into account in 
agreeing contract envelopes at this meeting.  Alongside this, the paper to CCG 
Network will include an indication of emerging recurrent and non-recurrent 
commissioning intentions. 
 
February Network meeting: A more detailed paper presenting proposed recurrent and 
non-recurrent citywide commissioning intentions will go to the CCG Network in 
February. 

 
Each paper should be circulated to PIG prior to network to allow opportunity for 
comments and clarification, as this is a citywide process. 
 
Approved non-recurrent commissioning intentions (those previously running and 
successfully evaluated) from meeting 1 should be added  to the list of new recurrent 
commissioning intentions.  These can then be considered together in meeting 2 to 
ensure equal prioritisation and fair comparison. 

 

8.0  CCG Governing Body Sign Off (March) 

Each CCG will be required to take Operational and Financial plans through their 
relevant governance structures.   
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Citywide/Local 

Title  
 
 
 
 

Brief Description  
 
 
 
 

Costs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

•Nb value should be stated as impact over and above 15/16 agreed plan rather than 15/16 outturn, this 
is important to ensure full year effect of any recurrent 2015/16 pressures are captured 
 

Categorisation 

•Pre-commitment/Cost Pressure/Commissioning Intention/QIPP/Risk 
 
 
 
 
 
 
 
 
 
 
 

Explanation of unavoidable costs (if applicable - must be completed if completing for Cost Pressure) 

 
 
 
 
 
 
 
 

Additional Comments  
•E.g. governance route, supporting business case etc. 

 
 
 
 
 
 
 
 
 
 
 
 

How are additional costs funded? 
 

•BCF/Transformation/Citywide funding/Local funding 
 
 
 

 

Appendix 1:  Proforma   

Citywide Planning Proforma 2016/17 

 

 

 

 

 

 

 

 

Full year cost £k 16/17 part year cost if applicable £k 
 
 
 

Recurrent/non recurrent (delete as 
appropriate) 

If non-recurrent on what basis and for how long? 
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It is reminded that jargon and acronyms should be avoided in the completion of this document. 

 

 

 

 

 

 

 

  

Final Categorisation:      Date ……………………….. 

Approved by:   

………………………………………………………………  ……………………………………………………..  

……………………………………………………………….  …………………………………………………….. 

Glossary: 

Pre-commitments: Funding which has been 
pre-committed for agreed citywide initiatives. 

Cost pressures: Absolute unavoidable costs for 
the service.  

Commissioning Intentions: Newly proposed 
initiatives/services or changes to existing 
services which would require funding. 

Risks:  Financial risks that may result in the 
need for reserves to be held against future 
budget allocations 

QIPP: Plans for disinvestment within a citywide 
service. 
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Appendix 2: Planning Cycle Timeline 2016/17   

 

 

 

 

September 

•Baselines to be set for projected activity and finance ( para 1.1) 
•CP, CI, Risk and QIPP proformas to be produced and collected by end September 

(2.6-2.6) 
•Lead commissioners to consider devoting September PMGs to this 

October 

•Scrutiny/challenge of proformas to take place early October (3.1) 
•Approved CIs, CPs, Risks and QIPP to be collated on the standard template (3.3) 
•Planning meeting to discuss plans end October (3.2) 
•Non recurrent evaluation (3.3) 

November 

•Public engagement (5.0)  
•Feedback/prioritisation collated. 

December 

•Planning guidance released and appropriate adjustments made to plans (6.0) 
•Cost pressures paper written and dispersed for comments (7.0) 

January 

•Contract baselines reviewed (6.1) 
•First network meeting - cost pressures discussed and approved (7.0) 
•Clinical engagement (5.0) 
•Feedback collated. 
•Recurrent CI and Non-recurrent CI paper written and dispersed for comments (7.0) 

February 

•Final network meeting to agree CI (recurrent and non-recurrent) (7.0) 
•Local/citywide budgets decided 
•Contract negotiations to take place, including any changes to tariff 

March 

•Contracts to be signed. 
•Governance sign off (8.0). 

• 
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Appendix 3: Example Agenda for Citywide Planning Meeting 

 

 

  Commissioning/Finance Lead to 
present 

09.30 – 09.40 Introductions and apologies  
09.40 – 10.00 Overview of planning process  
10.00 – 10.40 Mental Health  
10.40 – 11.20 Urgent Care  
11.20 – 11.30 Break  
11.30 – 12.10 Acute Care  
12.10 – 12.50 Children’s  
12.50 – 1.20 Lunch  
1.20 – 2.00 Community  
2.00 – 2.40 Primary Care  
2.40 – 3.20 Transformation  
3.20 – 3.30 Break  
3.30 – 4.10 BCF  
4.10 – 4.50 Informatics  
4.50 – 5.00 Next steps and close  
 

• The intention of this meeting is to allow for citywide challenge in relation to costing 
and intentions set out on the citywide planning template.  Prior to this meeting 
proformas will have been authorised independently by the relevant CFO and DOC 
and collated on the citywide standard template by the PIG. 
 

• A commissioning lead or representative must be present from each team (as well as 
any relevant finance leads) to present their proposals and respond to any challenge 
that is raised.  By this point any obvious issues in relation to costing etc. are likely to 
have addressed by the CFO and DoC , however, further explanation of justification 
may be required. 
 
 

• Commissioning leads should be present for the whole day to ensure that information 
is shared and prevent any potential miscommunication or double counting. 
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Summary Report 
Meeting: Board Date: 30/9/2015 
Agenda Item: 299/2015 
Report Title: Finance and contract update 
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. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

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 31st August 
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 
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performance against key financial duties. 
 
Assurance Framework 
 
Board Assurance Framework risk 7: Financial stability & sustainability. 
 
 
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  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
Page 3 of 12 

 

 
 
 
 
 
 
FINANCIAL PERFORMANCE AS AT 31 August 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 31 August 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 
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The CCG will manage any financial risks in year through the utilisation of commissioning and 
contingency reserves. 2015/16 will be particularly challenging with the following risks identified 
as: 

• Co-commissioning of primary care and specialist services. 
• Better Care Fund & Transformation. 
• Provider sustainability. 
• Procurement of Commissioning Support Services. 

1.4  2015/16 Summary Financial Position as at 31 August 2015. 
 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 
Initial 15/16 Resource Baseline 234,824     
Growth 4,462     
Sub Total - 15/16 Revenue Allocation 239,286    
Running Cost Allowance 4,358     
Better Care Fund Transfer from NHSE 4,156   
Sub Total - Initial Resource Limit 247,800     
Allocations received in year  849  
Return of 14/15 Surplus   5,960   
Total – Revenue Resource Allocation 247,800 6,809 254,609 

 
 

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 44,214 44,214 (-0) 106,114 106,097 (-17) 
Acute Services – Non NHS 3,068 3,068 (-0) 7,364 7,663 299 
Urgent Care 5,112 5,112 0 12,268 12,268 0 
Mental Health & Learning 
Disabilities 12,988 12,826 (-162) 30,326 30,300 (-26) 
Community & Other Services 14,311 14,311 0 34,347 34,347 0 
Continuing Care 5,183 5,183 0 12,439 12,303 (-136) 
Transformation 2,077 1,265 (-812) 3,846 3,846 0 
Total – Purchase of Healthcare 86,954 85,980 (-974) 206,704 206,824 120 
              
Prescribing 13,346 13,411 65 32,031 32,031 0 
              
Primary Care 1,254 1,230 (-24) 3,010 3,010 0  
              
Running Costs 1,816 1,816 0 4,358 4,238 (-120) 
              
Reserves:             
Planned Surplus 0 0 0 5,710 0 (-5,710) 
Earmarked reserves (-178) 0 178 910 910 0 
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Contingency & Other Reserves (-755) 0 755 1,887 1,887 0 
Total – Reserves (-934) 0 934 8,507 2,797 (-5,710) 
              
Total – Net Operating Costs 102,436 102,436 (-0) 254,609 248,899 (-5,710) 

 
 
 
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 
Funding for Eating Disorders received from NHSE  103 
Mental Health PD Allocation received from NHSE  200 
IAPT Funding received from NHSE  9 
Total – In-year Allocation Adjustments  849 

 
In month 5 an additional allocation of £9k was transferred from NHS England for IAPT. 
 
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 34,669 34,634 (-35) 83,205 83,205 0 
Harrogate & District 8,083 7,977 (-106) 19,400 19,400 0 
York Hospitals 656 653 (-3) 1,574 1,604 30 
Bradford Teaching Hospitals 286 291 5 686 590 (-96) 
Mid Yorkshire Hospitals 178 179 1 428 460 32 
Airedale 96 104 8 230 300 70 
Other NHS Trusts 64 193 129 153 100 (-53) 
Commissioning Reserve 182 182 0 438 438 0 
Total – Acute NHS 44,214 44,214 (-0) 106,114 106,097 (-17) 

 
The Leeds Teaching Hospital NHS Trust (LTHT) contract has a citywide floor of £348m and a ceiling 
of £357m has been agreed which reduces the risk involved with a 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.  
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The above tale summaries the LTHT trading position for Month 4. Critical care is over spending due 
to long stay patients. This is being investigated by the lead commissioner. 
The outpatient procedures that are currently over trading are Urology, Ophthalmology and 
Cardiology.  
 
LTHT have signalled that there has been an increase in cancer referrals in line with NICE guidance 
the Macmillan tool and the cancer strategy. As a result a further 10% growth in activity is expected 
in 2016/17. 
Obesity surgery will transfer from NHSE to CCGs in 2016. This could potentially cause a cost 
pressure of approx. £900k due to insufficient funding.  CCGs can review the current policy for 
eligibility but this would not have an impact until 2017.  
High cost drugs are currently increasing by 10% every year and if this continues £2.4m will be 
required citywide to cover growth next year. 
 
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 £18.6m. HDFT operate on a live PBR contract and due to this fluctuations from 
plan are to be expected. £800k was added from the commissioning reserve to the Harrogate 
budget increasing it to £19.4m. 
 

 
 

POD POD Desc
 Activity 
Plan 

 Activity 
Actual 

 Activity 
Variance 

 Activity 
Variance %  Price Plan 

 Price 
Actual 

 Price 
Variance 

 Price 
Variance % 

AandE Accident and Emergency 14,736 14,002 (734) (5%) £1,497,475 £1,473,702 (£23,773) (2%)
CCA Critical Care - Adult 511 702 191 37% £470,734 £664,013 £193,279 41%
DC Day Cases 4,164 3,800 (364) (9%) £2,807,651 £2,905,401 £97,750 3%
DRUGS Non-Tariff Drugs 0 0 0 0% £1,892,608 £1,860,524 (£32,084) (2%)
DA Direct Access 183,261 184,129 868 0% £1,127,144 £1,102,907 (£24,237) (2%)
EL Elective 1,078 1,004 (74) (7%) £2,460,444 £2,456,016 (£4,428) (0%)
MAT Maternity Pathway 1,621 1,832 211 13% £1,521,542 £1,305,351 (£216,191) (14%)
NEL Non-Elective 8,521 8,527 6 0% £8,519,064 £8,427,202 (£91,861) (1%)
OPFA Outpatient FA 12,213 11,517 (696) (6%) £1,639,556 £1,429,448 (£210,108) (13%)
OPFUP Outpatient FUP 26,281 26,285 4 0% £2,051,018 £2,059,210 £8,193 0%
OPPROC Outpatient Procedures 2,747 6,418 3,671 134% £522,742 £1,175,831 £653,088 125%
Other Other 28,942 30,733 1,791 6% £3,279,183 £2,812,041 (£467,142) (14%)
Grand Total 284,075 288,949 4,874 2% £27,789,161 £27,671,646 (£117,515) (0%)

POD POD Desc
 Activity 
Actual 14.15 

 Activity 
Plan 

 Activity 
Actual 

 Activity 
Variance 

 Activity 
Variance %  Price Plan 

 Price 
Actual 

 Price 
Variance 

 Price 
Variance % 

AandE Accident and Emergency 2,622 2,561 2,695 134 5% £282,764 £295,716 £12,952 5%
CCA Critical Care - Adult 167 201 101 (100) (50%) £153,798 £129,443 (£24,355) (16%)
DC Day Cases 1,155 1,229 1,484 255 21% £871,015 £989,695 £118,680 14%
DRUGS Non-Tariff Drugs £244,624 £275,439 £30,814 13%
DA Direct Access 1,926 1,995 1,883 (112) (6%) £292,626 £336,616 £43,990 15%
EL Elective 217 214 228 14 7% £691,004 £752,919 £61,915 9%
MAT Maternity Pathway 339 302 272 (30) (10%) £322,727 £261,358 (£61,369) (19%)
NEL Non-Elective 890 872 936 64 7% £1,204,292 £1,358,988 £154,695 13%
OPFA Outpatient FA 3,471 3,491 3,678 187 5% £506,595 £545,200 £38,605 8%
OPFUP Outpatient FUP 7,435 7,373 7,532 159 2% £599,728 £638,720 £38,992 7%
OPPROC Outpatient Procedures 1,220 1,271 1,463 192 15% £219,307 £235,461 £16,154 7%
Other Other 5,891 4,948 5,553 605 12% £744,453 £880,362 £135,909 18%
Grand Total 25,333 24,457 25,825 1,368 6% £6,132,934 £6,699,916 £566,982 9%
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The table above is from the HDFT month 4 trading report; the over trade currently shown is due to 
the phasing of the plan as the first quarter of the year is usually a lot lower than it has been. Over-
trades are mainly within Day case, Non Elective and Pathology. Endoscopy procedures have 
caused an over-trade in Elective, although growth was expected and planned for actual activity 
has been over expectations. The Pathology prices have been increased by HARD and this is 
currently being challenged to ensure 6 months of notice was given in line with PBR rules. Further 
challenges have been made in respect of mental health length of stay charges and incorrect 
charges for Paediatric HDU which is an NHSE responsibility. 
Due to the nature of the LTHT contract and the Harrogate contract this causes a significant 
pressure to the CCG. A live contract with LTHT in 2016/17 would avoid duplicate payments. 
 
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 625 508 (-117) 1,500 1,229 (-271) 
Spire 1,145 1,186 41 2,748 2,822 74 
Other Private Providers 881 966 85 2,115 2,380 265 
GPSIs & AQPs 417 409 (-8) 1,001 1,232 231 
Total – Acute Non NHS 3,068 3,068 (-0) 7,364 7,663 299 

 
The budget for Non NHS Acute Services has been increased to account for the increase in 
Neurological Rehab for Continuing Care (NRCC) patients. This is the main cause for the over-spend, 
as each individual case can cost over £100k. Also an increase in Any Qualified Providers (AQPs) 
such as the “Hearing Care” AQP increases capacity and causes cost pressures in the system.  
 
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 9,524 9,361 (-164) 21,983 21,957 (-26) 
Bradford District Care Trust 13 13 0 32 32 0 
Tees, Esk & Wear Valley 453 453 0 1,086 1,036 (-50) 
Voluntary Sector Organisations 428 429 1 1,050 1,050 (-0) 
Psychological Therapies (IAPT) 111 111 0 272 272 0 
Learning Difficulties 2,234 2,234 0 5,361 5,411 50 
MH Service Developments 107 107 0 256 256 0 
Collaborative Fees 38 38 0 91 91 0 
MH Non Contracted Activity 43 43 0 102 102 0 
MH PSD/Other 13 13 0 31 31 0 
Specialist Services (Elective Panel) 26 26 0 61 61 0 
Total – MH/LD 12,988 12,826 (-162) 30,326 30,300 (-26) 
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All the 2015/16 Mental Health contracts have been signed. 2015/16 Development funding for 
Leeds and York Partnerships Foundation Trust (LYPFT) was agreed as part of the contract. The 
current underspend of £26k is due to a failure of Quarter 1’s CQUIN and the penalty being 
imposed. 
The Tees and Esk & Wear Valley underspend is due to the annual budget having been set to the 
contract ceiling which may not be achieved. 
 
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 2,794 2,794 0 6,705 6,705 0 
Patient Transport Services 504 504 0 1,210 1,210 0 
Urgent Care – 111 197 197 0 470 470 0 
Urgent Care – OOH/MIU 867 867 0 2,084 2,084 0 
Non Contracted Activity 750 750 (-0) 1,800 1,800 0 
Total – Urgent Care 5,112 5,112 0 12,268 12,268 0 

 
The 999 contract with Yorkshire Ambulance Service (YAS) has been signed. This is a fixed contract 
and also includes investment into 3 schemes: 

• Mental Health Crises telephone Triage 
• 111 Increase in Clinical Advisors 
•  Frequent Callers 
 

The contract is currently under trading at the end of month 4 by £174k and failing performance 
targets underperforming on targets. The under-trade on this block contract cannot be utilised by 
the CCG in year. 
Red performance penalties these equating to £31k are currently due to be invoked. YAS have yet 
to feed back on the progress of the 3 Schemes. 
 
The Out of Hours Services and Minor Injury Units are currently forecast to budget as contract data 
has not yet been provided at CCG level. 
 
3.4.1 Systems Resilience 
 
The CCG baseline allocation included £5m citywide for Systems Resilience of which Leeds North 
holds £1.2m. To date, including within the baseline contracts, £3.2m has been committed citywide 
to LTHT and LCH, mainly to support Ward J30. Further investments have been submitted and 
currently equate to £6.9m. The additional £1.9m required citywide will potentially be funded from 
slippage on other non-recurrent schemes and penalties imposed. 
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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 689 689 0 2,066 2,152 86 
Continuing Healthcare 3,289 3,289 0 9,867 9,645 (-222) 
Continuing Care 79 79 0 238 238 0 
Continuing Care Staff 89 89 0 268 268 0 
Total – Continuing Care 4,146 4,146 0 12,439 12,303 (-136) 
       

 
The CHC forecast for 2015/16 is currently underspending however this is a demand led service and 
hence fluctuations can be difficult to anticipate.  
 
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 9,567 9,567 0 22,961 22,961 0 
Hospices 452 453 0 1,086 1,086 0 
GP CIC Beds 328 328 0 786 786 0 
Reablement 450 450 0 1,079 1,079 0 
Long Term Conditions 849 849 (-0) 2,038 2,038 0 
Children’s Services 287 287 0 690 690 0 
Safeguarding & Other 65 65 0 157 157 0 
Better Care Fund 2,313 2,313 0 5,550 5,550 0 
Total – Community & Other 14,311 14,311 0 34,347 34,347 0 

 
The Community forecast for 2015/16 remains in line with budget, however slippage is expected on 
schemes that have started later than anticipated due to staffing issues.  
 
3.7  Prescribing 
 

Prescribing 
Year to date Full year forecast 

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

GP Prescribing 12,747 12,747 0 30,593 30,593 0  
Central Drugs 288 336 49 690 690 0  
Out of Hours 65 78 13 157 157 0  
Oxygen 94 97 3 225 225 0  
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Medicines Management 152 152 0 366 366 0  
Total – Prescribing 13,346 13,411 65 32,031 32,031 0 

 
The Prescribing forecast remains on target to achieve within the budget allocated, based on the 3 
months of data received to date.  There are no significant issues identified at this stage. 
 
The Medicines Optimisation team is continuing to work across the city with the other two Leeds 
CCGs, to ensure cost effective prescribing. 
 
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 120 108 (-12) 288 288 0  
GP over 75s 0 0 0 0 0 0  
Clinical Engagement etc 865 852 (-12) 2,075 2,075 0  
Clinical Leads 46 46 0 110 110 0 
Primary Care IT 224 224 0 537 537 0  
Total – Primary Care 1,254 1,230 (-24) 3,010 3,010 0 

 
The forecast for Primary Care is expected to achieve within the budget allocated. Funding has 
been made available for Localities to initiate, develop and implement non-recurrent new models 
of care.  Localities have been invited to submit proposed new initiatives over the next few months 
to be approved by the CCG. 
 
 
4 RUNNING COSTS  
 
The CCG is currently operating within the running cost with an under spend of £120k forecast. A 
vacancy freeze is currently in place until the outcome of the Yorkshire and Humber Commissioning 
Support Unit (YHCSU) re-procurement which poses a potential financial risk to the CCG if the 
current level of service cannot be bought for the same price or lower.  
 
5 OTHER FINANCIAL TARGETS & INFORMATION 
 
5.1  Cash Drawdown 
Year to date remains within the target with August being 0.12%. 
 

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% 
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July 16,325  26  0.16% 
August 16,373  19  0.12% 
Total 83,617   548     0.66% 

 
The CCG’s maximum cash drawdown limit for the year is currently £248,443k. This limit includes 
cash drawn down directly by NHS Business Services Authority for prescribing related payments, 
which are not included in the table above. 
 
5.2  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 31 August 2015 is: 
 
BPPC 15/16 to 30 June 2015 Number £’000 
Non NHS Creditors 
Total bills paid in year 1,430 9,532 
Total bills paid within target 1,392 9,378 
Percentage of bills paid within target 97.34% 98.38% 
NHS Creditors 
Total bills paid in year 952 73,984 
Total bills paid within target 942 73,923 
Percentage of bills paid within target 98.95% 99.92% 

 
5.3  Debtors 
 
The CCG age debt profile as at 31 August 2015 is shown below: 
 

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

NHS 70 0 1 20 6 
Non NHS 0 0 0 0 0 
Total 70 0 1 20 6 

 
 
6  Financial Control Environment Assessment 
 
Due to a small number of CCGs failing to deliver their financial plans in 2014/15 NHSE have 
introduced a Financial Governance self-assessment toolkit for completion by all CCGs. The self-
assessment was completed based on the CCG’s existing financial governance controls backed up 
by a series of reports from Internal Audit providing substantial assurance in respect of these 
controls.  All financial governance processes have previously been reviewed by the Audit 
Committee which provided further assurance regarding the CCG’s self-assessment. Taking all of 
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this into consideration the CCG rated itself as either Excellent or Good for all categories. The 
assessment was discussed and approved by the Audit Committee prior to submission in August. 
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 Summary Report 
Meeting: Board Date: 30 September 2015 
Agenda item: 300/2015  
Report Title: Corporate Risk Register (CRR) –  September 2015  
Prepared by: Val Stewart, Governance Manager   
Executive lead: Martin Wright, Chief Financial Officer 
Presented by: Martin Wright, Chief Financial Officer 
Other meetings presented to: Governance Performance & Risk Committee 
Purpose of report 
  Decision   
  Information and Comment   
  Assurance  
Strategic Objectives (tick all that apply) 
1. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

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 46 risks on the Leeds North CCG Risk Register.  Two risks are currently 
rated at red on the Corporate Risk Register.  There are six high amber scoring risks 
on the risk register and the remaining 38 risks have current scores of below amber 
12 and are managed by directors.   
 

5. Since the last Board meeting risk no 537 has been newly escalated in score and 
now has a risk score of red 16.  This is due to the “Be Clear on Cancer” awareness 
campaign running from 13 July to 6 September.  LTHT expect a 64% increase for 
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women over 70, which makes up more than 10% of all referrals. 
    

Both corporate risks were discussed at GPR at its meeting on 3 September 2015.    
 

 
 

Risk No. Description Movement 
 

432 – 
LNCCG 

risk 
SO:N2 

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

2016 
 
 
 

537 –  
LNCCG 

risk 
SO:N2 

Cancer Waiting Times  
Under achievement of 2 week wait performance target including 2 week 
wait breast symptomatic 

1616 
 

NEWLY 
ESCALATED 

 
 
Key recommendations 
 
 
The Board is asked to: 
 

• Consider and agree the current corporate risks. 
  
Assurance Framework 
N/A 
 
Next Steps 
The Corporate Risk Register will be presented to the next Governance, Performance and 
Risk meeting.  
 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
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Summary Report 
Meeting: Board Date: 30 September 2015 
Agenda Item: 301/2015 
Report Title: Better Care Fund Partnership Agreement 
Prepared by: Martin Wright – Chief Financial Officer 
Executive Lead: Martin Wright – Chief Financial Officer 
Presented by: Martin Wright – Chief Financial Officer 
Other meetings presented to: BCF Partnership Board 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
 
 Background 
 
The Better Care Fund (BCF) was announced by the Government in the June 2013 Spending 
Round, to deliver transformation in integrated health & social care. It creates a local pooled 
budget to incentivise the NHS and local government to work more closely together around 
people, placing their well-being as the focus of health and care services. 
 
Leeds BCF plans were given final approval by NHS England on 31 December 2014. As of 1 
April 2015 the Leeds BCF schemes for 2015/16 are live, with a total value circa £55m. 
 
In May 2015 the Integrated Commissioning Executive (ICE) supported the proposed 
governance structure to oversee the delivery of Leeds BCF plans. These proposals identify 
the Leeds BCF as two distinct pooled funds, with one fund hosted by Leeds City Council 
and one by the CCGs, all under an overarching partnership governance structure. This is 
led by the BCF Partnership Board, a sub-group of ICE, with strategic oversight by the Health 
& Wellbeing Board. 
 
BCF Partnership Agreement 
 
The BCF Partnership Agreement has now been prepared, based on the national template 
developed by Bevan Brittain. A summary is appended to this paper together with the full 
Partnership Agreement. 
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The proposed arrangements have been designed to accommodate existing structures to 
minimise bureaucracy whilst permitting a degree of flexibility in terms of future new ways of 
working. 
 
A Partnership Agreement must be in place in order to be legally compliant in our delivery of 
the BCF. 
 
The Partnership Agreement was approved by the BCF Partnership Board on 18th August 
2015. Approval is now being sought from CCG Governing Bodies and Leeds City Council. 
 
Key Recommendations 
 
The Board is asked to: 

• Approve the Leeds BCF Partnership Agreement 
 

Assurance Framework 
 
Next Steps 
 
The BCF Delivery Group will continue to oversee the operational delivery of the BCF 
schemes with governance being held through the BCF Partnership Board. 
 
Corporate Impact Assessment 
Regulatory Implications Yes 
Financial Implications Yes 
Legal Implications Yes 
Workforce Implications  
Equality Impact Assessment  
 



301a/2015 
Better Care Fund Partnership Agreement 2015/16:  Overview 
June 2015 
 
Section  
 

 
Description 

Boilerplate: Core Agreement  Based on the national DH/Bevan Brittan Template,  provides 
a high level and general description of how the partner 
organisations will work together for the purposes of the BCF 
 
 

 
Schedule 1:   
Part 1: BCF Financial Contributions  

Added to the agreement to provide a quick overview of the 
BCF schemes and the respective financial contributions of 
each partner  
 

Schedule 1: 
Part 2:  BCF Decision Making and 
Financial Controls  

Added to the national agreement- provides a brief summary 
of the decision making process and related financial controls 
(schemes of delegation) for BCF decision making 
 

 
Schedule 2:   
Part 1: Template Service Schedule  

Blank Template Schedule to be used to specify BCF funds or 
individual services (based on national template)  
 

Schedule 2:   
Part 2: Agreed Scheme 
Specifications  

 
Detailed descriptions/specifications of the 4 BCF funds and 
the specific governance arrangements for each fund.  
 

 
Schedule 3:   
Part 1: Governance   

Provides an overview of the specific local governance 
structure and processes for the BCF – includes Appendix A – 
Diagram of BCF governance structure 

Schedule 3:   
Part 2: BCF Partnership Group TOR   

 
Agreed Terms of reference for the BCF Partnership Board  
 
 

 
Schedule 4:   
Financial Risk Share & Overspend   

Schedule detailing the Specific financial risk sharing 
arrangements for the BCF  

 
Schedule 5:   
Joint Working Obligations    

National Schedule describing the role of the lead 
commissioner and associate commissioners 

 
Schedules 6-8:   
Supporting information     

Nationally required Schedules which append our local BCF 
plan, performance monitoring arrangements , information 
sharing protocol, and policies for managing conflicts of 
interest 
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Dated    March 2015  
 
 
 
 
 
 
 
 

Leeds City Council  
 
 

and 
 

NHS LEEDS SOUTH & EAST  CLINICAL COMMISSIONING GROUP 
 

and 
 

NHS LEEDS WEST CLINICAL COMMISSIONING GROUP 
 

and 
 

NHS LEEDS NORTH CLINICAL COMMISSIONING GROUP 
 
 
 
 
 
 

BETTER CARE FUND 
 

FRAMEWORK PARTNERSHIP AGREEMENT RELATING TO THE 
COMMISSIONING OF HEALTH AND SOCIAL CARE SERVICES   
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THIS AGREEMENT is made on  1st April 2015 
 
PARTIES 

(1) Leeds City Council of Calverley Street, Leeds, LS1 1UR (the "Council") 

(2) NHS LEEDS SOUTH & EAST CLINICAL COMMISSIONING GROUP (Co-ordinating Commissioner 
on behalf of Leeds CCGs) of 3200 Century Way, Thorpe Park, Thorpe Park, Leeds, LS15 8ZB, 

NHS LEEDS NORTH CLINICAL COMMISSIONING GROUP of Leafield House, 107-109 King Lane, 
Leeds, LS17 8BP, 

NHS LEEDS WEST CLINICAL COMMISSIONING GROUP of WIRA House, Suite 2-4, WIRA 
Business Park, West Park Ring Road, Leeds, LS16 6EB,  

(Collectively called the “CCG” throughout this agreement) 

BACKGROUND 

(A) The Council has responsibility for commissioning and/or providing social care services on behalf of 
the population of Leeds. 

(B) The CCG has the responsibility for commissioning health services pursuant to the 2006 Act Leeds. 

(C) The Better Care Fund has been established by the Government to provide funds to local areas to 
support the integration of health and social care and to seek to achieve the National Conditions and 
Local Objectives.  It is a requirement of the Better Care Fund that the CCG and the Council establish 
a pooled fund for this purpose.  

(D) Section 75 of the 2006 Act gives powers to local authorities and clinical commissioning groups to 
establish and maintain pooled funds out of which payment may be made towards expenditure 
incurred in the exercise of prescribed local authority functions and prescribed NHS functions.  

(E) The purpose of this Agreement is to set out the terms on which the Partners have agreed to 
collaborate and to establish a framework through which the Partners can secure the future position 
of health and social care services through lead or joint commissioning arrangements.  It is also 
means through which the Partners will to pool funds and align budgets as agreed between the 
Partners. 

(F) The aims and benefits of the Partners in entering in to this Agreement are to: 

a) improve the quality and efficiency of the Services; 

b) meet the National Conditions and Local Objectives;  

c) make more effective use of resources through the establishment and maintenance of a pooled  
fund for revenue expenditure on the Services. 

d) remove barriers to working across organisations and professional groups so that people receive 
seamless integrated support 

e) ensure high quality services are provided in the right place, backed by excellent research, 
innovation and technology- including more support at home and in the community, and using 
hospitals for specialised care 

f) reduce the need for people to go into hospital or residential care, and help people to leave 
hospital quickly. 
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(G) The Partners are entering into this Agreement in exercise of the powers referred to in Section 75 of 
the 2006 Act and/or Section 13Z(2) and 14Z(3) of the 2006 Act as applicable, to the extent that 
exercise of these powers is required for this Agreement. 

 

1 DEFINED TERMS AND INTERPRETATION 

1.1 In this Agreement, save where the context requires otherwise, the following words, terms and 
expressions shall have the following meanings: 

 1998 Act means the Data Protection Act 1998. 

 2000 Act means the Freedom of Information Act 2000. 

 2004 Regulations means the Environmental Information Regulations 2004. 

 2006 Act means the National Health Service Act 2006. 

 Affected Partner means, in the context of Clause 24, the Partner whose obligations under the 
Agreement have been affected by the occurrence of a Force Majeure Event 

 Agreement means this agreement including its Schedules and Appendices. 

 Approved Expenditure means any additional expenditure approved by the Partners in relation to an 
Individual Service above any Contract Price and Performance Payments. 

 Authorised Officers means an officer of each Partner appointed to be that Partner's representative 
for the purpose of this Agreement. 

 Better Care Fund means the Better Care Fund as described in NHS England Publications Gateway 
Ref. No.00314 and NHS England Publications Gateway Ref. No.00535 as relevant to the Partners. 

 Better Care Fund Plan means the plan attached at Schedule 7 setting out the Partners plan for the 
use of the Better Care Fund. 

 CCG Statutory Duties means the Duties of the CCG pursuant to Sections 14P to 14Z2  of the 2006 
Act.  

 Change in Law means the coming into effect or repeal (without re-enactment or consolidation) in 
England of any Law, or any amendment or variation to any Law, or any judgment of a relevant court 
of law which changes binding precedent in England after the date of this Agreement. 

 Commencement Date means 1st April 2015. 

 Confidential Information means information, data and/or material of any nature which any Partner 
may receive or obtain in connection with the operation of this Agreement and the Services and: 

(a) which comprises Personal Data or Sensitive Personal Data or which relates to any patient or 
his treatment or medical history; 

(b) the release of which is likely to prejudice the commercial interests of a Partner or the 
interests of a Service User respectively; or 

(c) which is a trade secret. 

 Contract Price means any sum payable to a Provider under a Service Contract as consideration for 
the provision of Services and which, for the avoidance of doubt, does not include any Default Liability 
or Performance Payment.  
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 Default Liability means any sum which is agreed or determined by Law or in accordance with the 
terms of a Services Contract to be payable by any Partner(s) to the Provider as a consequence of (i) 
breach by any or all of the Partners of an obligation(s) in whole or in part under the relevant Services 
Contract or (ii) any act or omission of a third party for which any or all of the Partners are, under the 
terms of the relevant Services Contract, liable to the Provider. 

 Financial Contributions means the financial contributions made by each Partner to a Pooled Fund 
in any Financial Year. 

 Financial Year means each financial year running from 1 April in any year to 31 March in the 
following calendar year.  

Force Majeure Event means one or more of the following: 
(a) war, civil war (whether declared or undeclared), riot or armed conflict; 

(b) acts of terrorism; 

(c) acts of God; 

(d) fire or flood; 

(e) industrial action; 

(f) prevention from or hindrance in obtaining raw materials, energy or other supplies; 

(g) any form of contamination or virus outbreak; and 
(h) any other event, 
in each case where such event is beyond the reasonable control of the Partner claiming relief  

  
 Functions means the NHS Functions and the Health Related Functions 
  
 Health Related Functions means those of the health related functions of the Council, specified in 

Regulation 6 of the Regulations as relevant to the commissioning of the Services and which may be 
further described in the relevant Scheme Specification.  

 Host Partner means for each Pooled Fund the Partner that will host the Pooled Fund [and for each 
Aligned Fund the Partner that will host the Aligned Fund] 

 Health and Wellbeing Board means the Health and Wellbeing Board established by the Council 
pursuant to Section 194 of the Health and Social Care Act 2012. 

 Indirect Losses means loss of profits, loss of use, loss of production, increased operating costs, 
loss of business, loss of business opportunity, loss of reputation or goodwill or any other 
consequential or indirect loss of any nature, whether arising in tort or on any other basis. 

 Individual Scheme means one of the schemes which is agreed by the Partners to be included 
within this Agreement using the powers under Section 75 as documented in a Scheme Specification. 

 Integrated Commissioning means arrangements by which both Partners commission Services in 
relation to an individual Scheme on behalf of each other is exercise of both the NHS Functions and 
Council Functions through integrated structures.  

 Joint (Aligned) Commissioning means a mechanism by which the Partners jointly commission a 
Service.  For the avoidance of doubt, a joint (aligned) commissioning arrangement does not involve 
the delegation of any functions pursuant to Section 75. 

 Law means: 

(a) any statute or proclamation or any delegated or subordinate legislation; 

(b) any enforceable community right within the meaning of Section 2(1) European Communities 
Act 1972; 
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(c) any guidance, direction or determination with which the Partner(s) or relevant third party (as 
applicable) are bound to comply to the extent that the same are published and publicly 
available or the existence or contents of them have been notified to the Partner(s) or relevant 
third party (as applicable); and 

(d) any judgment of a relevant court of law which is a binding precedent in England. 

 Lead Commissioning Arrangements means the arrangements by which one Partner commissions 
Services in relation to an Individual Scheme on behalf of the other Partner in exercise of both the 
NHS Functions and the Council Functions. 

 Lead Commissioner means the Partner responsible for commissioning an Individual Service under 
a Scheme Specification. 

 Losses means all damage, loss, liabilities, claims, actions, costs, expenses (including the cost of 
legal and/or professional services), proceedings, demands and charges whether arising under 
statute, contract or at common law but excluding Indirect Losses and "Loss" shall be interpreted 
accordingly. 

 Month means a calendar month. 

 National Conditions mean the national conditions as set out in the NHS England Planning 
Guidance as are amended or replaced from time to time. 

 NHS Functions means those of the NHS functions listed in Regulation 5 of the Regulations as are 
exercisable by the CCG as are relevant to the commissioning of the Services and which may be 
further described in each Service Schedule  

 Non Pooled Fund means the budget detailing the financial contributions of the Partners which are 
not included in a Pooled Fund in respect of a particular Service as set out in the relevant Scheme 
Specification  

 Non-Recurrent Payments means funding provided by a Partner to a Pooled Fund in addition to the 
Financial Contributions pursuant to arrangements agreed in accordance with Clause 8. 

 Overspend means any expenditure from a Pooled Fund in a Financial Year which exceeds the 
Financial Contributions for that Financial Year.  

 Partner means each of the CCG and the Council, and references to "Partners" shall be construed 
accordingly. 

 Partnership Board means the partnership board responsible for review of performance and 
oversight of this Agreement as set out in Schedule 2. 

 Permitted Budget means in relation to a Service where the Council is the Provider, the budget that 
the Partners have set in relation to the particular Service. 

 Permitted Expenditure has the meaning given in Clause 7.3. 

 Personal Data means Personal Data as defined by the 1998 Act. 

 Pooled Fund means any pooled fund established and maintained by the Partners as a pooled fund 
in accordance with the Regulations 

 Pooled Fund Manager means such officer of the Host Partner which includes a Section 113 Officer 
for the relevant Pooled Fund established under an Individual Scheme as is nominated by the Host 
Partner from time to time to manage the Pooled Fund in accordance with Clause 8.2. 
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 Provider means a provider of any Services commissioned under the arrangements set out in this 
Agreement. 

 Public Health England means the SOSH trading as Public Health England. 

 Quarter means each of the following periods in a Financial Year: 

1 April to 30 June 

1 July to 30 September 

1 October to 31 December 

1 January to 31 March  

and "Quarterly" shall be interpreted accordingly. 

 Regulations means the means the NHS Bodies and Local Authorities Partnership Arrangements 
Regulations 2000 No 617 (as amended).  

 Performance Payment Arrangement means any arrangement agreed with a Provider and one or 
more Partners in relation to the cost of providing Services on such terms as agreed in writing by all 
Partners. 

 Performance Payments means any sum over and above the relevant Contract Price which is 
payable to the Provider in accordance with a Performance Payment Arrangement. 

 Scheme Specification means a specification setting out the arrangements for an Individual Scheme 
agreed by the Partners to be commissioned under this Agreement. 

 Sensitive Personal Data means Sensitive Personal Data as defined in the 1998 Act. 

 Services means such health and social care services as agreed from time to time by the Partners as 
commissioned under the arrangements set out in this Agreement and more specifically defined in 
each Scheme Specification. 

 Services Contract means an agreement for the provision of Services entered into with a Provider 
by one or more of the Partners in accordance with the relevant Individual Scheme. 

 Service Users means those individual for whom the Partners have a responsibility to commission 
the Services. 

 SOSH means the Secretary of State for Health.  

 Third Party Costs means all such third party costs (including legal and other professional fees) in 
respect of each Individual Scheme as a Partner reasonably and properly incurs in the proper 
performance of its obligations under this Agreement and as agreed by the Partnership Board.  

 Working Day means 8.00am to 6.00pm on any day except Saturday, Sunday, Christmas Day, Good 
Friday or a day which is a bank holiday (in England) under the Banking & Financial Dealings Act 
1971. 

1.2 In this Agreement, all references to any statute or statutory provision shall be deemed to include 
references to any statute or statutory provision which amends, extends, consolidates or replaces the 
same and shall include any orders, regulations, codes of practice, instruments or other subordinate 
legislation made thereunder and any conditions attaching thereto.  Where relevant, references to 
English statutes and statutory provisions shall be construed as references also to equivalent 
statutes, statutory provisions and rules of law in other jurisdictions. 
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1.3 Any headings to Clauses, together with the front cover and the index are for convenience only and 
shall not affect the meaning of this Agreement.  Unless the contrary is stated, references to Clauses 
and Schedules shall mean the clauses and schedules of this Agreement. 

1.4 Any reference to the Partners shall include their respective statutory successors, employees and 
agents. 

1.5 In the event of a conflict, the conditions set out in the Clauses to this Agreement shall take priority 
over the Schedules.  

1.6 Where a term of this Agreement provides for a list of items following the word "including" or 
"includes", then such list is not to be interpreted as being an exhaustive list. 

1.7 In this Agreement, words importing any particular gender include all other genders, and the term 
"person" includes any individual, partnership, firm, trust, body corporate, government, governmental 
body, trust, agency, unincorporated body of persons or association and a reference to a person 
includes a reference to that person's successors and permitted assigns. 

1.8 In this Agreement, words importing the singular only shall include the plural and vice versa. 

1.9 In this Agreement, "staff" and "employees" shall have the same meaning and shall include reference 
to any full or part time employee or officer, director, manager and agent. 

1.10 Subject to the contrary being stated expressly or implied from the context in these terms and 
conditions, all communication between the Partners shall be in writing. 

1.11 Unless expressly stated otherwise, all monetary amounts are expressed in pounds sterling but in the 
event that pounds sterling is replaced as legal tender in the United Kingdom by a different currency 
then all monetary amounts shall be converted into such other currency at the rate prevailing on the 
date such other currency first became legal tender in the United Kingdom. 

1.12 All references to the Agreement include (subject to all relevant approvals) a reference to the 
Agreement as amended, supplemented, substituted, novated or assigned from time to time. 

2 TERM 

2.1 This Agreement shall come into force on the Commencement Date. 

2.2 This Agreement shall continue until it is terminated in accordance with Clause 22.  

2.3 The duration of the arrangements for each Individual Scheme shall be as set out in the relevant 
Scheme Specification. 

3 GENERAL PRINCIPLES 

3.1 Nothing in this Agreement shall affect:  

3.1.1 the liabilities of the Partners to each other or to any third parties for the exercise of their 
respective functions and obligations (including the Functions); or 

3.1.2 any power or duty to recover charges for the provision of any services (including the 
Services) in the exercise of any local authority function. 

3.2 The Partners agree to: 

3.2.1 treat each other with respect and an equality of esteem; 

3.2.2 be open with information about the performance and financial status of each; and 
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3.2.3 provide early information and notice about relevant problems. 

3.3 For the avoidance of doubt, the aims and outcomes relating to an Individual Scheme may be set out 
in the relevant Scheme specification. 

4 PARTNERSHIP FLEXIBILITIES 

4.1 This Agreement sets out the mechanism through which the Partners will work together to establish 
one or more of the following:  

4.1.1 Lead Commissioning Arrangements;  

4.1.2 Integrated Commissioning;  

4.1.3 Joint (Aligned) Commissioning 

4.1.4 the establishment of one or more Pooled Funds  

in relation to Individual Schemes (the "Flexibilities")   

4.2 The Council delegates to the CCG and the CCG agrees to exercise, on the Council's behalf, the 
Health Related Functions to the extent necessary for the purpose of performing its obligations under 
this Agreement in conjunction with the NHS Functions.   

4.3 The CCG delegates to the Council and the Council agrees to exercise on the CCG's behalf the NHS 
Functions to the extent necessary for the purpose of performing its obligations under this Agreement 
in conjunction with the Health Related Functions.  

4.4 Where the powers of a Partner to delegate any of its statutory powers or functions are restricted, 
such limitations will automatically be deemed to apply to the relevant Scheme Specification and the 
Partners shall agree arrangements designed to achieve the greatest degree of delegation to the 
other Partner necessary for the purposes of this Agreement which is consistent with the statutory 
constraints. 

5 FUNCTIONS  

5.1 The purpose of this Agreement is to establish a framework through which the Partners can secure 
the provision of health and social care services in accordance with the terms of this Agreement.   

5.2 This Agreement shall include such functions as shall be agreed from time to time by the Partners.   

5.3 Where the Partners add a new Individual Scheme to this Agreement a Scheme Specification for 
each Individual Scheme shall be in the form set out in Schedule 2 shall be shall be completed and 
agreed between the Partners. The initial scheme specification is set out in schedule 2 part 2.  

5.4 The Partners shall not enter into a Scheme Specification in respect of an Individual Scheme unless 
they are satisfied that the Individual Scheme in question will improve health and well-being in 
accordance with this Agreement. 

5.5 The introduction of any Individual Scheme will be subject to business case approval by and the 
Partnership Board. 

6 COMMISSIONING ARRANGEMENTS 

Integrated Commissioning 

6.1 Where there are Integrated Commissioning arrangements in respect of an Individual Scheme, all 
Partners shall work in cooperation and shall endeavour to ensure that the NHS Functions and Health 
Related Functions are commissioned with all due skill, care and attention.   
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6.2 All Partners shall be responsible for compliance with and making payments of all sums due to a 
Provider pursuant to the terms of each Service Contract. 

6.3 All Partners shall work in cooperation and endeavour to ensure that the relevant Services as set out 
in each Scheme Specification are commissioned within each Partner’s Financial Contribution in 
respect of that particular Service in each Financial Year. 

6.4 The Partners shall comply with the arrangements in respect of the Joint (Aligned) Commissioning as 
set out in the relevant Scheme Specification. 

6.5 Each Partner shall keep the other Partners and the BCF Partnership Board regularly informed of the 
effectiveness of the arrangements including the Better Care Fund and any Overspend or 
Underspend in a Pooled Fund or Non Pooled Fund. 

6.6 The BCF Partnership Board will report back to the Health and Wellbeing Board as required by its 
Terms of Reference.  

Appointment of a Lead Commissioner 

6.7 Where there are Lead Commissioning Arrangements in respect of an Individual Scheme the Lead 
Commissioner shall: 

6.7.1 exercise the NHS Functions in conjunction with the Health Related Functions as identified 
in the relevant Scheme Specification; 

6.7.2 endeavour to ensure that the NHS Functions and the Health Related Functions are 
funded within the parameters of the Financial Contributions of each Partner in relation to 
each particular Service in each Financial Year. 

6.7.3 commission Services for individuals who meet the eligibility criteria set out in the relevant 
Scheme Specification; 

6.7.4 contract with Provider(s) for the provision of the Services on terms agreed with the other 
Partners; 

6.7.5 comply with all relevant legal duties and guidance of both Partners in relation to the 
Services being commissioned; 

6.7.6 where Services are commissioned using the NHS Standard Form Contract, perform the 
obligations of the “Commissioner” and “Co-ordinating Commissioner” with all due skill, 
care and attention and where Services are commissioned using any other form of 
contract to perform its obligations with all due skill and attention; 

6.7.7 undertake performance management and contract monitoring of all Service Contracts; 

6.7.8 make payment of all sums due to a Provider pursuant to the terms of any Services 
Contract. 

6.7.9 keep the other Partner and the Joint Adult Commission Board regularly informed of the 
effectiveness of the arrangements including the Better Care Fund and any Overspend or 
Underspend in a Pooled Fund or Non Pooled Fund. 

7 ESTABLISHMENT OF A POOLED FUND 

7.1 In exercise of their respective powers under Section 75 of the 2006 Act, the Partners have agreed to 
establish and maintain such pooled funds for revenue expenditure as set out in the Scheme 
Specifications.  
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7.2 Each Pooled Fund shall be managed and maintained in accordance with the terms of this 
Agreement. 

7.3 It is agreed that the monies held in a Pooled Fund may only be expended on the following:  

7.3.1 the Contract Price; 

7.3.2 where the Council is to be the Provider, the Permitted Budget;  

7.3.3 Performance Payments; 

7.3.4 Third Party Costs; 

7.3.5 Approved Expenditure 

("Permitted Expenditure") 

7.4 The Partners may only depart from the definition of Permitted Expenditure to include or exclude 
other revenue expenditure with the express written agreement of each Partner. 

7.5 For the avoidance of doubt, monies held in the Pooled Fund may not be expended on Default 
Liabilities unless this is agreed by all Partners.  

7.6 Pursuant to this Agreement, the Partners agree to appoint a Host Partner for each of the Pooled 
Funds set out in the Scheme Specifications. The Host Partner shall be the Partner responsible for: 

7.6.1 holding all monies contributed to the Pooled Fund on behalf of itself and the other 
Partners; 

7.6.2 providing the financial administrative systems for the Pooled Fund; and 

7.6.3 appointing the Pooled Fund Manager; 

7.6.4 ensuring that the Pooled Fund Manager complies with its obligations under this 
Agreement. 

8 POOLED FUND MANAGEMENT 

8.1 When introducing a Pooled Fund in respect of an Individual Scheme, the Partners shall agree: 

8.1.1 which of the Partners shall act as Host Partner for the purposes of Regulations 7(4) and 
7(5) and shall provide the financial administrative systems for the Pooled Fund;  

8.1.2 which officer of the Host Partner shall act as the Pooled Fund Manager for the purposes 
of Regulation 7(4) of the Regulations. 

8.2 The Pooled Fund Manager in respect of each Individual Service where there is a Pooled Fund shall 
have the following duties and responsibilities: 

8.2.1 the day to day operation and management of the Pooled Fund;  

8.2.2 ensuring that all expenditure from the Pooled Fund is in accordance with the provisions of 
this Agreement and the relevant Scheme Specification;  

8.2.3 maintaining an overview of all joint financial issues affecting the Partners in relation to the 
Services and the Pooled Fund;  

8.2.4 ensuring that full and proper records for accounting purposes are kept in respect of the 
Pooled Fund;  
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8.2.5 reporting to the Partnership Board as required by the Partnership Board and the relevant 
Scheme Specification; 

8.2.6 ensuring action is taken to manage any projected under or overspends relating to the 
Pooled Fund in accordance with this Agreement; 

8.2.7 preparing and submitting to the Partnership Board Quarterly reports (or more frequent 
reports if required by the Partnership Board) and an annual return about the income and 
expenditure from the Pooled Fund together with such other information as may be 
required by the Partners and the Partnership Board to monitor the effectiveness of the 
Pooled Fund and to enable the Partners to complete their own financial accounts and 
returns. The Partners agree to provide all necessary information to the Pooled Fund 
Manager in time for the reporting requirements to be met. 

8.2.8 preparing and submitting reports to the Health and Wellbeing Board as required by it. 

8.3 In carrying out their responsibilities as provided under Clause 8.2 the Pooled Fund Manager shall 
have regard to the recommendations of the Partnership Board and shall be accountable to the 
Partners. 

8.4 The Partnership Board may agree to the virement of funds between Pooled Funds within the limits 
delegated to the Board members by their respective organisations. 

9 NON POOLED FUNDS 

9.1 Any Financial Contributions agreed to be held within a Non Pooled Fund will be notionally held in a 
fund established for the purpose of commissioning that Service as set out in the relevant Scheme 
Specification.   For the avoidance of doubt, a Non Pooled Fund does not constitute a pooled fund for 
the purposes of Regulation 7 of the Partnership Regulations.  

9.2 When introducing a Non Pooled Fund in respect of an Individual Scheme, the Partners shall agree: 

9.2.1 which Partner if any shall host the Non-Pooled Fund 

9.2.2 how and when Financial Contributions shall be made to the Non-Pooled Fund. 

9.3 The Host Partner for each scheme or individual service within a Non-pooled fund will be responsible 
for establishing the financial and administrative support necessary to enable the effective and 
efficient management of that scheme or individual service, meeting all required accounting and 
auditing obligations. 

9.4 All Partners shall ensure that Services commissioned using a Non Pooled Fund are commissioned 
solely in accordance with the relevant Scheme Specification. 

9.5 Where there are Joint (Aligned) Commissioning arrangements, All Partners shall work in cooperation 
and shall endeavour to ensure that: 

9.5.1 the NHS Functions funded from a Non-Pooled Fund are carried out within the CCG 
Financial Contribution to the Non- Pooled Fund for the relevant Service in each Financial 
Year; and  

9.5.2 the Health Related Functions funded from a Non-Pooled Fund are carried out within the 
Council's Financial Contribution to the Non-Pooled Fund for the relevant Service in each 
Financial Year. 

10 FINANCIAL CONTRIBUTIONS  
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10.1 The Financial Contribution of the CCG and the Council to any Pooled Fund or Non-Pooled Fund for 
the first Financial Year of operation of each Individual Scheme shall be as set out in the relevant 
Scheme Specification. 

10.2 Financial contributions for future years will be agreed by the Partners through the BCF Partnership 
Board as part of the annual city-wide financial planning process, and incorporated into this 
agreement via a variation as per Clause 30.   

10.3 Financial Contributions will be paid as set out in each Scheme Specification.  

10.4 With the exception of Clause 13, no provision of this Agreement shall preclude the Partners from 
making additional contributions of Non-Recurrent Payments to the Pooled Fund from time to time by 
mutual agreement.  Any such additional contributions of Non-Recurrent Payments shall be explicitly 
recorded in the BCF Partnership Board minutes and recorded in the budget statement as a separate 
item. 

11 NON FINANCIAL CONTRIBUTIONS 

11.1 The Scheme Specifications shall set out non-financial contributions of each Partner including staff 
(including the Pooled Fund Manager), premises, IT support and other non-financial resources 
necessary to perform its obligations pursuant to this Agreement (including, but not limited to, 
management of service contracts and the Pooled Fund). 

12 RISK SHARE ARRANGMENTS, OVERSPENDS AND UNDERSPENDS 

Risk share arrangements  

12.1 The partners have agreed risk share arrangements as set out in Schedule 4, which provide for 
financial risks arising within the commissioning of services from the pooled and non-pooled funds 
and the financial risk arising from the payment for performance element of the Better Care Fund.  

Overspends in Pooled Fund  

12.2 Subject to Clause 12.3, the Host Partner for the relevant Pooled Fund shall manage expenditure 
from a Pooled Fund within the Financial Contributions and shall ensure that the expenditure is 
limited to Permitted Expenditure. 

12.3 The Host Partner shall not be in breach of its obligations under this Agreement if an Overspend 
occurs PROVIDED THAT the only expenditure from a Pooled Fund has been in accordance with 
Permitted Expenditure and it has informed the Partnership Board in accordance with Clause 12.4.   

12.4 In the event that the Pooled Fund Manager identifies an actual or projected Overspend the Pooled 
Fund Manager must ensure that the Partnership Board is informed as soon as reasonably possible 
and the provisions of the relevant Scheme Specification and Schedule 4 shall apply. 

Overspends in Non Pooled Funds 

12.5 Where  in Joint (Aligned) Commissioning Arrangements either Partner forecasts an overspend in 
relation to a Partners Financial Contribution to a Non-Pooled Fund or Aligned Fund that Partner shall 
as soon as reasonably practicable inform the other Partner and the Partnership Board.  

12.6 Where there is a Lead Commissioning Arrangement the Lead Commissioner is responsible for the 
management of the Non-Pooled Fund and Aligned Fund. The Lead Commissioner shall as soon as 
reasonably practicable inform the other Partner and the Partnership Board.  

Underspend 

12.7 In the event that expenditure from any Pooled Fund or Non Pooled Fund in any Financial Year is 
less than the aggregate value of the Financial Contributions made for that Financial Year the 
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Partners shall agree how the surplus monies shall be spent using the arrangements described in 
Schedule 4. Such arrangements shall be subject to the Law and the Standing Orders and Standing 
Financial Instructions (or equivalent) of the Partners and the terms of the Performance Payment 
Arrangement. 

13 CAPITAL EXPENDITURE 

Neither Pooled Funds or Non Pooled Funds shall normally be applied towards any one-off 
expenditure on goods and/or services, which will provide continuing benefit and would historically 
have been funded from the capital budgets of one of the Partners.  If a need for capital expenditure 
is identified this must be agreed by the Partners. 

14 VAT 

The Partners shall agree the treatment of each Pooled Fund for VAT purposes in accordance with 
any relevant guidance from HM Customs and Excise.  

15 AUDIT AND RIGHT OF ACCESS   

15.1 All Partners shall promote a culture of probity and sound financial discipline and control.  The Host 
Partner shall arrange for the audit of the accounts of the relevant Pooled Fund, or individual 
scheme/service within a non-pooled fund, and shall require the Audit Commission to make 
arrangements to certify an annual return of those accounts under Section 28(1) of the Audit 
Commission Act 1998. 

15.2 All internal and external auditors and all other persons authorised by the Partners will be given the 
right of access by them to any document, information or explanation they require from any 
employee, member of the Partner in order to carry out their duties. This right is not limited to financial 
information or accounting records and applies equally to premises or equipment used in connection 
with this Agreement.  Access may be at any time without notice, provided there is good cause for 
access without notice. 

16 LIABILITIES AND INSURANCE AND INDEMNITY  

16.1 Subject to Clause 16.2, and 16.3, if a Partner (“First Partner”) incurs a Loss arising out of or in 
connection with this Agreement or the Services Contract as a consequence of any act or omission of 
another Partner (“Other Partner”) which constitutes negligence, fraud or a breach of contract in 
relation to this Agreement or the Services Contract then the Other Partner shall be liable to the First 
Partner for that Loss and shall indemnify the First Partner accordingly.  

16.2 Clause 16.1 shall only apply to the extent that the acts or omissions of the Other Partner contributed 
to the relevant Loss. Furthermore, it shall not apply if such act or omission occurred as a 
consequence of the Other Partner acting in accordance with the instructions or requests of the First 
Partner or the Partnership Board.  

16.3 If any third party makes a claim or intimates an intention to make a claim against either Partner, 
which may reasonably be considered as likely to give rise to liability under this Clause 16. the 
Partner that may claim against the other indemnifying Partner will: 

16.3.1 as soon as reasonably practicable give written notice of that matter to the Other Partners 
specifying in reasonable detail the nature of the relevant claim; 

16.3.2 not make any admission of liability, agreement or compromise in relation to the relevant 
claim without the prior written consent of the Other Partners (such consent not to be 
unreasonably conditioned, withheld or delayed); 

16.3.3 give the Other Partners and their professional advisers reasonable access to its premises 
and personnel and to any relevant assets, accounts, documents and records within its 
power or control so as to enable the Indemnifying Partner and its professional advisers to 
examine such premises, assets, accounts, documents and records and to take copies at 
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their own expense for the purpose of assessing the merits of, and if necessary defending, 
the relevant claim. 

16.4 Each Partner shall ensure that they maintain policies of insurance (or equivalent arrangements 
through schemes operated by the National Health Service Litigation Authority) in respect of all 
potential liabilities arising from this Agreement. 

16.5 Each Partner shall at all times take all reasonable steps to minimise and mitigate any loss for which 
one party is entitled to bring a claim against the other pursuant to this Agreement. 

17 STANDARDS OF CONDUCT AND SERVICE 

17.1 The Partners will at all times comply with Law and ensure good corporate governance in respect of 
each Partner (including the Partners respective Standing Orders and Standing Financial 
Instructions).  

17.2 The Council is subject to the duty of Best Value under the Local Government Act 1999.  This 
Agreement and the operation of the Pooled Fund is therefore subject to the Council’s obligations for 
Best Value and the other Partners will co-operate with all reasonable requests from the Council 
which the Council considers necessary in order to fulfil its Best Value obligations. 

17.3 The CCG is subject to the CCG Statutory Duties and these incorporate a duty of clinical governance, 
which is a framework through which they are accountable for continuously improving the quality of its 
services and safeguarding high standards of care by creating an environment in which excellence in 
clinical care will flourish.  This Agreement and the operation of the Pooled Funds are therefore 
subject to ensuring compliance with the CCG Statutory Duties and clinical governance obligations. 

17.4 The Partners are committed to an approach to equality and equal opportunities as represented in 
their respective policies.  The Partners will maintain and develop these policies as applied to service 
provision, with the aim of developing a joint strategy for all elements of the service. 

18 CONFLICTS OF INTEREST 

The Partners shall comply with the agreed policy for identifying and managing conflicts of interest as 
set out in schedule 8. 

19 GOVERNANCE 

19.1 Overall strategic oversight of partnership working between the Partners is vested in the Health and 
Well Being Board, which for these purposes shall make recommendations to the Partners as to any 
action it considers necessary. 

19.2 The Partners have established a Better Care Fund Partnership Board to oversee the delivery of the 
BCF Plan and to monitor the BCF partnership agreement between the Leeds CCGs and Leeds City 
Council. The BCF Partnership Board will act as a forum for reviewing and considering plans and 
proposals, within its delegated authority, for BCF funding and promoting the agenda on integration.   

19.3 The Partnership Board is based on a committee in common structure. Collective decision making at 
the BCF Partnership Board will be through the authority delegated to each group member by their 
host organisation.    However the following decisions are reserved for individual CCG governing 
bodies and the Council Executive Board: 

• Approval of schemes within the pooled budget arrangements 
• Financial contributions and budgets  
• Changes to the partnership agreement 
• Budgets for individual schemes 
• Virement and transfers beyond delegated limits 
• Contract awards beyond delegated limits   
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19.4 The Partners shall at all times comply with the BCF decision making and financial control standards 
and process as set out in Schedule 1 Part 2.   

19.5 The terms of reference of the BCF Partnership Board shall be as set out in Schedule 3 Part 2. 

19.6 Each Partner has secured internal reporting arrangements to ensure the standards of accountability 
and probity required by each Partner's own statutory duties and organisation are complied with.   

19.7 The BCF Partnership Board shall be responsible for ensuring compliance with the Better Care Fund 
Plan and the strategic direction of the Better Care Fund.  

19.8 Each Service Schedule shall confirm the governance arrangements in respect of the Individual 
Schemes and Services and how those Individual schemes and services are reported to the BCF 
Partnership Board and Health and Wellbeing Board.  

20 REVIEW  

20.1 Save where the Partnership Board agree alternative arrangements (including alternative 
frequencies) the Partners shall undertake an annual review (“Annual Review”) of the operation of 
this Agreement, any Pooled Funds, Non Pooled Funds and Aligned Funds and the provision of the 
Services within 3 Months of the end of each Financial Year. 

20.2 Subject to any variations to this process required by the Partnership Board, Annual Reviews shall be 
conducted in good faith and, where applicable, in accordance with the governance arrangements set 
out in Schedule 3. 

20.3 The Partners shall within 20 Working Days of the annual review prepare a joint annual report 
documenting the matters referred to in this Clause 20.  A copy of this report shall be provided to the 
BCF Partnership Board and Health & Wellbeing Board. 

20.4 In addition to the Annual Review, if any of the Partners have any reasonable concerns about the 
operation of this agreement, or the delivery of the agreed BCF plan, it may request that the BCF 
Partnership Board conduct a review of the matter with a view to agreeing a course of action to 
resolve such concerns.  

20.5 In the event that the Partners fail to meet the requirements of the Better Care Fund Plan and NHS 
England the Partners shall provide full co-operation with NHS England to agree a recovery plan. 

21 COMPLAINTS 

The Partners own complaints procedures shall apply to this Agreement.  The partners agree to 
assist one another in the management of complaints arising from this agreement or the provision of 
the Services.   

22 TERMINATION & DEFAULT  

22.1 This Agreement may be terminated by any Partner giving not less than 3 Months' notice in writing to 
terminate this Agreement provided that such termination shall not take effect prior to the termination 
or expiry of all Individual Schemes.  

22.2 Each Individual Scheme may be terminated in accordance with the terms set out in the relevant 
Scheme Specification provided that the Partners ensure that the Better Care Fund requirements 
continue to be met. 

22.3 If any Partner (“Relevant Partner”) fails to meet any of its obligations under this Agreement, the other 
Partners (acting jointly) may by notice require the Relevant Partner to take such reasonable action 
within a reasonable timescale as the other Partners may specify to rectify such failure.  Should the 
Relevant Partner fail to rectify such failure within such reasonable timescale, the matter shall be 
referred for resolution in accordance with Clause 23.  
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22.4 Termination of this Agreement (whether by effluxion of time or otherwise) shall be without prejudice 
to the Partners’ rights in respect of any antecedent breach and the provisions of Clause 16.  

22.5 In the event of termination of this Agreement, the Partners agree to cooperate to ensure an orderly 
wind down of their joint activities and to use their best endeavours to minimise disruption to the 
health and social care which is provided to the Service Users. 

22.6 Upon termination of this Agreement for any reason whatsoever the following shall apply: 

22.6.1 the Partners agree that they will work together and co-operate to ensure that the winding 
down and disaggregation of the integrated and joint activities to the separate 
responsibilities of the Partners is carried out smoothly and with as little disruption as 
possible to service users, employees, the Partners and third parties, so as to minimise 
costs and liabilities of each Partner in doing so; 

22.6.2 where either Partner has entered into a Service Contract which continues after the 
termination of this Agreement, both Partners shall continue to contribute to the Contract 
Price in accordance with the agreed contribution for that Service prior to termination and 
will enter into all appropriate legal documentation required in respect of this; 

22.6.3 the Lead Commissioner shall make reasonable endeavours to amend or terminate a 
Service Contract (which shall for the avoidance of doubt not include any act or omission 
that would place the Lead Commissioner in breach of the Service Contract) where the 
other Partner requests the same in writing provided that the Lead Commissioner shall not 
be required to make any payments to the Provider for such amendment or termination 
unless the Partners shall have agreed in advance who shall be responsible for any such 
payment. 

22.6.4 where a Service Contract held by a Lead Commissioner relates all or partially to services 
which relate to the other Partner's Functions then provided that the Service Contract 
allows the other Partner may request that the Lead Commissioner assigns the Service 
Contract in whole or part upon the same terms mutatis mutandis as the original contract. 

22.6.5 the Partnership Board shall continue to operate for the purposes of functions associated 
with this Agreement for the remainder of any contracts and commitments relating to this 
Agreement; and 

22.6.6 Termination of this Agreement shall have no effect on the liability of any rights or 
remedies of either Partner already accrued, prior to the date upon which such termination 
takes effect. 

22.7 In the event of termination in relation to an Individual Scheme the provisions of Clause 22.6 shall 
apply mutatis mutandis in relation to the Individual Scheme (as though references as to this 
Agreement were to that Individual Scheme). 

23 DISPUTE RESOLUTION   

23.1 In the event of a dispute between the Partners arising out of this Agreement, any Partner may serve 
written notice of the dispute on the other Partners, setting out full details of the dispute. 

23.2 The Authorised Officers shall meet in good faith as soon as possible and in any event within seven 
(7) days of notice of the dispute being served pursuant to Clause 23.1, at a meeting convened for 
the purpose of resolving the dispute. 

23.3 If the dispute remains after the meeting detailed in Clause 23.2 has taken place, the Partners' 
respective Lead Executives (Director of Adult Social Care and CCG Accountable Officers) or their 
nominees shall meet in good faith as soon as possible after the relevant meeting and in any event 
with fourteen (14) days of the date of the meeting, for the purpose of resolving the dispute. 



16 
 

23.4 If the dispute remains after the meeting detailed in Clause 23.3 has taken place, then the Partners 
will attempt to settle such dispute by mediation in accordance with the CEDR Model Mediation 
Procedure or any other model mediation procedure as agreed by the Partners.  To initiate a 
mediation, either Partner may give notice in writing (a "Mediation Notice") to the other requesting 
mediation of the dispute and shall send a copy thereof to CEDR or an equivalent mediation 
organisation as agreed by the Partners asking them to nominate a mediator.  The mediation shall 
commence within twenty (20) Working Days of the Mediation Notice being served.  Neither Partner 
will terminate such mediation until each of them has made its opening presentation and the mediator 
has met each of them separately for at least one (1) hour.  Thereafter, paragraph 14 of the Model 
Mediation Procedure will apply (or the equivalent paragraph of any other model mediation procedure 
agreed by the Partners).  The Partners will co-operate with any person appointed as mediator, 
providing him with such information and other assistance as he shall require and will pay his costs as 
he shall determine or in the absence of such determination such costs will be shared equally. 

23.5 Nothing in the procedure set out in this Clause 23 shall in any way affect either Partner's right to 
terminate this Agreement in accordance with any of its terms or take immediate legal action. 

24 FORCE MAJEURE 

24.1 Neither Partner shall be entitled to bring a claim for a breach of obligations under this Agreement by 
the other Partner or incur any liability to the other Partner for any losses or damages incurred by that 
Partner to the extent that a Force Majeure Event occurs and it is prevented from carrying out its 
obligations by that Force Majeure Event. 

24.2 On the occurrence of a Force Majeure Event, the Affected Partner shall notify the other Partner as 
soon as practicable.  Such notification shall include details of the Force Majeure Event, including 
evidence of its effect on the obligations of the Affected Partner and any action proposed to mitigate 
its effect. 

24.3 As soon as practicable, following notification as detailed in Clause 24.2, the Partners shall consult 
with each other in good faith and use all best endeavours to agree appropriate terms to mitigate the 
effects of the Force Majeure Event and, subject to Clause 24.4, facilitate the continued performance 
of the Agreement. 

24.4 If the Force Majeure Event continues for a period of more than [sixty (60) days], either Partner shall 
have the right to terminate the Agreement by giving [fourteen (14) days] written notice of termination 
to the other Partner.  For the avoidance of doubt, no compensation shall be payable by either 
Partner as a direct consequence of this Agreement being terminated in accordance with this Clause. 

25 CONFIDENTIALITY  

25.1 In respect of any Confidential Information a Partner receives from another Partner (the "Discloser") 
and subject always to the remainder of this Clause 25, each Partner (the "Recipient”) undertakes to 
keep secret and strictly confidential and shall not disclose any such Confidential Information to any 
third party, without the Discloser’s prior written consent provided that: 

25.1.1 the Recipient shall not be prevented from using any general knowledge, experience or 
skills which were in its possession prior to the Commencement Date; and 

25.1.2 the provisions of this Clause 25 shall not apply to any Confidential Information which: 

(a) is in or enters the public domain other than by breach of the Agreement or other 
act or omission of the Recipient; or 

(b) is obtained by a third party who is lawfully authorised to disclose such information. 

25.2 Nothing in this Clause 25 shall prevent the Recipient from disclosing Confidential Information where 
it is required to do so in fulfilment of statutory obligations or by judicial, administrative, governmental 
or regulatory process in connection with any action, suit, proceedings or claim or otherwise by 
applicable Law. 
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25.3 Each Partner:  

25.3.1 may only disclose Confidential Information to its employees and professional advisors to 
the extent strictly necessary for such employees to carry out their duties under the 
Agreement; and 

25.3.2 will ensure that, where Confidential Information is disclosed in accordance with Clause 
25.3.1, the recipient(s) of that information is made subject to a duty of confidentiality 
equivalent to that contained in this Clause 25; 

25.3.3 shall not use Confidential Information other than strictly for the performance of its 
obligations under this Agreement. 

26 FREEDOM OF INFORMATION AND ENVIRONMENTAL PROTECTION REGULATIONS 

26.1 The Partners agree that they will each cooperate with each other to enable any Partner receiving a 
request for information under the 2000 Act or the 2004 Act to respond to a request promptly and 
within the statutory timescales.  This cooperation shall include but not be limited to finding, retrieving 
and supplying information held, directing requests to other Partners as appropriate and responding 
to any requests by the Partner receiving a request for comments or other assistance. 

26.2 Any and all agreements between the Partners as to confidentiality shall be subject to their duties 
under the 2000 Act and 2004 Act.  No Partner shall be in breach of Clause 26 if it makes disclosures 
of information in accordance with the 2000 Act and/or 2004 Act. 

27 OMBUDSMEN 

The Partners will co-operate with any investigation undertaken by the Health Service Commissioner 
for England or the Local Government Commissioner for England (or both of them) in connection with 
this Agreement. 

28 INFORMATION SHARING 

The Partners will follow the Information Governance Protocol set out in schedule 8, and in so doing 
will  ensure that the operation this Agreement complies comply with Law, in particular the 1998 Act.  

29 NOTICES 

29.1 Any notice to be given under this Agreement shall either be delivered personally or sent by facsimile 
or sent by first class post or electronic mail.  The address for service of each Partner shall be as set 
out in Clause 29.3 or such other address as each Partner may previously have notified to the other 
Partner in writing.  A notice shall be deemed to have been served if: 

29.1.1 personally delivered, at the time of delivery;  

29.1.2 sent by facsimile, at the time of transmission; 

29.1.3 posted, at the expiration of forty eight (48) hours after the envelope containing the same 
was delivered into the custody of the postal authorities; and 

29.1.4 if sent by electronic mail, at the time of transmission and a telephone call must be made 
to the recipient warning the recipient that an electronic mail message has been sent to 
him (as evidenced by a contemporaneous note of the Partner sending the notice) and a 
hard copy of such notice is also sent by first class recorded delivery post (airmail if 
overseas) on the same day as that on which the electronic mail is sent. 

29.2 In proving such service, it shall be sufficient to prove that personal delivery was made, or that the 
envelope containing such notice was properly addressed and delivered into the custody of the postal 
authority as prepaid first class or airmail letter (as appropriate), or that the facsimile was transmitted 
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on a tested line or that the correct transmission report was received from the facsimile machine 
sending the notice, or that the electronic mail was properly addressed and no message was received 
informing the sender that it had not been received by the recipient (as the case may be). 

29.3 The address for service of notices as referred to in Clause 29.1 shall be as follows unless otherwise 
notified to the other Partners in writing: 

29.3.1 if to the Council, addressed to: Cath Roff 

Tel:  0113 3783912 
E.Mail: Cath.Roff@leeds.gcsx.gov.uk 

 

and  

 

29.3.2 if to the CCG, addressed to: Matthew Ward 

Tel:  0113 8431648 
E.Mail: mward2@nhs.net 

 
30 VARIATION  

No variations to this Agreement will be valid unless they are recorded in writing and signed for and 
on behalf of each of the Partners. 

31 CHANGE IN LAW 

31.1 The Partners shall ascertain, observe, perform and comply with all relevant Laws, and shall do and 
execute or cause to be done and executed all acts required to be done under or by virtue of any 
Laws.  

31.2 On the occurrence of any Change in Law, the Partners shall agree in good faith any amendment 
required to this Agreement as a result of the Change in Law subject to the Partners using all 
reasonable endeavours to mitigate the adverse effects of such Change in Law and taking all 
reasonable steps to minimise any increase in costs arising from such Change in Law. 

31.3 In the event of failure by the Partners to agree the relevant amendments to the Agreement (as 
appropriate), the Clause 23 (Dispute Resolution) shall apply. 

32 WAIVER 

No failure or delay by any Partner to exercise any right, power or remedy will operate as a waiver of 
it nor will any partial exercise preclude any further exercise of the same or of some other right to 
remedy. 

33 SEVERANCE 

If any provision of this Agreement, not being of a fundamental nature, shall be held to be illegal or 
unenforceable, the enforceability of the remainder of this Agreement shall not thereby be affected. 

34 ASSIGNMENT  AND SUB CONTRACTING 

The Partners shall not sub contract, assign or transfer the whole or any part of this Agreement, 
without the prior written consent of the other Partners, which shall not be unreasonably withheld or 
delayed. This shall not apply to any assignment to a statutory successor of all or part of a Partner’s 
statutory functions. 

35 EXCLUSION OF PARTNERSHIP AND AGENCY 



19 
 

35.1 Nothing in this Agreement shall create or be deemed to create a partnership under the Partnership 
Act 1890 or the Limited Partnership Act 1907, a joint venture or the relationship of employer and 
employee between the Partners or render either Partner directly liable to any third party for the 
debts, liabilities or obligations of the other.   

35.2 Except as expressly provided otherwise in this Agreement or where the context or any statutory 
provision otherwise necessarily requires, neither Partner will have authority to, or hold itself out as 
having authority to: 

35.2.1 act as an agent of the other; 

35.2.2 make any representations or give any warranties to third parties on behalf of or in respect 
of the other; or 

35.2.3 bind the other in any way. 

36 THIRD PARTY RIGHTS 

Unless the right of enforcement is expressly provided, no third party shall have the right to pursue 
any right under this Contract pursuant to the Contracts (Rights of Third Parties) Act 1999 or 
otherwise. 

37 ENTIRE AGREEMENT 

37.1 The terms herein contained together with the contents of the Schedules constitute the complete 
agreement between the Partners with respect to the subject matter hereof and supersede all 
previous communications representations understandings and agreement and any representation 
promise or condition not incorporated herein shall not be binding on any Partner. 

37.2 No agreement or understanding varying or extending or pursuant to any of the terms or provisions 
hereof shall be binding upon any Partner unless in writing and signed by a duly authorised officer or 
representative of the parties. 

38 COUNTERPARTS 

This Agreement may be executed in one or more counterparts.  Any single counterpart or a set of 
counterparts executed, in either case, by all Partners shall constitute a full original of this Agreement 
for all purposes.  

39 GOVERNING LAW AND JURISDICTION 

39.1 This Agreement and any dispute or claim arising out of or in connection with it or its subject matter or 
formation (including non-contractual disputes or claims) shall be governed by and construed in 
accordance with the laws of England and Wales. 

39.2 Subject to Clause 23 (Dispute Resolution), the Partners irrevocably agree that the courts of England 
and Wales shall have exclusive jurisdiction to hear and settle any action, suit, proceedings, dispute 
or claim, which may arises out of, or in connection with, this Agreement, its subject matter or 
formation (including non-contractual disputes or claims). 
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IN WITNESS WHEREOF this Agreement has been executed by the Partners on the date of this Agreement 
 
 
SIGNED by Dr. Andrew Harris   
for and on behalf of  
NHS Leeds South and East Clinical 
Commissioning Group 

 
 
………………………………………………………. 
Signature 
 
 
………………………………………………………. 
Title 
 
………………………………………………………. 
Date 

 
SIGNED by Nigel Gray  
for and on behalf of  
NHS Leeds North Clinical Commissioning Group 

 
 
………………………………………………………. 
Signature 
 
 
………………………………………………………. 
Title 
 
………………………………………………………. 
Date 

 
SIGNED by Philomena Corrigan 
for and on behalf of  
NHS Leeds West Clinical Commissioning Group 
  
 

 
 
………………………………………………………. 
Signature 

 
 
………………………………………………………. 
Title 
 
………………………………………………………. 
Date 

 
SIGNED by  
For and on behalf of  
Leeds City Council  

 
 
………………………………………………………. 
Signature 

 
 
………………………………………………………. 
Title 
 
………………………………………………………. 
Date 
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SCHEDULE 1 PART 1 – BETTER CARE FUND FINANCIAL CONTRIBUTIONS 

 

 
 
 
Full finance Schedule - Financial Year 2015/16 
 
 

Better Care Fund 
Financial Contribution  
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SCHEDULE 1 PART 2: BCF DECISION MAKING AND FINANCIAL CONTROL 
 

1. Decisions regarding the BCF will be made through the BCF Governance Structure detailed in 
Appendix A below.   

2. The BCF Governance Structure will be supported by the Business Case Process described in 
Appendix B and will be subject to the risk sharing arrangements set out in Schedule 4.  

Partnership Board 

3. Decisions will be made on a collective basis between the partners with the following provisos: 

a. Members of the Partnership Board will make decisions within the limit of their individual 
delegated authority passed to them from their respective organisations AND 

b. In respect of their respective organisation’s allocated share of the scheme/fund ONLY. 

c. Decisions which exceed individual authorities will be referred to the CCG Governing Bodies 
and Council Executive (or relevant internal governance structures). 

Lead Commissioners  

4. Lead Commissioners will be authorised to act and make decisions within their respective schemes of 
delegation, subject to compliance with the BCF Governance Arrangements set out in Schedule 3 
and the Lead Commissioner obligations set out in Schedule 5 Part 1.  

5. An overview of the decision making process is included as Appendix C  

6. Individual responsibility for BCF schemes/funds is set out in Schedule 2.  

7. These arrangements will be reviewed during the first year of the BCF to ensure that they are 
effective and practical.  

 

Table 1: BCF Decision Making Thresholds  

Matter for approval Approving Body 
 

1. ANNUAL PLANNING  
 

 

Approve Strategic Direction 
Sign off annual BC plan 
 
 

HWBB 
 
CCG Governing Bodies/Council Executive 

Approve Partnership Agreement and 
any changes 

Governing Bodies/Council Executive 

Approve annual BCF Operational and 
Financial Plan. 
 

Governing Bodies/Council Executive 

Approve annual budgets for schemes 
within BCF plan 
 

Governing Bodies/Council Executive 

Approve risk sharing arrangements 
 
 

Governing Bodies/Council Executive 
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2. IN-YEAR DECISIONS 
(Refer to Appendix B - BCF Business 
Case Process) 

Within Individual 
Delegated Authorities  

Above Individual Delegated 
Authorities 

Approve new schemes Partnership Board 
 

CCG Governing Bodies/ 
Council Executive Committee 

Re-Commissioning of services 
 

Partnership Board 
 

CCG Governing Bodies/ 
Council Executive Committee 

De-Commissioning of existing services Partnership Board 
 

CCG Governing Bodies/ 
Council Executive Committee 

1. MANAGEMENT OF BUDGETS 
 

Responsibility Authorisation 

Responsible for keeping expenditure 
within budget at individual scheme level. 

Budget Manager 
 

Lead Commissioner’s scheme 
of delegation 

Responsible for keeping expenditure 
within budget at fund level. 

BCF Fund Manager Lead Commissioner’s scheme 
of delegation 

Responsible for keeping expenditure 
within budget for the totality of the BCF 
Fund 

Partnership Board As per Note 2 above. 

Authorisation of 
overspends/underspends 
 

To be managed as per BCF Risk Sharing Agreement 

Approve virements and transfers 
between schemes 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

TORs 

Approve virements and transfers 
between Funds 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

TORs 

2. CONTRACT AWARD AND 
PROCUREMENT 

Responsibility Authorisation 

Authorise a lead commissioner to enter 
into any contract for services necessary 
under an individual scheme 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

Partnership Agreement 

Decision to tender for new/existing 
service 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee  

See Partnership Agreement, 
Schedule 5 Part 1,  Lead 
Commissioner obligations 

Authorisation of Tenders and 
Competitive Quotations 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

Waiver of competitive processes Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

Approval of new contracts with 
providers 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

Approval of renewal of contracts with 
providers 

Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

Contract variations Partnership Board/CCG 
Governing Bodies/Council 
Executive Committee 

Other Procurement decisions Lead Commissioner Subject to compliance with 
Schedule 5, Part 1 of 
Partnership Agreement 

3. HEALTHCARE CONTRACT 
PAYMENTS/NON PAY 
EXPENDITURE/ORDERING/PAYM
ENT OF GOODS AND SERVICES 

Responsibility Authorisation 

Payments under approved healthcare 
contracts 

Lead Commissioner Lead Commissioner’s 
scheme of delegation 
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Table 2: BCF Financial Controls  
 
Partnership Board Members – Individual Delegated Authorities for approval of new BCF schemes 
(see relevant organisations’ individual scheme of delegation for full details) 
 
Name 
 

Role Authority (£) 

Andy Harris Clinical Chief Officer, Leeds South 
and East CCG 

Up to 250k 

Mark Bradley Chief Finance Officer, Leeds South 
and East CCG 

Up to 100k for relevant budget 
within LSE Operational Scheme 
of Delegation 

Gordon Sinclair 
 

Clinical Chair, Leeds West CCG Up to £500k (with the 
agreement of the CCG’s Chief 
Officer or Chief Finance Officer) 

Phil Corrigan Chief Accountable Officer, Leeds 
West CCG 

Up to £250k; or 
Up to £500k (with the 
agreement of the CCG’s Clinical 
Chair) 

Dr Jason Broch 
 

Clinical Chair, Leeds North CCG Up to £500k 

Nigel Gray Chief Accountable Officer, Leeds 
North CCG 

Up to £500k 

Cath Roff Director, Adult Social Care, Leeds 
City Council 

Up to £250k (TBC) 

Ian Cameron Director of Public Health, Leeds City 
Council 

Up to £100k (TBC) 

 
  

Other contractual payments Lead Commissioner Lead Commissioner’s 
Scheme of Delegation 

Raising of Requisitions and Approval of 
invoices 

Lead Commissioner Lead Commissioner’s 
Scheme of Delegation 
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Schedule 1 Appendix A:   BCF Governance Structure  
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Schedule 1 Appendix B:   BCF  Business Case Process  
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Schedule 1 Appendix C:   BCF Decision Making Overview  
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SCHEDULE 2 - SCHEME SPECIFICATIONS 

 
 
PART 1 -TEMPLATE SERVICE SCHEDULE  

BCF TEMPLATE 
SERVICE SCHEDULE.d 

PART 2 – AGREED SCHEME SPECIFICATIONS 

 
Fund 1 Scheme Description:   Transformation & Invest to Save Schemes 
 

BCF FUND 1 Service 
Schedule.docx  

 
Fund 2 Scheme Descriptions:   Council Hosted Pooled Funds 
 

BCF Fund 2a (LCES) 
Scheme Description.d

 
 
 

BCF Fund 2b (SLIC) 
Scheme Description.d

 
 
 
Fund 3 Scheme Description:   Community Support and Third Sector Non-pooled Fund 
 

BCF FUND 3 Scheme 
Specification.docx

 
 
 
Fund 4 Scheme Description:   Adult Social Care Hosted Non-pooled Fund 
 

BCF FUND 4 Scheme 
Specification.docx

 

 



29 
 

SCHEDULE 3 – GOVERNANCE 

 
 

1. Introduction 

The overarching structure for the governance of the Better Care Fund and this partnership 
agreement is set out in Schedule 1 Appendix A. The aim of the arrangements is to ensure effective 
oversight and performance management of the fund in relation to: 

• Planning 
• Practical and financial implementation 
• Delivery of outcomes 

 

2. Health and Wellbeing Board 

Strategic oversight of the Better Care Fund will be undertaken by the Leeds Health and Wellbeing 
Board.  The role of the Health and Wellbeing Board in relation to the Better Care Fund is to: 

• Ratify the overarching BCF submission 
• Review achievement of overall outcomes 
• Provide challenge and scrutiny 

  
3. Partnership Board 

Oversight of this partnership agreement will be carried out by the Integrated Commissioning 
Executive (ICE) which will undertake the role of the BCF Partnership Board (the Partnership Board).  
The Partnership Board element of ICE will have a specified membership which may not include the 
full membership of ICE and will have its own documented terms of reference. 

3.1 Membership 

The membership of the Partnership Board will be comprised of relevant members of ICE and will 
include senior officers of the three Leeds CCGs and Leeds City Council, including but not limited to 
the following: 

3.1.1 CCGs: 

• Clinical Chair and Chief Accountable Officer, Leeds North CCG 
• Clinical Chair and Chief Accountable Officer, Leeds West CCG 
• Clinical Chief Officer (Accountable Officer) and Chief Operating Officer, Leeds South and East 

CCG 
• Chief Finance Officer, Leeds South and East CCG (On behalf of the 3 CCGs) 
• Or a nominated deputy 

 

3.1.2 The Council:  

• Director Adult Social Care, Leeds City Council 
• Director of Public Health, Leeds City Council 
• Deputy Director, Adult Social Care Commissioning, Leeds City Council 
• Director of Resources, Adult Social Care, Leeds City Council  
• Or a nominated deputy; 

 
The full membership of the Partnership Board will be detailed in the terms of reference. Other 
officers may be asked to attend meetings of the Partnership Board as required. 
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3.2 Role of Partnership Board 

The Partnership Board shall: 

• Provide strategic direction on the Individual Schemes 
• receive the financial and activity information; 
• review the operation of this Agreement and performance manage the Individual Services; 
• agree such variations to this Agreement from time to time as it thinks fit; 
• review and agree annually a risk assessment and a Risk Sharing arrangements 
• review and agree annually revised Schedules as necessary; 
• request such protocols and guidance as it may consider necessary in order to enable each 

Pooled Fund Manager to approve expenditure from a Pooled Fund 
• Approve proposals/schemes 
• Approve release of monies in relation to approved schemes 

 

3.3 Partnership Board Support 

3.3.1   BCF Delivery Group  

The Partnership Board will be supported by officers from the Partners from time to time.  

If required, the Board may establish a separate BCF sub-group to undertake detailed oversight of 
delivery of the BCF schemes.  The role of the BCF Delivery Group will include: 

• Monitor performance of the BCF schemes 
• Assure new scheme proposals to ensure they are fit for purpose 
• Monitor management of risks 
• Provide advice, support and recommendations to the Partnership Board 

 
Membership of the Delivery Group will include representatives from each of the CCGs and Leeds City 
Council, Scheme Leads and Pooled Fund Managers together with other officers as deemed appropriate. 
Detailed terms of reference will be produced setting out the membership, role and remit of the BCF 
Delivery Group. 

 
3.3.2 Scheme Leads/Pooled Fund Managers 

 
Scheme Leads or, where appropriate, a Pooled Fund Manager will be identified for each of the Funds 
specified in Schedule 2 to this agreement.  The leads will be responsible for ensuring the delivery and 
performance of schemes within their remit and will be required to provide appropriate assurance and 
monitoring reports to the Partnership Board. 
 
3.3.3 Responsible sub-groups 
 
Each of the Funds specified in Schedule 2 to this agreement will be monitored by a designated sub-
group. The relevant groups are identified in the structure chart in Appendix A.  The responsibilities 
relating to oversight of the BCF will be detailed in the relevant terms of reference of each sub-group. 
 
3.3.4 Individual Services 
 
Individual services will also be subject to local governance arrangements as specified in the appropriate 
service specifications. 

 

4. Meetings of the Partnership Board 
 

4.1 The Partnership Board will meet at least Quarterly at a time to be agreed within following receipt of 
each Quarterly report of the Scheme Lead/Pooled Fund Manager. 
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4.2   The quorum for meetings of the Partnership Board shall be a minimum of (two Leeds City Council 
representatives and two CCG representatives). Decisions of the Partnership Board shall be made 
unanimously.  Where unanimity is not reached then the item in question will in the first instance be 
referred to the next meeting of the Partnership Board. If no unanimity is reached on the second occasion 
it is discussed then the matter shall be dealt with in accordance with the dispute resolution procedure set 
out in the Agreement. 

4.3   Where a Partner is not present and has not given prior written notification of its intended position on 
a matter to be discussed, then those present may not make or record commitments on behalf of that 
Partner in any way. 

4.4   Minutes of all decisions shall be kept and copied to the Partnership Board members within [10)] 
days of every meeting. 

5. Delegated Authority 

5.1 All decisions made within the BCF Partnership Board (ICE) are through the authority delegated to 
individual members of the Board from their host partner organisation, and the governance of such 
decisions is through the mechanisms of those organisations. 

5.2 The Partnership Board is authorised within the limit of delegated authority for its members (which is 
received through their respective organisation’s own financial scheme of delegation) to: 

• to authorise commitments which exceed or are reasonably likely to lead to exceeding the 
contributions of the Partners to the aggregate contributions of the Partners to any Pooled Fund;  
and 

• to authorise a Lead Commissioner to enter into any contract for services necessary for the 
provision of Services under an Individual Scheme 

5.3 The following decisions are reserved for the CCG Governing Bodies and Council Executive Board: 

• Approval of schemes  beyond delegated limits 
• Financial contributions and budgets  
• Changes to the partnership agreement 
• Budgets for individual schemes 
• Virement and transfers beyond delegated limits 
Contract awards beyond delegated limits 

6. Information and Reports 

Each Scheme Lead/Pooled Fund Manager shall supply to the Partnership Board on a Quarterly basis 
the financial, activity and monitoring information as required under the Agreement. 

7. Post-termination 

The Partnership Board shall continue to operate in accordance with this Schedule following any 
termination of this Agreement but shall endeavour to ensure that the benefits of any contracts are 
received by the Partners in the same proportions as their respective contributions at that time. 
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SCHEDULE 3 PART 2- TERMS OF REFERENCE FOR THE BCF PARTNERSHIP GROUP 

 
 

TOR BCF Partnership 
Board v 1 2.1.doc  
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SCHEDULE 4 – RISK SHARE AND OVERSPENDS 

Risk Management Arrangements & Financial risk sharing policy:  Better Care Fund between NHS 
Leeds South & East CCG, NHS Leeds West CCG, NHS Leeds North CCG and Leeds City Council for 
the financial year 2015/16 

Purpose 

It is recognised by all partners in the Leeds health & social care system that there needs to be a realistic and 
robust risk share agreement in place to mitigate the financial risk of over performance or non delivery of 
existing services funded through the Better Care Fund (BCF) and also through  delay or failure to achieve 
the required outcomes.  

Failure to deliver the planned reduction in emergency activity (resulting in a reduced non elective/A&E cost 
with our major acute providers) supported by increased investment in out of hospital care will create 
significant cost pressures for the whole system which will need to be resourced by all partners in line with the 
agreed risk share.  

Partnership Agreement 

Partnership agreements provide an appropriate vehicle for sharing risk between the associated parties. The 
agreed principles for risk-sharing are: 

(i) The financial impact of unpredictable incidents on system wide deliverables should be shared 
proportionality, dependent on the scheme and service, amongst the parties to the agreement. This supports 
a general principle that all parties equally contribute effort to the effective delivery of the schemes. 
 
(ii) Where any impact is so financially significant that individual bodies could be at financial risk, the parties 
need to work together to mitigate the impact. 
 
(iii) The BCF pooled funds need to deliver within budget including delivery of planned reductions in spend.  
The schemes should not create additional cost pressures in the Leeds health and social care system. Each 
pooled budget lead is responsible for ensuring pressures are mitigated in full within year. 
 
This financial risk sharing agreement is part of the overall governance arrangements and management of the 
Better Care Fund and needs to be considered within this context. 

1. For 2015/16 the resources will be held under a partnership agreement. This agreement will include 
two pooled funds (via Section 75), one hosted by the Local Authority and the other by the CCGs.   
BCF services have been allocated to either pooled fund based on the most appropriate lead 
commissioner. Within the BCF partnership agreement, non-pooled funds (nominal funds) will also be 
used as the partnership vehicle for services which are inappropriate for inclusion in a Section 75.  The 
BCF Partnership Board will be responsible for approving virements between the various pooled/non 
pooled funds.     

 
2. Contingency arrangements (circa £2.0m in 15/16) will be developed to meet a range of financial risks 

affecting the BCF e.g. effects of increasing demand, changes to legislation and those risks outlined in 
the BCF risk register. However in line with national guidance, the first call will be against the (risk) of 
failure to deliver the planned reduction in non elective admissions.  In 15/16 this equates to £6.5m at 
100% tariff, with the £2m contingency representing the activity at the 30% marginal tariff.  The rules 
around MRET are subject to change potentially moving from 30% to 70%. This will therefore be 
managed through monthly monitoring of the non elective spend and whilst there are currently no plans 
to amend the overall BCF if the planned savings are not at the expected level then the BCF will need 
to be amended to ensure the non elective risk is accounted for through amending the existing 
schemes and increasing the contingency. 
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3. Only the financial elements of services covered by the Better Care Fund (BCF) are eligible for risk 
sharing (although there will be flexibility to add to the arrangement subject to agreement by all parties 
and by approval of the Health and Well Being Board). The financial values are outlined in the BCF 
Partnership Agreement (£55m comprising funds from both the CCG allocations and council funding). 

 
4. The BCF Partnership Board under the guidance of the Health and Wellbeing Board will make joint 

decisions, within the limits delegated to its members by their respective organisations, about the best 
use of the Invest to Save Funding which currently equates to £8.4m to support integration and 
maximise reduction in acute admissions. BCF Partnership Board therefore will be responsible for the 
final agreement and detail behind these agreements which will eventually form part of the full 
partnership agreement for 15/16.  The implementation and ownership of the Invest to Save schemes 
will be managed under the Transformation Board governance arrangements. 

 
5. The main objectives of the risk sharing arrangements are to protect all parties in relation to 

performance of individual schemes and the aggregate measure of reducing emergency admissions.  
The BCF Partnership Board will be accountable and held responsible for ensuring that expenditure 
remains within the budget provision approved by each partner organisation and the Health & Well-
being Board.   The BCF partnership board may delegate this responsibility to the Pooled Fund 
Managers as described in the BCF Partnership Agreement and the specifications for each BCF Fund. 
 

6. Financial monitoring requirements, budgetary control arrangements, and in year changes to the Better 
Care Fund, will be decided by the BCF Partnership Board and will recognise the different financial 
regimes of each organisation. This includes ensuring: 

 
• Each of the pool and non pooled funds are expected to operate within budget, and Pooled Fund 

Managers/Accountable Officers will be accountable and held responsible for that.  
• Pooled Fund Managers/Accountable Officers will need to consider the full year effect of the 

commitments that they are making to ensure that the allocated budgets are not exceeded in future 
years. 

• Pooled Fund Managers/Accountable Officers will need to ensure that all of the commitments are 
supported by formalised contractual arrangements. These arrangements will include clear service 
specifications, financial commitments, contractual activity and key performance indicators (KPIs). 

 
7. Contract and procurement decisions will be taken according to the scheme of delegation of the lead 

commissioner organisation for each fund.  
 

8. BCF national guidance has stated that Care Act ring fenced funding has been provided.  This funding 
will go directly to the council.  If the council can deliver the Care Act obligations within this funding then 
the full funding will remain with Leeds City Council, whilst any additional pressures will remain the 
responsibility of Leeds City Council (in line with the principle that only funds within the pool count 
towards the risk share arrangements) 
 

9. Any activities undertaken, which are not jointly agreed, will be undertaken at the risk of the individual 
organisation(s). 

 
The treatment of Over and Underspends within the Overall BCF Pool 

10. The pooled funds will be managed at fund level and delegated to Pool Fund Managers. Non-pooled 
funds will be managed at service level and delegated to the Budget holder for each individual service.  
The £55m BCF will in effect be managed as four budgets plus the contingency as per the BCF 
governance arrangements.    
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11. Underspend/Over delivery of Benefits of the BCF within an individual pool – e.g. Slippage on the 
implementation of invest to save schemes, over delivery of QIPP savings  or underspends within 
operational general schemes will be used in the following order: 

a. Offset the failure to deliver the non elective planned reduction in spend in line with national 
guidance 

b. At the discretion of BCF Partnership Board - against any over performance within the other 
pools.  

c. Any remaining underspend will be distributed back to the four partners (LN, LSE, LW and LCC) 
based on in year contribution and delivery in year for that scheme.   

d. If one party has significant in year pressures then it may be possible for the four partners to 
review this split and focus on supporting one of the partners on the assumption the funding 
would be repaid in future years.   

 
12. Overspend/Under delivery of the Benefits of the BCF 

a. The Pooled Fund Manager (or Budget holder for non-pooled funds) will be held accountable for 
ensuring their overall fund remains in budget. 

b. At the discretion of BCF Partnership Board - any underspends from other pools or invest to save 
schemes could be allocated to support a pressure in a pool 
If no further mitigations exist in other pools or the contingency is exhausted then this would be a 
serious problem for the partners to resolve.  The partners will need to provide in year funds to 
resolve the issue.  
 

Non Elective Spend Within the BCF 
 

13. Non Elective Spend/budget within the BCF is reflected in the following schemes 
 
a. £2m Contingency (against not delivering planned savings) 
b. £2.8m Admission Units, (improve patient flow and reduce costs) 

 
14. There are many schemes outside of the BCF within the CCGs that are focusing on reducing non 

elective admissions and it will be difficult to link a particular scheme to the impact (i.e. a BCF or a non 
BCF scheme).  This will be attempted through monitoring of individual schemes.   
 

15. The non elective budget will be managed as follows. 
 
a. 14/15 Expenditure - £116m 

i. Overall Non Elective Expenditure - £109.5m 
ii. Overall Assessment Unit Expenditure - £6.5m  

 
b. Non Elective Plan 15/16 Plan - £114m 

i. Overall Non Elective Plan - £107.5m 
ii. Overall Admission Unit Plan - £6.5m 

 
c. BCF Admission Unit Plan - £2.8m 

 
d. BCF Contingency (Reflecting the planned reduction) £2m 

 

16. It is expected the non-elective expenditure will reduce in line with the revised plan for 15/16. If the 
expected savings are met the value of the funds held within the BCF will either be reinvested or used 
as a cost improvement saving to be split between the partners based on the contribution made 
between the four partners. CCGs will retain any further underspends at CCG level.  
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17. There will be a separate and regular evaluation and review of schemes throughout each year which 
will help mitigate the risks for future years and ensure effectiveness and value for money.   
 

18. The appropriate accounting standards will apply in relation to any joint arrangements that are put in 
place. 

 
19. Each of the CCGs and the Local Authority will recognise its share of the pooled budget in its individual 

accounts and memorandum accounts will be produced. The pool and this agreement will be subject to 
the usual audit and annual reporting requirements, for which differences in accounting treatment will 
need to be recognised in line with auditor’s advice.  There needs to be a commitment to produce 
memos in line with all parties audit requirement 
 

20. The BCF pool may be increased in 16/17 onwards beyond the mandatory level and the risk share 
arrangements will need to be reviewed in the light of any changes to this pool. 

 
If any other organisations become part of the pool they must participate in the sharing of the financial 
risks according to this agreement  
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SCHEDULE 5 – JOINT WORKING OBLIGATIONS 

Part 1 – LEAD COMMISSIONER OBLIGATIONS 

 
Terminology used in this Schedule shall have the meaning attributed to it in the NHS Standard Form 
Contract save where this Agreement or the context requires otherwise. 
 
1 The Lead Commissioner shall notify the other Partners if it receives or serves: 

1.1 a Change in Control Notice; 

1.2 a Notice of a Event of Force Majeure; 

1.3 a Contract Query; 

1.4 Exception Reports 

and provide copies of the same. 

2 The Lead Commissioner shall provide the other Partners with copies of any and all: 

2.1 CQUIN Performance Reports; 

2.2 Monthly Activity Reports; 

2.3 Review Records; and 

2.4 Remedial Action Plans; 

2.5 JI Reports; 

2.6 Service Quality Performance Report; 

3 The Lead Commissioner shall consult with the other Partners before attending: 

3.1 an Activity Management Meeting; 

3.2 Contract Management Meeting; 

3.3 Review Meeting; 

and, to the extent the Service Contract permits, raise issues reasonably requested by a 
Partner at those meetings. 

4 The Lead Commissioner shall not: 

4.1 permanently or temporarily withhold or retain monies pursuant to the Withholding and Retaining of 
Payment Provisions; 

4.2 vary any Provider Plans (excluding Remedial Action Plans); 

4.3 agree (or vary) the terms of a Joint Investigation or a Joint Action Plan; 

4.4 give any approvals under the Service Contract; 

4.5 agree to or propose any variation to the Service Contract (including any Schedule or Appendices); 

4.6 suspend all or part of the Services;  
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4.7 serve any notice to terminate the Service Contract (in whole or in part); 

4.8 serve any notice; 

4.9 agree (or vary) the terms of a Succession Plan; 

without the prior approval of the other Partners (acting through the Partnership Board) such approval 
not to be unreasonably withheld or delayed. 

5 The Lead Commissioner shall advise the other Partners of any matter which has been referred for 
dispute and agree what (if any) matters will require the prior approval of one or more of the other 
Partners as part of that process.  

6 The Lead Commissioner shall notify the other Partners of the outcome of any Dispute that is agreed 
or determined by Dispute Resolution 

7 The Lead Commissioner shall share copies of any reports submitted by the Service Provider to the 
Lead Commissioner pursuant to the Service Contract (including audit reports)  

Part 2– OBLIGATIONS OF THE OTHER PARTNERS 

Terminology used in this Schedule shall have the meaning attributed to it in the NHS Standard Form 
Contract save where this Agreement or the context requires otherwise. 

 
1 Each Partner shall (at its own cost) provide such cooperation, assistance and support to the Lead 

Commissioner (including the provision of data and other information) as is reasonably necessary to 
enable the Lead Commissioner to: 

1.1 resolve disputes pursuant to a Service Contract; 

1.2 comply with its obligations pursuant to a Service Contract and this Agreement; 

1.3 ensure continuity and a smooth transfer of any Services that have been suspended, expired or 
terminated pursuant to the terms of the relevant Service Contract; 

2 No Partner shall unreasonably withhold or delay consent requested by the Lead Commissioner.  

3 Each Partner (other than the Lead Commissioner) shall: 

3.1 comply with the requirements imposed on the Lead Commissioner pursuant to the relevant Service 
Contract in relation to any information disclosed to the other Partners;  

3.2 notify the Lead Commissioner of any matters that might prevent the Lead Commissioner from giving 
any of the warranties set out in a Services Contract or which might cause the Lead Commissioner to 
be in breach of warranty. 
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SCHEDULE 6 – PERFORMANCE ARRANGMENTS 

 
Agreed BCF Tracker format to be embedded 
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SCHEDULE 7 – BETTER CARE FUND PLAN 

 
 
The Approved Leeds BCF Plan and related appendices are included below: 
 
 
 

BCF Leeds - Part 
One - 20Nov14 v1.1 F 

 

BCF Leeds - Part 
Two - 20Nov14 v1.0 F 

 

Leeds Scheme 
Business cases 19Sep 
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SCHEDULE 8  – POLICY FOR THE MANAGEMENT OF CONFLICTS OF INTEREST 

 
Individual CCG & Council policies to be appended  
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SCHEDULE 9  – INFORMATION GOVERNANCE PROTOCOL 

 
 
The BCF Partnership will comply fully with the Leeds Interagency Information Sharing Protocol and the 
Leeds Health & Social care Transformation Programme Information Sharing Agreement, which are 
appended below: 
 
 

panleedsinformations
haringprotocol.pdf  

 

ISA Health and Social 
Care Transformation    
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Summary Report 
Meeting: Board  Date:  30th September 2015 
Agenda Item: 302/2015 
Report Title: Primary Care Co-commissioning 
Prepared by: Gina Davy, Deputy Director of Primary Care and Business 

Development 
Stephen Gregg, Head of Governance and Corporate 
Services 

Executive Lead: Nigel Gray, Chief  Officer 
Presented by: Nigel Gray, Chief  Officer  
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment √ 
Strategic Objectives (tick all that apply 
1. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
 
The attached report summarises the latest position on Primary Care Co-commissioning. 
Should the CCG wish to apply for delegated responsibility, it will need to submit an 
application by 6th November 2015. 
 
The Council of Members on 15th September gave a mixture of views on whether to support 
an application.  It was agreed that Council Members would take a final view once further 
information was available, including information on capacity and financial risks and the 
likely approach of the other 2 Leeds CCGs. 
 
Preparatory work is underway to ensure that the CCG is able to submit an application on 
the 6th November, should it wish to do so. 
Key Recommendations 
The Board is recommended to: 
 

• Comment on the options available to the CCG for co-commissioning primary care. 
• Note that the Council of Members has yet to agree on whether it wishes to support 

an application to take on delegated responsibilities and amend the CCG’s 
constitution to enable it to do so. 
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• Agree the process for approving any application to take on delegated responsibility. 
 

Assurance Framework 
All 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications Yes 
Financial implications Yes 
Legal implications Yes 
Workforce implications Yes 
Equality impact assessment  
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302a/2015    

Leeds North Clinical Commissioning Group 

Primary care co-commissioning 

1. Purpose 

The purpose of this paper is to update the Board  on primary care co-commissioning and outline 
the options regarding our approach as a CCG. Previous versions of the paper have supported 
conversations within member practices in advance of the discussion at the September Council of 
Members meeting.   

2. Background  

The vast majority of primary care services are currently commissioned from General Practice by 
the NHS England (NHSE) Area Team.  In May 2014, NHS England offered CCGs the opportunity 
to apply for a greater degree of involvement in the commissioning of primary care.    

CCGs can apply to co-commission primary care with the NHSE Area Team at one of three levels: 

• Level 1  -  Greater involvement in commissioning between the CCG and NHSE AT  
• Level 2 -   Joint commissioning of primary care between the CCG/s and the NHSE AT 
• Level 3 -   Full delegation of agreed commissioning responsibilities, and associated 

budget, to the CCG from NHSE AT. 

At all three levels, CCGs receive no additional resource to deliver additional commissioning 
responsibilities.  

3. A recap on our co-commissioning journey, May 14 – February 15.  
 

Following the invitation for CCGs to apply for different levels of primary care co-commissioning, 
LNCCG engaged with member practices between May 2014 and January 2015 to gain views and 
opinion on whether the CCG should pursue co-commissioning and if so at which level.  The 
outcome of these discussions was reported to the Board on 26 November 2014.  Further reports 
were submitted to the Board on 28th January and 25th March 2015. 
 
The key benefits associated with co-commissioning responsibilities include the: 
• ability to use the CCG’s local insight and understanding of local population needs to 

commission more locally appropriate services that improve local health outcomes. 
• ability to ‘join-up’ and reduce duplication and administration of initiatives commissioned by the 

CCG and those commissioned as national enhanced services e.g.  moulding the national 
Admissions Avoidance Enhanced Service to support local initiatives to support complex and 
frail older people. 

• ability to locally tailor and bespoke elements of the national contract to better align with local 
developments e.g. exploring the ability of practices to subcontract elements of the GMS 
contract where this may make sense locally. 

• ability to shape and form our approach to co-commissioning whilst this is optional as opposed 
to this being enforced on the CCG in the future. 
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Key issues raised by members included: 
• Impact on member relationships – Recognition that the existing trusted relationship 

between the CCG and member practices could be undermined by the CCG adopting 
additional contractual and performance responsibilities. 

• Conflicts of interest – Concerns regarding the perceived conflict of interest within CCGs as 
member organisations with responsibilities around the commissioning of primary care 
services. 

• Costs – Concerns that the total amount of funding available to commission primary care is 
ring fenced and is not diverted to fund other parts of the health system thus reducing the 
primary care ‘pot’.  

• Capacity & capability – Recognition that the skills to undertake specific areas of primary 
care commissioning e.g. estates do not exist within the CCG. In addition, there is no spare 
capacity within the existing CCG Locality Team to undertake additional commissioning 
responsibilities or additional funding being made available to recruit additional capacity. 
 

LNCCG member practices and the Board supported the decision for the LNCCG to submit a joint 
application with LSECCG and LWCCG for Level 2 co-commissioning of primary care. This would 
involve the three Leeds CCGs and NHS England forming a formal Joint Committee to govern 
the commissioning of primary care services across Leeds. 
 
A key rationale for supporting the progression of Level 2 co-commissioning was the opportunity 
to, through the Joint Committee, test and take learning from different working relationships 
between the CCG and the NHSE Area Team in advance of choosing to take on full delegated 
commissioning responsibilities and the associated budget. 
 
Following the final submission of the CCG’s Level 2 co-commissioning application in January 
2015, last minute guidance was issued by NHS England regarding the limited decision making 
abilities of Joint Committees. In light of this guidance, the recommendation was made to member 
practices to withdraw the CCG’s application on the basis of the now limited benefits of 
establishing a Joint Committee. This decision was supported, and therefore LNCCG, along with 
LWCCG and LSECCG currently operate as Level 1 co-commissioners of primary care.  
 
4. Opportunities for CCG’s to re-apply for additional co-commissioning responsibilities  

and key CCG considerations 

At some point over the next three years, all CCGs are likely to be required to take on fully 
delegated co-commissioning responsibilities. At present, all CCGs have been given the option to 
re-apply to undertake levels 2 or 3 of co-commissioning responsibilities from 1st April 2016. To do 
this, applications must be submitted by 6th November 2015. A number of factors need to be 
considered to inform this decision: 

4.1 Learning and experience from CCGs already operating at Levels 2 and 3 of co-
commissioning  

Since April 2015, a number of CCGs have been operating at Levels 2 and 3 of co-commissioning. 
To date there has been no formal feedback regarding the experience of these CCGs and 
practices. Anecdotal feedback from CCGs operating at Level 3 (fully delegated) co-
commissioning is that it is starting to enable:  

• the redesign of  GP contracts along ‘core’ and ‘core plus’ lines 
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• moving forward with care closer to home and estates strategies 
• ‘joining up’ things better across primary and secondary care 

 
However, significant challenges have also been described by CCGs with Levels 2 and 3 co-
commissioning responsibilities. These include: 
 

• lack of clarity between NHSE and CCGs regarding roles and responsibilities and 
delegation arrangements.  

• it had not been possible to carry out due diligence at the point of transition, as NHSE were 
unable to provide all necessary evidence e.g. information about any outstanding claims. 

• for some Level 3 (fully delegated) CCGs, devolved budgets had yet to be agreed due to 
either lack of information or the assumption that CCGs would inherit a primary care budget 
in deficit.  

• responsibilities around specific areas such as complaints, whilst retained by NHSE, had 
become ‘blurred’. 

• incident reporting - demands were being made on CCGs to provide higher levels of 
assurance than had previously been provided when this was the responsibility of NHSE.   
 

4.2 ‘Creep’ of responsibilities 

Irrespective of a CCG’s formal ‘level’ of co-commissioning, there has already been a significant 
increase in the level of the CCG’s involvement in commissioning decisions being progressed by 
NHS AT. The CCG welcomes the opportunity to use local insight and understanding to influence 
decision making. However, there is also an increasing expectation that the CCG will undertake 
additional associated activities and provide assurances in relation to a range of areas including 
primary care estates, practice branch closures, engagement and areas of quality assurance. This 
additional workload is having an inevitable impact on capacity within the CCG Locality Team and 
is compounded by the need to rapidly develop new capabilities to respond. However, whilst the 
CCG is a Level 1 co-commissioner, the CCG retains greater control over which areas it chooses 
to defer back to NHSE under existing commissioning roles and responsibilities. 

 

4.3 Citywide vs CCG Approach 

LNCCG submitted a joint application for Level 2 co-commissioning with LWCCG and LSECCG on 
the basis that the three Leeds CCGs and NHSE would work jointly to co-commission primary care 
services through a joint, citywide committee. The nature of Level 3 co-commissioning (whereby 
CCG have devolved co-commissioning responsibilities and an associated budget) means that the 
CCG would need to apply on an individual basis.  

If CCGs in Leeds do not unanimously choose to maintain Level 1 co-commissioning 
responsibilities or apply for the same level of co-commissioning, there is a risk that it may be 
perceived that the CCGs are not working in a joined up way. There may also be a perception that 
CCGs applying for higher levels of co-commissioning are more advanced than others.  

 

5. Options for consideration 

Based on the feedback from members already captured, alongside the additional considerations 
presented, member practices were asked to consider the following options at the Council of 
members meeting on September 15th: 
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5.1 Apply for Level 3 co-commissioning responsibilities in  November 2015 
 
Pros:  The CCG is likely to be required to undertake Level 3 co-commissioning 
responsibilities over the next three years and so could choose to adopt this in advance of it 
becoming a ‘must be done’;  By virtue of having devolved responsibilities and budget, the 
CCG will be in a position to improve local commissioning of primary care.  
 
Cons: Learning from other CCGs is that there remain a number of areas relating to co-
commissioning to be resolved. It therefore makes sense to reflect on learning from other 
CCGs once these issues have been resolved, this particularly relates to the current lack of 
clarity regarding financial deficits associated with devolved primary care budgets; being at 
level 1 or 2 is not preventing  the CCG from progressing any areas of planned development  
as a CCG.  
 

5.2 Apply for Level 2 co-commissioning responsibilities in November 2015 
 
Withdrawing our application for Level 2 co-commissioning responsibilities on the basis that the 
establishment of joint commissioning arrangements and formal joint committee did not provide 
any co-commissioning advantage over Level 1 co-commissioning means that this is not a 
viable option. 
 

5.3 Continue to operate at Level 1 co-commissioning with a view to reviewing this position 
on an annual basis 
 
Pros:  Operating at Level 1 is not preventing the CCG from progressing any areas of service 
development; Operating a Level 1 gives the CCG greater opportunity to choose which areas 
to defer back to the AT within the context of the overall ‘creep’ of responsibilities between 
NHS E and the CCG; Learning from other CCGs is as yet inconclusive but has identified a 
number of practical challenges that still require ‘ironing out’. It makes sense for these issues 
to be resolved and the transition process improved before applying for additional 
responsibilities. 
 
Cons: If other CCGs apply for Level 3 but LNCCG remains at Level 1, there is a risk that the 
CCG may be perceived as less able than other CCGs. 
 

6. Discussion at Council on 15 September 2015 
 
The Council of Members considered the options and the risks and benefits associated with   
them.  These included: 
 

• Financial risks – Council discussed the level of financial risk and the capacity to deliver 
delegated commissioning responsibilities. 
 

• Capacity – Council recognised the risks associated with taking on additional co-
commissioning responsibilities without any additional investment into the current CCG 
management infrastructure and the impact this could have on the delivery of current 
levels of CCG development support to member practices. It was also noted that the 
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specialist skills and knowledge to deliver elements of co-commissioning eg estates do 
not currently exist within the CCG.  
 

• Arrangements for managing conflicts of interest – it was explained that under 
delegated commissioning, the CCG would need to establish a Primary Care 
Commissioning Committee, with a majority of lay and Executive members  
 

• Fragmentation – Council was concerned about fragmentation should the 3 CCGs take 
different approaches. 
 

Members were keen to ensure that there was consistency of approach across Leeds, but did 
not feel that they yet had all of the necessary information to commit to either Option 5.1 or 5.3.  
 
It was agreed that a final decision would be made by Council once further information was 
available, including the likely approach of the other 2 Leeds CCGs. 
 
 

7. Next steps  
 
Should the CCG wish to apply for delegated commissioning responsibilities, it will need to 
submit an application by noon on 6th November. The application must include: 
 
• A clear statement of the objectives and benefits of delegated commissioning 

 
• The wording of a proposed constitutional amendment to allow the establishment of a 

Primary Care Commissioning Committee and any changes to the scheme of delegation 
 

• The draft Terms of Reference of the Primary Care Commissioning Committee 
 

• Confirmation that the CCG has reviewed its conflict of interest policy in line with NHSE 
guidance 

 
• Confirmation that the CCG meets level 2 of the IG toolkit 

 
• Confirmation of the CCG’s current assurance level under the NHSE assurance framework 

 
• A finance template for delegated budgets 
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Summary Report 
Meeting: Board  Date:  30 September 2015 
Agenda Item: 303/2015 
Report Title: EPRR Assurance 
Prepared by: Debra Taylor-Tate, Jenny Baines 
Executive Lead: Liane Langdon 
Presented by: Liane Langdon 
Other meetings presented to: System Resilience Group 
Purpose of Report 
Approval √ Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. 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. 

 

2. 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. 

 

3. 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. 

 

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

 

Executive Summary 
 
CCGs as Category 2 Responders are required to provide assurance to NHS England through the 
Local Health Resilience Partnership (LHRP) against the core standards (Appendix 1) for 
Emergency, Preparedness, Resilience and Response (EPRR). 
 
This requires all CCGs to complete the following : 
1) Undertake a self-assessment against the relevant core standards identifying the level of 
compliance for each standard. 
2) Based on the outcome of the self assessment develop an improvement plan (Appendix 2) which 
includes further actions required to demonstrate that you are working towards full compliance.  
3) Complete the enclosed statement of compliance (Appendix 3) identifying your organisation’s 
overall level of compliance (full, substantial, partial, non-compliant)  
4) Present the above outcomes to your board or through appropriate governance 
arrangements where the Board has delegated their responsibility for EPRR 
5) Submission of all required documents by 6 November 2015. 
 
To ensure a consistent approach and to maximise resources, Leeds CCGs are working in 
partnership to deliver EPRR across Leeds. This also involves working with our partners including 
our providers and local authority. As a result Leeds CCGs has established an EPRR working group 
that will monitor progress, evaluate risk, deliver overall compliance, and ensure learning. 
 
Key Recommendations 

• To note the self assessment against the core standards for EPRR. 
• Approve the CCGs statement of compliance as partially assured 
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• Agree the improvement plan to move the CCG to full compliance. 
Assurance Framework 
All 
Next Steps 
To work towards delivering our actions within our improvement plan to declare full 
compliance for 2015/16. 
Corporate Impact Assessment 
Regulatory implications Yes 
Financial implications Yes 
Legal implications Yes 
Workforce implications Yes 
Equality impact assessment  
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Trust: Leeds North, Leeds South and East & Leeds West CCG’s 

Updated September 2015 

Core 
standard 
reference 

Core standard description Action to deliver improvement Deadline 
 

     
     

3 

Organisations have an 
overarching framework or policy 
which sets out expectations of 
emergency preparedness, 
resilience and response. 

Develop a citywide framework to ensure 
consistency across the three CCGs BC plans. January 2016 

 

6 

There is a process to ensure that 
the risk assessment(s) is in line 
with the organisational, Local 
Health Resilience Partnership, 
other relevant parties, 
community (Local Resilience 
Forum/ Borough Resilience 
Forum), and national risk 
registers. 

Test individual CCG business continuity plans to 
assure alignment with providers and wider system 
resilience forums and LHRP. 

January 2016 

 

8 

Effective arrangements are in 
place to respond to the risks the 
organisation is exposed to, 
appropriate to the role, size and 
scope of the organisation, and 
there is a process to ensure the 
likely extent to which particular 
types of emergencies will place 
demands on your resources and 
capacity.  
 
Have arrangements for (but not 
necessarily have a separate plan 
for) some or all of the following 
(organisation dependent) (NB, 
this list is not exhaustive): 

To provide additional assurance Leeds 
commissioners are in the process of developing a 
citywide EPRR scenario based continuity plan to 
ensure a citywide response. This will feed into the 
CCGs individual continuity plan of which it will 
form an appendices 
The citywide BC plan will be aligned to the 
providers response which will be agreed through 
the Leeds Health & Social Care Resilience Group 
Reference to all of these plans will be within the 
System Resilience plan. 

January 2016 

 

10 
Arrangements include a 
procedure for determining 
whether an emergency or 

The EPRR group are in the process of reviewing 
the on call pack. January 2016 
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business continuity incident has 
occurred.  And if an emergency 
or business continuity incident 
has occurred, whether this 
requires changing the 
deployment of resources or 
acquiring additional resources. 

19 

Arrangements detail the process 
for completing, authorising and 
submitting situation reports 
(SITREPs) and/or commonly 
recognised information pictures 
(CRIP) / common operating 
picture (COP) during the 
emergency or business 
continuity incident response. 

To be evidenced with CCG BC plans 

January 2016  

22 

Arrangements demonstrate 
warning and informing processes 
for emergencies and business 
continuity incidents. 

To be evidenced within CCG Comms plans and 
CCG BC Plans 

January 2016  

23 

Arrangements ensure the ability 
to communicate internally and 
externally during communication 
equipment failures 

To be evidenced within CCG Comms plans and 
CCG BC Plans 

January 2016  

35 

Arrangements include an 
ongoing exercising programme 
that includes an exercising 
needs analysis and informs 
future work.   

We recognise the importance that communication 
plays within the EPRR agenda and will be 
conducting a communication exercise in the new 
year as part of the EPRR development within the 
CCGs. 

January 2016  

DD4 
Pandemic - Organisations have 
taken their plans to Boards / 
Governing bodies for sign off 

At present the CCG pandemic flu plan is in 
development with the first draft to be taken to the 
three Governing bodies in January 2016. The 
elements of the plan that impact on the provider 
contracts held by the CCG will feed into the 16/17 
planning round which commences in October. 

January 2016  
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Yorkshire and the Humber Emergency Preparedness, Resilience and 
Response (EPRR) assurance 2015-16 

STATEMENT OF COMPLIANCE 

Leeds CCGs has undertaken a self-assessment against required areas of the NHS 
England Core Standards for EPRR v3.0. 

Following assessment, the organisation has been self-assessed as demonstrating 
the Substantial compliance level (from the four options in the table below) against 
the core standards. 

 

Compliance Level Evaluation and Testing Conclusion 

Full 
The plans and work programme in place 
appropriately address all the core standards that the 
organisation is expected to achieve.   

Substantial 

The plans and work programme in place do not 
appropriately address one or more the core standard 
themes, resulting in the organisation being exposed 
to unnecessary risk. 

Partial 

The plans and work programme in place do not 
adequately address multiple core standard themes; 
resulting in the organisational exposure to a high 
level of risk. 

Non-compliant 

The plans and work programme in place do not 
appropriately address several core standard themes 
leaving the organisation open to significant error in 
response and /or an unacceptably high level of risk. 

 

Where areas require further action, this is detailed in the attached core standards 
improvement plan and will be reviewed in line with the organisation’s EPRR 
governance arrangements.   

I confirm that the above level of compliance with the core standards has been 
confirmed to the organisation’s board / governing body. 

 

________________________________________________________________ 

Signed by the organisation’s Accountable Emergency Officer 

 

 

____________________________ ____________________________ 
Date of board / governing body meeting Date signed 

 



 

Governance, Performance & Risk Committee – 3 September 2015 
Summary report 

 

Mixed sex accommodation breach 

• Noted that the recent breach was not at a Leeds provider, was advised of the impact on 
quality premium payments and asked for a report back on the financial implications of   
other breaches. 
 

Performance report 
• Noted that A&E Waiting Times at Leeds and Harrogate Trusts had all been achieved in 

June. 
• Noted issues relating to cancer waiting times, and that action plans were in place to 

deliver improvement. Requested that the lead commissioner provide an update on the 
cancer plan at the next meeting. 

• Noted underperformance on Improving Access to Psychological Therapies and 
requested an update at the next meeting. 

• Noted continuing underperformance on ambulance response times and requested an 
update at the next meeting. 
 

Board Assurance Framework 

• Noted the updated version of the current Board Assurance Framework. 
• Approved a new BAF template which is designed to be much clearer and more 

effective, detailing one risk per page and a graph to show movement of risk throughout 
the year. 

Risk register 

• Noted the 2 current corporate risks, which both related to cancer waits and had been 
discussed in the performance section of the meeting. 

• Noted  the high amber risks, and the operational risks on the Datix risk register.  
• Noted ongoing work to ensure that both issues and risks are recorded appropriately on 

the risk register. 
 

Annual complaints report 

• Noted the summary of learning from complaints, the need to close the loop on 
complaints at organisational and city-wide level and that the complaints process was 
currently under review. 
 

Information Governance Update 

• Noted the IG update report, which highlighted issues around the Lead provider 
framework, compliance with mandatory training, progress with the IG Toolkit and IG 
incidents. 

 



 

1 
 

Council of Members – 15th September 2015 

Summary report  
 

Population health management  

• Council received presentations on New Models of Care, LNCCG Support, Quality 
Improvement Support, Nursing Strategy and Mental Health Commissioning. 

• Reviewed options around what could new models of care look like 
• Reviewed the support that is available from the LNCCG team  
• Reviewed examples of the changes and new models of care that already exist and are 

being developed across the CCG and in other areas 
• Considered how the CCG can develop new Mental Health Models of care by 

considering it alongside commissioning of Physical Health Services 
• Considered the forward vision & aspirations for development and agreed to continue to 

change the way that primary care operates. 
• Locality meetings considered the vision for their locality and agreed outline action 

plans. 
Commissioning intentions  

• Council received presentations on the Health & Wellbeing Strategy and commissioning 
intentions timeline. 

• Workshops enabled practices to discuss and compile commissioning intentions at 
practice, locality and CCG level. 

• Commented on the Healthy Lifestyle Procurement which is to be carried out by the 
Local Authority for 2017 

Co-commissioning   
• Considered a report highlighting that the CCG is currently at Level 1 and if we want to 

move to Level 3 then an application needs to be submitted by 6 November 2015. 
• Noted that the CCG is already picking up much of the Area Team’s responsibility.  It was 

important to have a constructive relationship with commissioners.  
• Capacity – recognised the risks associated with taking on additional co-commissioning 

responsibilities without any additional investment into the current CCG management 
infrastructure and the impact this could have on the delivery of current levels of CCG 
development support to member practices. Noted that specialist skills and knowledge to 
deliver elements of co-commissioning eg estates do not currently exist within the CCG. 

• Finance -  discussed the level of financial risk 
• Conflicts of interest – keen to ensure clinical involvement in commissioning.  Were 

advised that under delegated commissioning, to manage conflicts of interest, the CCG 
would need to establish a Primary Care Commissioning Committee, with a majority of lay 
and Executive members. 

• Fragmentation – Council was concerned about fragmentation should the 3 CCGs take 
different approaches and felt that consistency of approach across the Leeds CCGs was 
a critical factor. 

• Agreed that it was important that members were part of the decision around co-
commissioning. Members did not feel that they yet had all of the necessary information 
to commit to either Level 1 or Level 3. It was agreed that a final view would be taken by 
Members once further information was available, including the likely approach of the 
other 2 Leeds CCGs.  This could best be done through a vote, to be organised outside of 
the Council meeting. 



 
Quality and Safety Committee – 8 September 2015   

Summary report 
 

Welcome and apologies 

• Noted that Ellie Monkhouse was leaving to take up a new role in the NHS and thanked 
her for her valuable contribution to the CCG’s Quality agenda over the last three years.  

Provider report 
• LTHT  - noted that LTHT remains above trajectory for C.diff cases.  The Trust had 

strengthened its drive on hand washing and deep cleaning of wards. Requested a report 
on antimicrobial prescribing training and monitoring. 

• LYPFT – noted the review of suicides during 2012 to 2014. The Trust was not an outlier, 
and the national trend was upwards.  Noted that the Trust had achieved its CQUIN 
target on smoking cessation, but had missed the target for nutritional support. 

• LCH  - noted that staffing issues at South Leeds Independence Centre had resulted in 
the temporary closure of 10 beds.  The situation was improving and it was expected that 
the beds would be re-opened within the next few weeks. 

• YAS - noted performance issues and requested a report on how the quality impacts of 
performance should be considered by the Committee. 

Quality report 
• Noted the report and the work of the Quality team and discussed changes they would 

like to see to the Quality and Provider Reports to ensure that they highlighted key issues 
and the actions that were required or had already been taken. 

LYPFFT Serious Incident Review 
• Noted that LYPFT has a robust process in place for monitoring serious incidents. 

Annual review of serious incidents 
• Was assured that there are robust systems in place within the CCGs and providers for 

the management of SIs. 
BAF Risk Register – Review of Quality Risks 

• Noted the BAF quality risk. 
Learning disabilities – Joint Improvement Plan  

• Noted the update on work to reduce the number of patients with Learning Disabilities 
being admitted to hospital and to prevent out of area hospital placements. 

YAS CQC report  
• Noted the overall ‘Requires Improvement’ rating with the exception of ‘Caring’ which was  

‘Good’. Noted the actions being taken to monitor progress against the action plan. 
 Research Service Annual Report 

• Noted the Yorkshire & Humber Commissioning Support Unit  Research Service Annual 
Report, and that 50% of Leeds North practices had participated in research projects. 

Joint Leeds North and South And East Quality  Committee 
• Requested a report on the governance issues around establishing a joint Quality 

Assurance Meeting. 
Mixed-sex hospital accommodation breach 

• Noted the breach for a Leeds patient at LYPFT in York and requested an update on 
actions to avoid any reoccurences. 



 
Summary report - Audit Committee 5 August 2015 

 

Committee Summary Reports 

• Noted the Committee summary reports, and that the current BAF, based on the CCG’s 
existing strategic objectives, would remain in place until the new BAF approach had 
been agreed by GPR Committee and the Board. 

Hospitality register 
• Received the CCG’s Hospitality and Gifts Register covering the last 12 months. Noted 

the importance of minimising the acceptance of hospitality and gifts. 
Tender waivers 

• Noted 2 waivers of tendering procedures, agreed not to receive tender waivers for 
amounts less that £75k and requested that further guidance be issued to ensure greater 
consistency in the process. 

Review risks and controls around financial management  

• Reviewed the assessment of risks and controls and assured the Board that it was 
consistent with both financial management reports and internal and external audit 
reports.  

• Noted that future internal and external audit work would ‘stress test’ the assessment. 
Review changes to standing financial instructions and accounting policies 

• In line with the agreed review procedure, noted that there had been no changes to the 
financial instructions and accounting policies in the last 6 months. 

Losses and special payments register 

• Noted the loss of an iPad and iPhone from a member of staff at LTHT’s premises. There 
were no issues with information governance as the devices were encrypted and data 
was deleted remotely. 

Internal audit progress report 

• Noted that the benchmarking reports on the risk register and assurance framework 
would inform the CCG’s ongoing reviews. 

• Requested that managers and the lead directors for all outstanding audit items be 
included in the tracking report to enhance accountability. Any outstanding audit items will 
then be flagged to the Board. 

• Noted the update on progress with the Patient Engagement recommendations and the 
dependency of many on the new Communication and Engagement Strategy. An update 
would be given to the next Board and Audit Committee.  

Counter fraud progress report 

• Noted the progress report, which included the CCG’s self-assessment against the NHS 
Protect Standards.  Noted 3 areas where guidance was unclear and it was likely that all 
CCGs would be non-compliant. Was assured by external audit that non-compliance in 
these areas was unlikely to affect the audit opinion. 

External audit 

• Noted that the Annual Audit letter summarised the headlines from the recent ISA 260 
report and the unqualified audit opinion, and had been published on the CCG website.   
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Leeds North Patient Assurance Group – 8 September 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 the meeting of the LNPAG on 8 September 2015. 50% 0f 
members attended the meeting. 

Commissioning intentions 2015 

• Communications and Engagement Manger provided PAG members with a provisional 
timetable of actions leading up to the production of the commissioning intentions public 
events. 

• Lessons learned from the previous two years were highlighted. 
• Two separate and different opportunities were identified for PAG members to be directly 

involved in overseeing the production of materials and planning events. 
• Public events will be taking place during the week commencing October 19th. 

 Primary Care Small Working Groups 

• Deputy Director, Primary Care led the discussion on the outcomes and experiences of 
the small groups who had focussed on current developments in primary care. 

• Members had appreciated the time to have more in-depth discussions in order to better 
understand the issues and provide better informed feedback 

• PAG members had been supportive of the approached as outlined and realise that more 
plans with be coming forward relating to the support and development of primary care 

• Three work streams were identified, Primary care core services, Integration of services, 
and self management 

• The efforts that had been made by the commissioning teams to make the written 
proposals easier to understand were appreciated 

• The events provided a timely reminder to concentrate on the purpose of PAG 
involvement, and to enable, support and encourage appropriate challenge 

• It also helped to highlight the importance of focussing on the most critically important 
elements of involvement, the right questions posed to the right people at the right time, 
followed by evidence that the responses had been heard and appropriate actions taken. 
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Medicines Optimisation  

 
• Medicines optimisation team presented the proposals for the scheme to encourage 

people to go their pharmacy for minor ailments and that some medicines would be 
available to them free of charge 

• Feedback from the group was to improve the NHS branding and be much clearer about 
this being a fee service for those people who already receive free prescriptions 

• The availability in a much wider range of languages than originally had been the case 
was welcomed 

• Proposals for the winter antibiotics campaign were presented to the group. 
• The members were pleased and assured to hear about the more diverse approach being 

adopted to communications relating to the campaign 
• Concerns were raised about the potential implications on other care services 
• The members complemented the team on the clarity and presentation of the paper 

 

Annual Report 

• The Leeds North PAG will be producing an Annual Report covering the period up to and 
including July 2015.  

• Two PAG members had been involved in reviewing the first draft and were supportive of 
the style and content. 
 

PAG member training 

• In response to the request for additional training, new opportunities locally have been 
shared with members. 
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Board Members Register of Interests 22 September 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  
Jenjo Healthcare Ltd Director Direct pecuniary 10/05/2012 01/04/2009  
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  
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  
Chapeloak Investments Ltd Shareholder / Director Direct pecuniary 15/02/2013 June 2013  
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 

Nigel Gray  
(Chief Officer) 

Bevan Healthcare Board Non-Executive Director Direct non-pecuniary 17/08/2015 Ongoing 
Leeds Teaching Hospitals Trust Spouse employed by 

them 
Indirect non-
pecuniary 

17/08/2015 Ongoing 

Leeds Community Healthcare Sister employed by them 
– Business Change 
Manager 

Indirect non-
pecuniary 

17/08/2015 Ongoing 

Wetherby St James’ Church of England 
Primary School 

Chair of Governing Body Direct non-pecuniary 15/09/2015 15/09/2015 

Dr Manjit Purewal 
(Clinical Director) 

North Leeds Medical Practice Partner Direct pecuniary 10/08/2015 01/04/2003 
Primary Care Training Centre Tutor Direct pecuniary 10/08/2015 01/04/2003 
BMA Member Direct non-pecuniary 10/08/2015 01/02/1994 
Diabetes UK Member Direct non-pecuniary 10/08/2015 01/09/2006 
Local Care Direct Member Direct non-pecuniary 10/08/2015 2005 
Circle Group Member Direct non-pecuniary 10/08/2015 2006 
PWC Brother is a Partner at 

PWC 
Indirect pecuniary 10/08/2015 1984  

 Reborne Healthcare Ltd Owner/part owner Direct pecuniary 10/08/2015 01/09/2014 
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 Novo nordisk, Dansoc Occasional presentations Direct pecuniary 10/08/2015 2014 
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 03/06/2015 03/07/2000 

Enhance Primary Healthcare Ltd Director and Shareholder  
 

Direct pecuniary 03/06/2015 14/12/2011 

Changing Faces Member of Reference 
Group 

Direct non-pecuniary 03/06/2015 22/07/2013 

Lucy Jackson 
(Public Health Consultant) 

Leeds City Council Employee Direct pecuniary 
 

13/04/2013 01/04/2013 

Martin Wright 
(Chief Financial Officer) 

South West Yorkshire Partnership NHS 
Foundation Trust 

Spouse employed as  
Finance Manager 

Indirect pecuniary 14/08/2015 1988  

Graham Prestwich 
(Non-Executive Lay 
Member – PPI) 

Astra Zeneca Pension Provider Direct pecuniary 17/05/2012 1978  
Pfizer Ltd Pension Provider Direct pecuniary 17/05/2012 1997  
Pfizer Ltd Shares Indirect pecuniary 01/08/2013 1997  
Graham Prestwich Ltd Director Direct pecuniary 17/05/2012 28/03/2007  
     
     
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  

Change Member of the Board of 
Trustees 

Direct non-  
pecuniary 

13/04/2013 24/04/2013  

     
Leeds Area Prescribing Committee Patient Representative Direct non-pecuniary 04/10/2013 04/10/2013  
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  

Leeds Institute for Quality Healthcare Lay Member of the 
Advisory Board 

Direct non-pecuniary 15/01/2014 January 2014  

Faculty of Medical Leadership and 
Management 

Lay Member of the North 
of England Steering 

Direct non-pecuniary 15/01/2014 January 2014  
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Group 
Medicines Communication Charter Task 
and Finish Group of the Leeds Area 
Prescribing Committee 

Chair Direct non-pecuniary 15/01/2014 January 2014  

 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  

Royal College of Physicians, Joint Advisory 
Group on Gastrointestinal Endoscopy 

Member Direct; pecuniary 01/12/2014 31/10/2014  

Clinical Standards Accreditation Alliance  Lay Member of Project 
Board 

Direct non-pecuniary 06/01/2015 05/01/2015  

NHS England, Medical Directorate, Quality 
and Outcomes Working Group 

Member Direct non-pecuniary 01/12/2014 18/08/2014  

 NHS England Patients and Information 
Directorate 

PPI Lay Member 
Network Facilitator 

Direct pecuniary 13/01/2015 12/01/2015  

 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 05/08/2015 Ongoing 
Finance Yorkshire Ltd Director Direct pecuniary 05/08/2015 Ongoing 
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Dr Simon Robinson 
(GP Non- Executive 
Director) 

SACAR (Specialist Autism Services) Leasee Direct pecuniary 19/02/2013 19/02/2013  

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 
Leeds West GP Practice Federation 
(Official name yet to be confirmed) 

Member Practice Direct pecuniary 17/02/2014 December 2013 

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  

Ellie Monkhouse 
(Director of Nursing & 
Quality) 

LTHT Spouse is Orthopaedic 
Consultant at Leeds 
Teaching Hospitals 

Indirect non-
pecuniary 

15/01/2013 01/11/2012 

Ankle and Co. Spouse’s Business Indirect non-
pecuniary 

15/01/2013 01/04/2012 

 
Dr Mark Freeman 
(Secondary Care 
Consultant) 

Mid Yorkshire Hospitals Consultant Physician Direct pecuniary 18/03/2013 01/08/2002 
Glycosmedia Partner Direct pecuniary 18/03/2013 01/03/2008 
Univadis Scientific Committee Advisor Direct pecuniary 18/03/2013 01/08/2012 
Freemans Pharmacy Brother – Owner Indirect pecuniary 18/03/2013 01/02/2001 
BMA Member Direct pecuniary 18/03/2013 01/08/1992 

Liane Langdon 
(Director of 
Commissioning and 
Strategic 
Development) 

Making Lemonade Ltd – management 
consultancy 

Owner and Director Direct pecuniary – 
currently dormant 

04/08/2015 03/12/2007 
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Executive Summary  
 
The CCG’s aspiration is established in its mission statement and the objectives of the organisation. 
In support of these objectives, the CCG’s communications and engagement function will work to 
ensure two key principles: 
 

• meaningful involvement of the community we serve in the shared delivery of our CCG 
strategy; 

• effective corporate communications. 

Effective support in delivery of the CCG’s objectives, will require an approach wherein CCG  
colleagues show a collective commitment to, and shared responsibility for, the principles of 
meaningful involvement and, to a lesser extent, effective corporate comms. The CCG will ensure a 
planned approach to ‘embedding’ communications and engagement planning and activity within all 
parts of the organisation. 
 
This embedded approach to communication and engagement, whereby all of the CCG’s 
commissioning teams accept the need and responsibility for elements of Patient and Public 
Involvement will lead to more and higher quality PPI and improved commissioning based on need. 
 

What are we good at? 
 
Leeds North CCG enjoys strong relationships with partner organisations including 
clinicians, providers, local authority partners and the third sector. We have a strong 
commitment to innovation in many areas, in particular in relation to informatics and the use 
of data.  
 
Our links with the third sector and other partners allows for a great deal of patient and 
public involvement and the numbers of people participating in both quantitative and 
qualitative research and engagement is testament to the ability the CCG has to reach large 
numbers of people when discussing commissioned services.  

 
Where are there areas for improvement? 
 
There are some excellent examples of PPI having been undertaken at the CCG. Equally, 
there are some areas of commissioning which have not benefited as fully from the views of 
patients and the public.  
 
Similarly, there are examples of PPI having been undertaken but where the link between 
the learning from this PPI and any effect on commissioning outcomes is difficult to 
establish, or has not been communicated fully.  
 
The CCG currently lacks the mechanisms for an entirely holistic consideration of all PPI 
intelligence which would enable us to consider experience of the integrated health and care 
system in the whole rather than isolated parts of the two systems from a narrow perspective 
of the organisation commissioning services.  
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What do we plan to do about the areas identified for improvement? 
 
The CCG will use various methods to ensure that its PPI activity is inclusive and has built 
upon the JSNA data to enable us to understand and meet the needs of our population. 
These will include delivery of a revised range of PPI groups and tools.  
 
In the case of significant service changes, Communications, Engagement, Equality and 
Diversity (CEED) plans will set out the way in which the CCG will seek to understand the 
needs of the population in relation to a given area of commissioned health services. 
 
The CCG will use the criteria established between the Leeds NHS organisations and Leeds 
City Council’s Adult Social Care, Public Health and NHS Scrutiny Committee to determine 
those engagement pieces which require a CEED plan and formal engagement/consultation 
rather than just ongoing informal involvement.  
 
The various channels for engagement and communication will be considered and utilized 
by the CCG when developing CEED plans. 
 
The CCG will deliver CEED plans across all commissioned activity and will use these to 
enhance the understanding that already stems from the city’s JSNA. The CCG will use this 
learning to drive continued improvement in commissioned services and will deliver services 
which increasingly  reflect those that our population needs. 
 
The CCG will establish a Patient and Public Involvement working group. This will provide a 
forum that will enable the CCG to best utilise the output of the various sources, including 
informatics developments across the city, to help us achieve greatest benefit from the 
breadth of PPI information available. This will mean that patient experience is considered 
more fully and that commissioning becomes increasingly needs driven. 

 
How will we know if we have done it? 
 
The CCG will provide robust evidence of the impact that patient and public engagement 
has had on shaping commissioned services.  
In its simplest form this will be expressed as a ‘You said, we did’ account of the way in 
which patients and the public have helped to shape services. Each CEED plan will be 
followed by an engagement report which will contain this detail. The collective summary of 
evidence will also be provided in various forms as part of other documents published by the 
CCG on an annual basis, including its Annual Report, its Annual Review, and its Annual 
Statement of Involvement. 
 
Other evidence of success will include increasing levels of public and patient participation in 
the CCG’s engagement activity, including participation from people in protected 
characteristic groups and other ‘hard to reach’ or ‘seldom heard’ groups such as those from 
deprived communities. 
 
The CCG will also be able to demonstrate, through the work of the newly formed PPI 
working Group, that it has better understood the needs of the public not just for new 
services, but in relation to commissioned services at all stages of their commissioning 
cycle. This will be achieved through the monitoring, reporting and then acting on the 
intelligence and feedback from patients using existing services.   
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Introduction 
 
This strategy document sets out the strategic role  for the Communications and Engagement 
function within Leeds North Clinical Commissioning Group (LNCCG). 
 
The fundamental functional objectives for communications and engagement within the work of the 
CCG are: 
 

• To ensure meaningful involvement of the community we serve in the shared delivery of 
our CCG strategy; 

• To ensure effective corporate communications. 

 
Whilst meeting these challenges effectively, the CCG will also strategically deliver its 
communications and engagement function so that it supports the delivery of the organisation’s 
objectives These are to: 
 

1) 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. 
 

2) 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. 

 
3) 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. 

 
4) To achieve effective local and system leadership that drives continual performance 

improvement through authentic clinical and population involvement. 
 

As a commissioning organisation, it is critical that communications and engagement are embedded 
into all of the commissioning activity undertaken this strategy sets out the means through this 
embedding of communications and engagement is undertaken at the NHS Leeds North CCG and 
the ways in which the organisation plan to develop and improve these processes.  
The strategy does not set out the operational level plans for delivery of the C&E function (for 
example: specific plans for patient and public engagement around commissioning activity; 
social/digital media plans; political or media engagement plans). Several of these plans are 
provided as supporting documents in the appendices of the strategy. 
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Section A: Supporting delivery of the CCG’s objectives 
 

Objective 1 of the CCG: 
 
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. 
 
What is the deliverable? 
 
By embedding patient and public involvement into the commissioning cycles of the CCG (see 
image below), we will deliver improved commissioning outcomes and services which are better 
suited to the needs of our population.  
 
The CCG  will support this objective by ensuring that our commissioning processes are adequately 
informed by patient and public views and experience. 
 
 
The approach we will take 
 
The starting point for understanding the needs of our population is through collaborative working to 
develop the Heath and Wellbeing Board’s Joint Strategic Needs Assessment. 
The JSNA, developed and published by the Health & Wellbeing Board following consultation and 
careful consideration of population level data, provides robust, population-level data about the 
health and wellbeing of people in North Leeds, including information about specific conditions, 
behaviours and health inequalities.  
 
The CCG will then build on this statistical understanding of the requirements of the population by 
enriching the information with patient and public involvement and learning. 
 
The annual Commissioning Intentions (CIs) of the CCG will be an expression of the commissioning 
decisions reached by the CCG following a process which includes: 
 

• Consideration of the JSNA and the commissioning needs; 
• Clinical and patient involvement/engagement; 
• Careful prioritisation of CIs within the finances available and based on the feedback from 

the public and clinicians. 

Having established the annual CIs of the CCG, these will provide a  plan, or road-map for the year, 
with further Patient and Public Involvement (PPI) then taking place to establish further detail for the 
CCG’s delivery, evaluation and ongoing management of many of the services arising from specific 
CIs. This PPI will continue throughout the commissioning cycle of services commissioned by the 
organisation. 
 
The CCG will always ensure that the public is engaged and given the opportunity to consider 
information about local health commissioning, and to have a say in relation to any proposed 
changes to commissioned services.  To achieve this, it is crucial that a systematic approach is 
taken to guarantee that patients and the public input into our commissioning activity. (See objective 
2 below for information on systems to manage Patient Assurance). 
 
The CCG will use various methods to ensure that its PPI activity is inclusive and has built upon the 
JSNA data to enable us to understand and meet the needs of our population. These will include 
delivery of a revised range of PPI groups and tools (including ‘Community Voices, a Virtual 
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Practice Reference Group Network, ‘Asset Based Engagement’, ‘Working Voices’, and improved 
digital and media engagement strategies). This strategy does not seek to provide the details of 
these groups or comms tool, but for reference details can be found in the appendices of this 
strategy. 
 
In the case of significant service changes, Communications, Engagement, Equality and Diversity 
(CEED) plans will set out the way in which the CCG will seek to understand the needs of the 
population in relation to a given area of commissioned health services. 
 
The CCG will use the criteria established between the Leeds NHS organisations and Leeds City 
Council’s Adult Social Care, Public Health and NHS Scrutiny Committee to determine those 
engagement pieces which require a CEED plan and formal engagement / consultation rather than 
just ongoing informal involvement.  
 
The various channels for engagement and communication will be considered and utilized by the 
CCG when developing CEED plans. 
 
What does success look like? 
 
The CCG will deliver CEED plans across all commissioned activity and will use these to enhance 
the understanding that already stems from the city’s JSNA. The CCG will use this learning to drive 
continued improvement in commissioned services and will deliver services which increasingly  
reflect those that our population needs. 
 
How will we know if we have done it? 
 
The CCG will provide robust evidence of the impact that patient and public engagement has had 
on shaping commissioned services.  
In its simplest form this will be expressed as a ‘You said, we did’ account of the way in which 
patients and the public have helped to shape services. Each CEED plan will be followed by an 
engagement report which will contain this detail. The collective summary of evidence will also be 
provided in various forms as part of other documents published by the CCG on an annual basis, 
including its Annual Report, its Annual Review, and its Annual Statement of Involvement. 
 
Other evidence of success will include increasing levels of public and patient participation in the 
CCG’s engagement activity, including participation from people in protected characteristic groups 
and other ‘hard to reach’ or ‘seldom heard’ groups such as those from deprived communities. 
 
The CCG will also be able to demonstrate, through the work of the newly formed PPI working 
Group, that it has better understood the needs of the public not just for new services, but in relation 
to commissioned services at all stages of their commissioning cycle. This will be achieved through 
the monitoring, reporting and then acting on the intelligence and feedback from patients using 
existing services.   
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Objective 2 of the CCG: 
 
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. 
 
  
What is the deliverable? 
 
The CCG will ensure that it fulfils its objective of delivering ‘meaningful stakeholder involvement’. 
This will be done through a thorough forward planning system for Patient and Public Involvement 
(PPI) and robust governance arrangements all delivered in a transparent and inclusive manner. 
 
In focusing on this strategic objective, the CCG will ensure that it discharges its 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 constitutions of the CCG and the NHS.  
 
The Health & Social Care Act 2012 includes specific duties for CCGs to: 
 

• 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. 

 
What approach will we take? 
 
To discharge these aims in a way that also allows for meaningful involvement, it is essential that 
the CCG has in place a robust and transparent process for forward planning around 
commissioning activity. In this way the involvement will be timely and add real value to 
commissioning work. Effective and robust forward planning will also mean that patient and public 
involvement / engagement activity will inform commissioning at all stages of the commissioning 
cycle, rather than just when significant service change is planned. 
 
The CCG has worked with its commissioning teams to develop clear written processes for the 
development within each commissioning team of forward work plans for the year which enable the 
organisation understand what patient engagement will undertaken throughout the year to support 
the commissioning work of the CCG and improve the commissioning decisions and health 
outcomes. These work plans are aligned to the commissioning cycle for each activity and reflect 
the work of the teams as defined by the Commissioning Intentions of the organisation which have 
been developed as part of the organisational planning process  
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These plans allow the Patient Assurance Group (PAG) to understand and offer assurance 
regarding the inclusion of Patient and Public Involvement (PPI) within the commissioning cycle, 
and the way in which PPI will influence commissioning for improved health and wellbeing 
outcomes. The PAG is a group of patient representatives established and recognised within within 
the CCG’s governance structure. Its role is to provide assurance to the organisation that its 
proposed PPI around specific commissioning activity is sufficiently robust and timely, and that 
commissioners have had sufficient regard for the views of patients in planning commissioned 
services. The forward work plans can be found in Appendix H.  To ensure transparency, 
summaries of PAG meetings will continue to be presented to the Board, as are PPI summary 
papers to advise board members of all of the PPI work that has been undertaken and the resulting 
impact on commissioning decisions.  
 
Further transparency is achieved through the CCG’s publication scheme. We have adopted the 
Information Commissioners Office’s (ICO) model scheme for health bodies.  The aim of the 
publication scheme is to increase openness and transparency about what we do, what we spend, 
our priorities, decisions and policies. It also aims to make it easier for patients and the public to find 
and obtain the information they require without having to make a written request. Documents and 
information made available to the public through the CCG’s publication scheme include Board 
meeting agenda and papers, financial information and key policies and procedures.  
 
The organisation also seeks to enhance public scrutiny and transparency through holding its Board 
meetings in public, inviting people to attend and observe the decision making sessions of its 
Directors. Public board meetings are held in venues across North Leeds to try and ensure that they 
are accessible by as many people as possible. 
 
What does success look like and how will we know if we have done it? 
 
The CCG’s success in ensuring transparency and effective involvement will be demonstrated by 
the evidence of involvement, and its impact on commissioning decisions and outcomes. This 
information is included in its Annual Report and Annual Statement of Involvement. 
 
Annual audits are also conducted to evaluate the efficacy of the organisations PPI. The results of 
these audits provide further indication of the CCGs performance against this objective with the 
CCG using the results and recommendations of the audit to continually improve performance. 
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Objective 3 of the CCG: 
 
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. 
 
What is the Deliverable? 
 
The CCG will deliver effective plans to manage and improve stakeholder relations. This includes 
media, digital media, public and political relations planning.  
 
Stakeholder relations also includes the development and management of positive relations and 
with all parties who have an interest in the CCGs commissioning activity at all stages of the 
commissioning cycle. This includes providers, patients and the public, the voluntary, community 
and faith sector (otherwise referred to as the ‘Third sector’), local authority partners, other CCGs 
and many more.  
 
Through more effective management of stakeholder relations the CCG will improve its ability to 
engage and involve stakeholders in its commissioning of services, so leading to improved 
commissioning for population needs. 
 
What approach will we take? 
 
Delivering improvements to the way that the organisation is recognised by our peers as one which 
actively delivers continual service improvement will be achieved by planned, proactive stakeholder 
management. 
 
This will be achieved by building on the existing relationships with stakeholders, identifying any 
perceived strengths and weaknesses of the organisation (among external and internal 
stakeholders) and working with commissioning team leads and the senior management team of the 
CCG to develop and implement action plans to drive improved stakeholder relations, that will in 
turn lead to reputational improvement.  
 
What does success look like? 
 
The CCG’s reputation will be improved and enhanced through consistent, high quality and 
accessible communications. This will help us to celebrate our success and will add credibility to the 
high impact, important, innovative work that our commissioners conduct. In turn, this reputation 
management and development will provide the platform for us to increase our organisational 
influence. 
 
The CCG also recognizes the need for effective communications, tailored to relevant stakeholder 
groups using adaptive and varied communications tools and platforms for stakeholder 
communication. In planning for improved communication across a range of stakeholder groups, the 
CCG has developed a Stakeholder Engagement Action Plan which can be seen in Appendix D. 
 
How will we know if we have done it? 
 
The success of the CCG in effectively managing and improving stakeholder relations will see an 
increase in positive media exposure of the CCG, greater numbers of positive partnerships being 
formed with stakeholders, enhanced reach of digital communications and the delivery of messages 
which we know are more relevant to their intended target audiences. 
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Evidence from analytic data and increased participation figures for Patient and Public Involvement 
activity (either at group meetings or through other forms of engagement) will indicate that our 
objective here has is being met. Improved feedback from stakeholders participating in our annual 
360 degree survey will also provide an indicator of progress each year. 
 
The results of this year’s 360 degree survey, and the associated improvement actions can be seen 
in Appendix A.  
 
Other forms of evidence that will help the CCG to gauge how successful it has been in meeting this 
objective include information from research about high performing CCGs and the results of the 
assessment that follows the CCG’s application for Investors in Excellence (IiE) accreditation.  
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Objective 4 of the CCG: 
 
To achieve effective local and system leadership that drives continual performance improvement 
through authentic clinical and population involvement.  
 
 
What is the deliverable? 
 
The CCG will continue to develop and improve its population level involvement of people in North 
Leeds. By working with partners from across the health, care and voluntary sector in Leeds to 
ensure that a unified message encourages greater participation and understanding.   
 
The CCG will work with partners to use all forms of intelligence available, in combination with the 
PPI undertaken, to help inform and complement better commissioning decisions and drive 
improvements in performance throughout the commissioning cycle. 
 
What approach will we take? 
 
Working closely with external partners, members of the Leeds Health & Wellbeing Board, Leeds 
Institute for Quality Healthcare and our providers, we will develop mechanisms for a more holistic 
consideration of all patient intelligence which will enable us to consider the integrated health and 
care system in the whole rather than isolated parts of the two systems from a narrow perspective 
of the organisation commissioning services. It will also allow the CCG to best utilize the output of 
the various informatics developments across the city to help us achieve greatest benefit from them. 
This will mean that patient experience data is considered more fully and that commissioning is 
further needs driven. 
 
To cement a more holistic approach to the review of patient and public intelligence, the CCG will 
develop its PPI working group, a working group of internal partners and stakeholders.  
The group will 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 (including JSNA, Complaints, Patient Advisory Liaison Service (PALS), 
Public Health, Provider Management, FOI and Parliamentary Questions, Friends and Families Test 
etc).  
 
The work of the group will allow the CCG to learn from its collective PPI channels and then focus 
the CCG’s ongoing population level discussion on the outcome of this collective learning, or, where 
necessary, on the collection of further evidence to fill gaps in understanding.  
 
What does success look like? 
 
Through working more closely with both external and internal partners in this way, the CCG will be 
better placed to ensure a unified message is developed which reflects our best possible 
understanding of the way in which the public currently experiences services.  
Through this unified and informed messaging and communication, the organisation will affect 
better two-way discussion at a population level.  
 
How will we know if we have done it? 
 
Communication with our population will involve greater numbers of people and will engage people 
from broader cross sections of our population. Discussions will be more frequent throughout the 
commissioning cycle and a greater proportion of the engagement we undertake will be shared and 
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used by partner organisations, just as the CCG will seek to draw upon more of the intelligence 
gathered by partner organisations. 
 
Increased use of digital and online information gathering will enable greater reach and ensure that  
more powerful analytical tools are at our disposal, whilst always endeavouring to engage those 
communities of more vulnerable or seldom heard backgrounds through the use of more traditional 
methods such as face to face engagement and focus groups. 
 

 
 
 
Section B: Dependencies and relationships 
 
In focusing on it’s role in supporting the delivery its objectives, the CCG will continue to develop 
and progress a number of partnerships and relationships to ensure the optimisation of its work.  
 
Many of the commissioned services of the CCG are either commissioned jointly, or are influenced 
by the interdependencies between various component parts of the health and care provision 
across the city. It is important to recognise these dependencies and relationships and note that, in 
some cases, the objectives of the CCG will be considered jointly alongside the objectives of 
partner organisations or in the context of joint initiatives such as the transformation agenda (Leeds 
Inspiring Change).  
 
The following stakeholder organisations are those identified as those with whom there are existing 
or planned significant dependencies / relationships which will be integral to the communications 
function of the organisation: 
 
Voluntary, Faith, Community Sector 
 

• Leeds Involving People 
• Voluntary Action Leeds 
• Volition 
• Touchstone 

• Black Health Initiative 
• Healthwatch 
• Leeds Rhinos Foundation 

 
Provider, Health and Social Care 
 

• Neighbouring Leeds and WY CCGs 
• LTHT 
• LCH 
• LYPFT 

• HDFT 
• YAS 
• Social care providers 
• Healthy Futures 

 
Local Authority, Regulatory and Educational 
 

• Leeds City Council HWB 
• Leeds City Council Health Scrutiny 
• Leeds City Council Public Health 
• Inspiring Change 

• Healthwatch 
• NHSE 
• LIQH 

 
 
The CCG will continue to work with these partners wherever possible to develop unified and 
complementary approaches to its communications and public involvement activity. 
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Further information relating to the detailed actions and plans, explaining how the CCG will 
approach delivery of this strategy, will be included in the following documents: 
 

Appendix A - 360 Stakeholder Survey and Actions 
Appendix B - Media guidelines and plan 
Appendix C - Social Media Guidelines 
Appendix D - Stakeholder Engagement Action Plan 
Appendix E - Terms of Reference – Virtual Practice Reference Group Network 
Appendix F - Terms of Reference Community Voices 
Appendix G - Terms of Reference Patient Assurance Group 
Appendix H – Forward Work Plans 
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