
 

LNCCG Board Agenda – 30 November 2016 
 

 
PUBLIC BOARD MEETING 

Wednesday 30 November 2016 
14:00 – 17:30 

The Boardroom, Leafield House, King Lane, Leeds LS17 5BP 

AGENDA 
 

Chair:  Dr  Nick Ibbotson 

Item No. Item Presented by Paper 
Y/N 

Time 

139/2016  Welcome and Apologies Chair N 

14:00 140/2016  Declarations of Interest 

(Financial, non-financial professional, non- 
financial personal, indirect) 

Chair N 

141/2016  Open forum 

Opportunity for members of the public to 
make representations or to ask questions on 
items on today’s agenda. Members of the 
public may speak for a maximum of 2 
minutes. 

If time permits, and at the discretion of the 
Chair, there may be an opportunity for 
further questions after each section of the 
meeting. 

Chair N 14:05 

142/2016  
Patient story: 

 The role of the pharmacist in promoting 
self-care. 

Clare Linley/ 

Nazia Mohammed 
N 14.15 

143/2016  
Approval of Board Minutes –  
28 September 2016 

Chair Y 
14:25 

144/2016  Actions from Board – 28 September 2016 Chair Y 

145/2016  Chair’s Report Chair Y 14.30 

146/2016  Chief Officer’s Report  Nigel Gray Y 14.40 

147/2016  Locality view - Otley Fleur Waite – 
Aireborough Family 

Practice 
N 14.50 

Strategy and forward view 

148/2016 
Strategic objectives - proposed 
performance measures 

Rob Goodyear 
Y 15.05 

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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149/2016 Sustainability and Transformation plan Rob Goodyear Y 15.15 

150/2016 GP forward view delivery plan Gina Davy Y 15.25 

Performance 

151/2016 Patient and Public Involvement update: 

 ‘Three things’ summary

 Virtual Practice Participation Group
Network (VPPGN)

Stuart Barnes Y 15.35 

152/2016 Performance update Rob Goodyear Y 15.45 

153/2016 Quality update Clare Linley/Manjit 
Purewal 

Y 15.55 

154/2016 Finance and Contracts Martin Wright Y 16.05 

155/2016 Risk management 

 Board Assurance Framework

 Corporate Risk Register

Martin Wright Y 16.15 

Assurance 

156/2016 Council and Committee summary reports As below: 

Primary Care Commissioning Committee 
– 19 October  2016

Graham Prestwich Y 

Council of Members – 1 November 2016 Nick Ibbotson Y 

Audit Committee – 9 November 2016 Peter Myers Y 16.25 

Patient Assurance Group  
– 8 November 2016 Graham Prestwich Y

Governance, Performance & Risk 
Committee – 17 November 2016 

Martin Wright Y 

Joint Quality and Safety Committee – 
24 November 2016 Manjit Purewal 

To 
follow 
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Governance 

157/2016 
Terms of reference: 

 Audit Committee

 Joint Quality and Safety Committee

 Primary Care Commissioning Committee

 Remuneration Committee

Peter Myers 
Clare Linley /  

Manjit Purewal 
Graham Prestwich 

Peter Myers 

Y 16.35 

158/2016 Any Other Business All N 
16.45 

159/2016 Review of the meeting All N 

Papers for information only 

Board Members Declaration of Interest Register 

Health and Wellbeing Board – 20 October 2016 

Board forward work plan 

Confidential items 

Public Bodies (Admission to Meetings) 
Act 1960 

That representatives of the press, and 
other members of the public, be excluded 
from the remainder of this meeting having 
regard to the confidential nature of the 
business to be transacted, publicity on 
which would be prejudicial to the public 
interest. 

Chair 16.50 

160/2016 One Voice - update Nigel Gray / 
Richard Cohen 

Y 

161/2016 
Approval of confidential minutes of the 
Board meeting on 28 Sept 2016 Chair Y 

162/2016 Appointment of external auditor  Martin Wright Y 

Next Public Board Meeting: 

Wednesday 25 January 2017, 14.00 – 17.00 
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Leeds North Clinical Commissioning Group 
Public Board 

DRAFT Minutes of the meeting held on Wednesday, 28 September 2016 
Leafield House  

Chair: Jason Broch 
Minutes: Joanne France 

Members  Initials Role Present Apologies 

Dr Jason Broch JB Clinical Chair   
Nigel Gray NG Chief Officer   

Dr Manjit Purewal  MP Clinical Director   
Dr Simon Robinson SR GP Non-Executive (Deputy Chair)   

Dr Nick Ibbotson NI GP Non-Executive    

Dr Mark Freeman  MF Secondary Care Consultant   

Martin Wright MW Chief Financial Officer    

Petra Morgan PM Practice Management Executive   
Lucy Jackson LJ Consultant in Public Health   

Clare Linley CL Director of Nursing and Quality   

Diane Hampshire DH Non-Executive Board Nurse   
Peter Myers PMy Lay Member – Governance   

Graham Prestwich GPr Lay Member – PPI   
Gina Davy GD Interim Director of Commissioning - NMoC   
In Attendance Initials Role Present Apologies 

Stephen Gregg SG Head of Governance and Corporate 
Services   

Joanne France JC Office Manager / PA   

Rob Goodyear RG Interim Director of Commissioning – 
Partnerships and Performance   

Simon Miller (part) SM Physiotherapist, Street Lane Medical 
Practice   

Carole Jones (part) CJ C4HLS Co-ordinator   

Collette Ross (part) CR Practice Manager, Oakwood Lane Medical 
Practice   

Louise Cresswell (part) LC Public Health Specialist, LNCCG   
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Item No. Agenda Item Action 
110/2016 Board Welcome and Apologies  

 The Chair welcomed all to the meeting. Apologies were noted.   

111/2016 Board Declarations of Interest  

 

No additional declarations were presented from Board Members. 
It is recognised that there could be potential conflicts of interest for 
GPs when discussion Population Health Management.  Any identified 
or perceived conflicts will be recorded and dealt with appropriately 
through the governance procedures. 

 

112/2016 Board Questions from members of the public  

 No questions.  One member of the public was present.  
113/2016 Board A Patient’s Story  

 

PM and Simon Miller, Street Lane North Leeds Medical Practice, 
shared information about their work following the receipt of funding 
from the CCG. 
The ‘Test Model’ is currently supporting over 25,000 patients who 
would have normally required a face to face GP appointment for MSK 
services.  The model enables early access to treatment, with an initial 
telephone triage diagnostic assessment taking place within 5 days. 
Feedback received to date from service users is excellent.   
The model has clearly shown the virtual service is not only cost 
effective and efficient but has proved an effective way of using 
primary care capacity in a different way.  Demands on both the MSK 
and physio service have been significantly reduced over the past five 
months, with only 1 in 5 patients needing a face to face appointment. 
Board thanked Simon for sharing a brief insight into this work and the 
successes of the model. 
Simon left the meeting. 

 

 Resolved: The Board noted the Patient’s story.  
114/2016 Board Approval of Board Minutes from meetings held 27 July 2016  

 No further comments.  

 Resolved: Board agreed the minutes of 27 July 2016 as an accurate 
record. 

 

115/2016 Board Matters Arising / Actions from 27 July 2016  

 

099/2016Patient and Public Involvement update: AGM questions – a 
limited number of questions were returned from facilitators.  The 
information currently available will be published on the website and 
outstanding information will be chased. 
Action: RG to publish what is available to date and chase 
outstanding information. 
Action: RG ‘Three Things’ research, an update will be included at the 
November Board meeting. 
105/2016 Governance, Performance and Risk Committee – DH 
suggested that Non-Executive Directors should receive the minutes of 

 
 
 
 
RG 
 
RG 
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Item No. Agenda Item Action 
all sub-committees for assurance purposes. Action: SG / JF 
The remainder of the actions from 27 July were completed in advance 
and progress noted.  

SG / JF 

116/2016 Board Chair’s Report  

 The Chair referred Board to his report, no further updates were 
required. 

 

 Resolved: The Board noted the Chair’s report.  

117/2016 Board Chief Officer’s Report  

 

MW presented the Chief Officer report and made further reference to 
the following: 
Working together event – this was very well represented with clear 
commitment and enthusiasm from colleagues to pursue. ‘One 
Commissioning Voice’ is being progressed. There are various 
workstreams for engaging and working together with representation 
from providers and commissioners across the city. 
LTHT Pathology Services – Board can be assured that LTHT are 
working with providers to resolve IT problems.  Temporary 
arrangements were immediately put in action to minimise clinical risk. 
Lessons learned will include working with other providers to ensure 
contingency arrangements are put in place for future proofing. JB 
assured Bboard that plans are in place to do this.  
This is identified as an ongoing risk due to the backlog following the 
initial incident. 
An update will be shared with Quality and Safety Committee and 
Board will receive updates and assurance. 

 

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

Strategy and forward view 
118/2016 Board Locality View   

 

Carole Jones - Healthy Lifestyle Co-ordinator, Collette Ross - Practice 
Manager and Louise Cresswell - Public Health Specialist shared a 
presentation on the joined up working of four practices in the central 
area of Leeds North CCG to test an integrated hub model of working 
to deliver healthy living services.  The aim is to provide enhanced 
support to patients to access the service and to make a positive 
lifestyle change, resulting in a reduction of health inequalities. 
Similar services are offered across the central patch rather than 
individual practices as a more inclusive service.  With an agreement 
from the four practices, patients can be referred to any of the four 
practices. 
Supporting functions:  There is a Healthy Lifestyle Co-ordinator and 
a Health Champion at each practice, reporting into a central steering 
group which has developed a Visual Referral Pathway to support 
GPs.  The model is in its infancy and currently the Healthy Living Co-
ordinator along with the Champions are developing the service 
alongside their ‘day job’. 
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Item No. Agenda Item Action 
It is a little too early to know activity data benchmarking figures but 
this will be gathered as the model develops. 
GD added that this is great work to give us an understanding of the 
population with support from providers to develop accurate, fit for 
purpose, models of care.  The learning is essential to progress this 
further. 
GPr added that we should market new services to meet population 
health requirements. 
This is a new environment for general practice services to evolve and 
recognise the need for provision at scale influences a change in 
practice provision.  There is a need for more community involvement 
to define service specification. 
PM added that primary care is the one place a patient can feel they 
‘belong’; general practice therefore has a responsibility to develop 
appropriate care to meet population health requirements. 

119/2016 Board CCG Strategic Objectives  

 

RG updated Board following the workshop on 7th September, when 
the Board had developed revised objectives.  These were approved 
by the Council of Members on 13th September. 
The objectives will be delivered within the context of the CCG’s 
overarching mission, which remains unchanged: 
“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” 
A meeting is planned to look at the measures which will enable the 
CCG to assess how it is performing against each objective.  

 

 
Resolved:  The Board noted the CCG’s revised strategic objectives, 
and that proposed performance measures will be brought back to the 
Board workshop in October. 
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Item No. Agenda Item Action 
120/2016 Board Sustainability and Transformation Plan (STP)  

 

RG shared a presentation ‘NHS Operational Planning and 
Contracting Guidance 2017-2019’, covering:: 
• Key Themes (all plans will be signed off by 23 December) 
• STP Alignment 
• 9 Must Do’s 
• Performance Framework (must deliver obligations under the NHS 

Mandate) 
• Key Indicators 
• CCG Finance Framework Rules (the non-recurrent will remain a 

local allocation) 
• Timetable. The final draft STP was due 21st October. 
With regard to the financial aspects, NHSE require assurance that the 
whole system balances.   
JB highlighted the tensions between the need for radical change and 
being tied into two year contracts with providers.  There will be a 
Network conversation on 18 October to discuss ‘One Voice’ and 
agree a city-wide ambition and consistent message.   
LJ highlighted that prevention, self-care and self-management is 
missing from the planning guidance.  
Action: RG to feed back to NHSE the Board’s concerns around 
contractual restrictions and the absence from the planning guidance 
of prevention, self-care and self-management.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RG 

 

Communication and Engagement for the STP 
RG shared a further presentation around the communication and 
engagement for STP. NHSE stipulated that no public engagement 
was required prior to the first draft and referred to the National 
Guidance for Engaging with Local People. Discussions will take place 
with the NHSE Area Team, during October / November when we will 
review engagement options with patients and the public 
Our engagement around STP will be based around our plans for 
doing things differently along with making savings in line with our local 
commissioning intentions.  RG confirmed that he would be briefing 
local Community Committees. 
GPr said that the PAG were assured by NG that the CCG would be 
as transparent as possible with regard to the proposed 
commissioning intentions.   

 

 Resolved: The Board noted the latest STP updates.  

121/2016 Board Population Health Management (PHM)  

 

GD shared an update from a PHM perspective that has prompted 
conversations across the city. 
Locality work is testing different models of care and the next steps will 
be to look at delivery at scale and a systematic approach.  
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Item No. Agenda Item Action 
Commissioning Voice – joint working as a team of commissioners is 
proving a great opportunity to progress as one team looking at overall 
population need to deliver outcomes. Providers are working together 
to develop an accountable care ‘road map’ for Leeds. Commissioner 
and Provider conversations show a commitment to collaborative 
working. 
JB added that city wide discussions around ‘One Voice’ for future 
commissioning were encouraging in terms of our ambition to provide 
better healthcare for our patients, tying in with the Health and 
Wellbeing Strategy for the city. There is more flexibility to work as 
integrated teams to deliver better out of hospital community based 
care in Leeds.   
GPr queried asked how contractual issues with providers were being 
addressed. JB said that we have to focus more on how we use the 
money available to us, whether this is commissioner or provider 
money it should be used to provide better access to care.  RG added 
that we need to build relationships with local providers and local 
communities to support new ways of working. 
CL questioned the CCG’s role and its influence in the direction of 
travel when joining up the WY STP and local level needs.  GD said 
that local views and needs will be developed in the detail of the Leeds 
Plan, which   will span the gap between local needs and West 
Yorkshire.   
JB concluded that we need to be radical. A big step will be to get a 
single view of intent about what we want to put into contracts.  This 
needs pushing and will be taken forward during commissioning 
intention conversations. 

 Resolved: The Board noted updates and agreed the direction of 
travel. 
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Item No. Agenda Item Action 
Performance 

122/2016 Board Performance    

 

RG presented the report, summarising current performance and work 
progressing in partnership with colleagues across the city.  
The NHSE Area Team at our meeting on 27th September were 
assured with our performance and gave positive feedback, including 
how we are working to tackle mental health issues. 
RG highlighted the main performance figures.  
Bowel screening - the latest figures at December 2015 shows our 
performance above the required target to achieve the quality 
premium. Action: National bowel screening figures to be provided as 
a benchmark. 
Referral to Treatment As we have met this target in recent months 
the risk has been downgraded from a corporate level risk. 
General Practice – the first performance issue was identified and 
action take to ensure patient safety. The process put in place by the 
Primary Care Team was excellent, engaging with the practice and 
developing a programme for improvement.  Board recognised this is a 
flying start with compliments to the Primary Care Team.  Resources 
from NHSE were not available hence the CCG had developed its own 
process. 

 
 
 
 
 
 
 
RG 

 

There has been a review of the learning and the Primary Care 
Commissioning Committee will be presented with ‘Key Lessons 
Learned’ during the process.  This has been shared with our CCG 
colleagues and will be shared at an appropriate time with NHSE. 
GPr thanked GPs around the table, highlighting that things are 
changing in primary care and that issues will be dealt with effectively.  
Shortfalls will be identified and addressed with GP support. 
Other performance issues: CL asked for clarity on improvement 
trajectories and quality impact assessments where required standards 
are not being achieved.   
Board should receive a trajectory report for each failing target, 
identifying actions put in place to improve standards to an acceptable 
level. 
The Area Team has highlighted concern around the dementia target, 
the CCG will not meet the national target.  Leeds North CCG is 1 of 2 
CCGs within the England who have had the prevalence increased.  
RG was able to share expert information to assure the Area Team. 
Action: RG / CL to discuss strengthening the links between 
performance and quality assurance outside of the meeting. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RG / CL 

 Resolved:  The Board noted the performance update.  
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Item No. Agenda Item Action 
123/2016 Board Patient and Public Involvement Update  

 

RG presented the latest “headlines” in patient engagement: 
• Three things’ project update (using feedback to prioritise 

commissioning intention schemes) 
• Mindwell 
• Minor injuries and GP out of hours engagement (engaged with 

2,062 individuals) 
• Virtual Practice Reference Network 
• Healthwatch Patient Participation Group (PPG) research (working 

with 9 Leeds North practices, to inform the development of PPGs) 
• NHS Leeds North CCG website – launched August 2016 
Action: RG to present LIP report on ‘Three things’ to PAG and Board. 
SR said that the Virtual Practice Reference Group Network (VPPGN) 
has taken longer than expected to develop.  He felt that helpful 
practical improvements could have been made in advance of 
developing a final Network.  
Action: 
• Start a regular communication with PPG Chairs, suggesting 

issues for PPG agendas. 
• Consider resource requirement for additional PPG support. 

 
 
 
 
 
 
 
 
 
RG 
 
 
 
 
 
RG 
NG 

 Resolved:  The Board noted the update.  

124/2016 Quality Update  

 

CL presented an update and assurance to the Board on key quality 
issues: 
The paper provides an update on: 
• Care Quality Commission regulatory activity 
• Joint Quality and Safety Committee 
• Program of Commissioner visits to commissioned clinical services 
• Medicines Optimisation Quality 
CL referred to the links with previous agenda items presented. 
Regulatory Activity: 
LTHT Inspection Visit in May – the report has been published with 
LTHT receiving a ‘good’ rating.   
LYPFT – the planned CQC inspection visit took place during July – 
the outcome report is expected shortly. 
All member practices have now had a CQC Inspection. There have 
been no new Inspections since the last Board Meeting. Of the 25 CCG 
member practices inspected two reports are still awaited, 22 practices 
have been assessed as good and one as requiring improvement.  
Commissioner Clinical Visit programme – during September the CCG 
has undertaken Commissioner visits to the Becklin Centre and the 
Shakespeare Walk In Centre in Burmantofts. 
Medicines Optimisation Quality -  as a result of review and learning 
from  medicines related incident reports by GP practices, two City 
Wide ‘Safety Snippets’ have been issued, addressing safer Lithium 
prescribing and duplicate steroid inhalers, ensuring learning is shared 
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Item No. Agenda Item Action 
across the City.  
DH thanked CL for the paper and highlighted the need to bring 
together performance and quality issues, with a focus on outcomes.  . 

 Resolved:  The Board noted the Quality update.  

125/2016 Board Annual Nursing Report  

 

CL presented the City Wide Annual Nursing Report 2015-2016.  The 
report summary is provided to inform the Board of the many 
successes and achievements over the past year. It also outlines 
priorities to support the nursing agenda going forward into 2016-2017. 
SR referred to the difficulties around attracting and retaining a Leeds 
nursing workforce and asked is there scope to retain people 
approaching the end of their career. 
CL is Chair of a city wide  group looking at the nursing workforce.  
There is a workstream focussing on retention, led by Practice Nurses 
from Leeds West and LTHT.  CL will bring more information to a 
future Board. 
Action: Report back to Board on nursing retention. 
GPr would have liked the report to be more focused on patient 
outcomes,  
Action: CL will include this information in future reports. 

 
 
 
 
 
 
 
 
 
CL 
 
 
CL 

 Resolved:  The Board noted the Leeds Clinical Commissioning 
Groups Annual Nursing Report 2015-2016. 

 

126/2016 Board Finance and Contracts  

 

MW presented the report summarising the financial position. The 
report incorporates performance against key financial duties as at  
31st August 2016, highlighting any areas of potential risk and 
potential action for the Board to discuss and ratify. 
The CCG was forecast to meet its  key financial duties and 
responsibilities in 2016/17.Current cost pressures and risks included: 
• Over trades in acute, mainly independent sector in Trauma & 

Orthopaedics.   
• Overspending in Learning Difficulties due to complex cases and 

increasing demand.  Conversations are continuing to progress the 
issue with LYPFT as Provider. 

• Increases in Funded Nursing Care prices. 
The CCG will manage any financial risks in year through the 
utilisation of commissioning and contingency reserves. Looking 
forward, 2017/18 and beyond will be particularly challenging. 
MW added that one unexpected change is around the 1% allocation. 
Clarification will be sought and progress will be reported to the Board 
at subsequent meetings.  

 

 Resolved: The Board noted the financial position and performance 
against key financial duties.  
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Item No. Agenda Item Action 
Assurance 

127/2016 Board Risk management - Board Assurance Framework, Corporate 
Risk Register 

 

 

MW presented the report.  The Governance, Performance and Risk 
Committee had reviewed the BAF and risk register and noted the 
changes since the last meeting. It was also noted that the Board 
workshop on 7th September had proposed some changes to the 
CCG’s strategic objectives, which were subsequently agreed by the 
Council of members on 13th September 2016. 

 

 

Resolved:  The Board: 
• reviewed the BAF, noting updates since the last meeting. 
• reviewed the corporate risk register, noted the updates since the 

last meeting 

 

128/2016 Board Council and Committee Summary reports  

 The summary reports from recent meetings were shared, containing 
key issues that the Board should  be sighted on.  

 

129/2016 Board Summary Report: Audit Committee – 10 August 2016  

 

Audit Committee recommended to Board that summary reports 
highlight only key issues. 
GPr added that the Better Care Fund delivery is not quite on track 
and this is being reviewed. 

 

130/2016 Board Summary Report: Council of Members – 13 September 2016  

 

NI noted the need to clearly separate the GP provider voice from the 
commissioner voice.  JB said that a proposal would be going back to 
Council in November 
Action: Submit a proposal to Council on GP provider voice roles and 
responsibilities. 

 
 
 
JB/GD 

131/2016 Board Summary Report: Governance, Performance and Risk 
Committee – 15 September 2016 

 

 

The following policies were approved: 
• Managing conflicts of interest and standards of business conduct. 
• Education, Training & Development Policy. 
• Concerns, Complaints, Comments & Compliments Policy. 

 

132 /2016 Board Summary Report: Patient Assurance Group –  20 September 016  

 

Commissioning Intentions - NG/RG attended to share update, PAG 
requested openness and transparency. 
GP Forward View – noted the importance of Practice Participation 
Groups. 
Leeds Care Record – recognized the positive impact of public 
involvement in developing the system. 

 

 Resolved: The Board noted the summary reports.  
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Item No. Agenda Item Action 
Governance 

133/2016 Board Emergency Preparedness, Response and Resilience – 
Submission and compliance 

 

 

MW presented the report. CCGs as Category 2 Responders are 
required to provide assurance to NHS England through the Local 
Health Resilience Partnership (LHRP) against the core standards for 
Emergency, Preparedness, Resilience and Response (EPRR). 
To ensure a consistent approach and to maximise resources, the 
Leeds CCGs work in partnership to deliver EPRR across Leeds. This 
also involves working with our partners including our providers and 
the local authority.  
Board recognised the work to date and offered thanks to the Urgent 
Care Team. 

 

 

The Board noted and endorsed: 
• The self-assessment against the core standards for EPRR. 
• GPR approval of the CCG’s statement of compliance as 

substantially assured. 
• The areas within the improvement plan designed to move the 

CCG to full compliance. 

 

134/2016 Board 
Revised Policies: 
− Managing Conflicts of Interest 
− Standards of Business Conduct 

 

 

MW presented the report. The CCG has reviewed its policy on 
managing conflicts of interest, and widened its policy on gifts, 
hospitality and sponsorship into a Standards of Business conduct 
policy. The policies apply to all CCG staff, Board and Committee 
members and member practices - defined as ‘GP partners (or where 
the practice is a company, each director) and any individual directly 
involved with the business or decision making of the CCG (e.g. 
representatives at the Council of Members, GP portfolio leads)’ 

 

 Resolved: The Board noted the revised policies.  
135/2016 Board External Audit Panel – Terms of Reference  

 MW presented the terms of reference for the Auditor Panel, which 
had been updated to reflect the agreed arrangements in Leeds. 

 

 Resolved: The Board approved the Terms of Reference of the joint 
Auditor Panel. 

 

136/2016 Board Any other business  

 

LJ advised that Ian Cameron will be the new public health advisor at 
Leeds West CCG following the departure of the current Health 
Advisor. 
LJ advised that Nigel Richardson will be retiring and Stephen Walker 
appointed Acting Director of Children’s Services. 
GPr advised that Rob Webster, West Yorkshire STP Lead will be 
meeting all Lay Members to discuss STP WY wide. An away day has 
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Item No. Agenda Item Action 
been planned for PAG members to learn more about the STP. 

137/2016 Board Review of the Meeting  

 

Board members felt that there had been good discussion on key 
issues. Some improvements were suggested:  
Action: Extend invitations to colleagues to join future Board meetings 
and present work they have been involved in. 
Action: Review agenda to better enable triangulation of key issues. 

 
 
Directors 
 
SG 

 Public Bodies (Admissions to Meetings) Act 1960  

 
Resolved: That representatives of the press, and other members of 
the public, be excluded from the remainder of this meeting having 
regard to the confidential nature of the business to be transacted, 
publicity on which would be prejudicial to the public interest. 

 

 
 
 Date of next meeting: 30 November 2016, 2:00pm 
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NHS Leeds North Clinical Commissioning Group 
Public Board 

Actions of the meeting held on Wednesday 28 September 2016 
Item No. Action Required By 

Whom 
Completion 
Date 

Progress 

115/2016 
Board 

Matters Arising / Actions from 27 
July 2016 
099/2016 Patient and Public 
Involvement update: AGM 
questions: 

   

 Publish what is available to date 
and chase outstanding information. 

RG 30 November 
2016 

Complete: responses 
to questions published.  

 ‘Three Things’ research, an update 
will be included at the November 
Board meeting. 

RG 30 November 
2016 

Complete:  On today’s 
agenda. 

 105/2016 Governance, 
Performance and Risk Committee – 
DH suggested that Non-Executive 
Directors should receive the 
minutes of all sub-committees for 
assurance purposes. 

SG / JF 30 November 
2016 

Complete:  Draft 
minutes circulated with 
agenda. 

120/2016 
Board 

Sustainability and 
Transformation Plan (STP) 
Provide feedback to NHSE of the 
Board’s concerns around 
contractual restrictions and the 
absence from the planning 
guidance of prevention, self-care 
and self-management. 

 
 
RG 

 
 
30 November 
2016 

 
 
Complete:  On today’s 
agenda. 

122/2016 
Board 

Performance   
National bowel screening figures to 
be provided as a benchmark. 

 
RG 

 
30 November 
2016 

 
Verbal update to be 
provided.  

 Strengthen links between 
performance and quality assurance 
reporting. 

RG / CL January 2017 Ongoing: meeting 
being scheduled to 
agree approach. 

123/2016 
Board 

Patient and Public Involvement 
Update 

   

 Start a regular communication with 
PPG Chairs, suggesting issues for 
PPG agendas. 

RG 30 November 
2016 

Complete:  regular 
communication started. 
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Item No. Action Required By 
Whom 

Completion 
Date 

Progress 

 Consider resource requirement for 
additional PPG support. 

NG   

125/2016 
Board 

Annual Nursing Report 
Update Board on nursing retention. 
Include a focus on patient outcome 
information in future reports. 

 
CL 
CL 

 
30 November 
2016 

 
Verbal update to be 
provided. 

130/2016 
Board 

Summary Report: Council of 
Members – 13 September 2016 
Submit a proposal to Council on GP 
provider voice roles and 
responsibilities. 

 
JB / GD 

 
30 November 
2016 

 
Complete: Provider 
representation 
discussed at Council on 
1 November. 

137/2016 
Board 

Review of the Meeting 
Extend invitations to colleagues to 
join future Board meetings and 
present work they have been 
involved in. 

 
Directors 
 

 
30 November 
2016 

 
Complete: 2 items on 
today’s agenda. 

 Review agenda to better enable 
triangulation of key issues. 

SG 30 November 
2016 

Ongoing: Will be 
informed by review of 
performance and quality 
assurance reporting. 

 



  
Mission: “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” 

 

 

 

 
Page 1 of 5 

Summary Report 

Meeting: Board Date: 30 November 2016 

Report Title: Chair’s Report 

Agenda Item: 145/2016 

Prepared by: Joanne France – Office Manager / PA 

Executive Lead: Jason Broch, Chair 

Presented by: Dr Nick Ibbotson, GP Non-Executive 

Other meetings presented to: N/A 

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

Strategic Objectives (indicate those that this report contributes to): 

1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 

 
Social Prescribing update 
 
Interim evaluation of the Connect Well service - as part of the evaluation a patient feedback survey 
and practice feedback survey was completed.  Overall the service has been very well received by 
both patients and professionals. The highlights from the survey are shown below: 
 

 Patient satisfaction feedback 
 
Patients were asked a range of questions at the start of their contact with the Connect Well service 
and again when they finished contact with the service.  The entry questionnaire measured the 
patients involvement in the assessment process and whether they felt their needs had been 
addressed.  The exit questionnaire measured their confidence in the service and whether they 
would recommend the service to others. 
 

• 98% of patients agreed or strongly agreed that information they were given about 
the service provided was clear and understandable  

• 100% of patients agreed or strongly agreed that they felt included in the assessment 
process and felt able to talk about what they felt their strengths and needs were. 

• 100% of patients agreed or strongly agreed that the well-being coordinator listened 
to them carefully and took time to fully understand what they wanted to say. 

• 72% of patients felt when the assessment was completed, a clear explanation was 
given about the decisions that had been reached. 

• 97% of patients agreed that they were as involved as they would like to have been 
in agreeing with the staff what they would support them with. 

• 97% of patients felt they were well supported by the staff 
• 100% of patients felt they were treated with dignity and respect 
• 97% of patients said they would be likely or extremely likely to recommend the 

Connect Well service to friends and family if they needed similar care or support 
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“I appreciate that someone has given the time and opportunity and to off load the emotional trauma 
& given support to refer me to somebody where I can recover.” 
 
“I don't think the 3 months was enough.  Wish I had more time with my support worker.  She really 
understood me and made loads of time and done different things every session to take my mind off 
things.  Talking to my support worker had made me more positive, become more strong and strong 
enough to control my feelings.” 
 
“It helped me think better & WBC helped with not giving up and connected to the neurologist & built 
my confidence level.  After the pain management course, Connect Well service was the next best 
that happened to me!” 
 
“Made me more focused. Made me more strong. Made me better, and feel better within myself.” 
 

 Practice feedback  
 

As part of the evaluation GP practices were surveyed to gather their feedback on the service.  A 
questionnaire was circulated to all members of the practice. Practice members were asked about 
their experience of the Connect Well service and how they felt it had impacted on their 
practice.  More evaluation is available as part of the external Evaluation Report but the highlights 
are detailed below: 
 

• Responses received from 14 out of 25 practices.  
• 36% of responses from GPs 
• 76% of respondents had referred someone to the Connect Well Service 
• Over 80% of respondents were very satisfied with the Connect Well Service 

 
“Reducing GP appointments by addressing the wider needs of patients and involvement of 
voluntary sector - previously I would have spent a lot of time trying to find out who to refer to and 
possibly referring inappropriately. I strongly believe this leads to improved general welfare and 
health of the people who have used the service and a reduction in my own workload” – GP Partner 
 
“Very positive impact. Patients are able to access voluntary/ 3rd sector services that impact on 
health and wellbeing. They have a vast amount of knowledge and can spend time with patients 
and get to know them.” – Practice Nurse 
 
The Wellbeing Coordinators are also becoming embedded within the practice teams.  Anecdotally 
it has been noted that WBCs who are directly employed by practices and have a background in 
healthcare have integrated with GP Practices teams more quickly than Consortium employed 
WBCs however this may be due to the pre-existing relationships these staff had with the practices 
they are assigned to. 
 
“It’s only just stated but our wellbeing coordinator is fantastic. She's willing to tackle anything a 
patient can ask of her.” – Practice Manager 
 
“Huge reduction in the time spent by me trying to access appropriate services either voluntary or 
NHS. Great contribution to MDT discussions inside and outside of the practice. Addresses a lot of 
the basic care and social needs of isolated and vulnerable people - healthcare in its widest and 
most compassionate sense.” – GP Partner 
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“Great to have the Wellbeing Coordinator as part of the team and build a relationship with her” – 
GP Partner 
 
“A concern I have is that the service may well become overwhelmed with the number of patients 
who would benefit... emotional and social health are strongly related to physical wellbeing, 
empowerment and dignity. Please keep these services going - it is what our country's healthcare 
should be about.” – GP Partner 
 
Interim evaluation will also be looking at the impact on the wider health system impact e.g. GP 
appointments, A&E attendances and unplanned admissions. 
 

Information and IT 
 
All three Leeds CCGs are reviewing how services can be streamlined going forward.  Agreement 
has been reached to bring the CCG IT and Information provision closer to those similar services 
provided by Leeds City Council, under the leadership of a city Chief Digital Officer. This will ensure 
that future provision is designed around the ‘city’ as a footprint rather than individual organisations. 
From a technology perspective this is a first step towards designing technology services that are 
accessible more flexibly from all public buildings and reducing the variation that currently exists. 
 
Return of Pathology Services to Leeds Teaching Hospitals Trust 
 
The IT issue faced by the Leeds Pathology service has now been substantially recovered to the 
point where LTHT has resumed automated testing for Leeds GP practices. LTHT has reiterated the 
apology made by the Trust’s Chief Executive, Julian Hartley, for any inconvenience caused to 
patients and practices.  
 
The Hospital Trust is currently working on a recovery plan that will, among other things, seek to 
ensure that all historic test results from the period during which services were disrupted will 
eventually become available for Practices to view in their normal Practice systems. As well as a 
recovery plan, LTHT is also working to review the incident in order to ensure that all lessons are 
learned and that everything possible is done to prevent a similar problem occurring again. 
 
We are aware of the significant impact that the incident has had, and continues to have on General 
Practice. We have asked practices for details of any specific requests they might have for support 
needed to help their practice address the backlog of work caused by the disruption to pathology IT 
services. The LNCCG Medicines Optimisation Team has provided a key role in support offered 
back to Practices. 
 
I would like to offer my thanks for the support offered to general practice. 
 
My CCG partners and I are also undertaking an internal review of the event to ensure that the 
CCGs in Leeds learn as much as possible from what happened and how our response to 
significant incidents might be improved in future. 
 
CARE QUALITY COMMISSION (CQC) PUBLISHED RESULTS 
 
Leeds Teaching Hospitals NHS Trust  
 
The Chief Executive of LTHT has announced that the Care Quality Commission (CQC) has 
published the result of its follow-up inspection of Leeds Teaching Hospitals NHS Trust in May, and 
has sent the following communication.  
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I am delighted to tell you that this confirms that significant improvements have been made and the 
overall rating for the Trust is now ‘Good’.  This is a fantastic achievement and I’d like to 
congratulate all our staff across the Leeds Teaching Hospitals for their hard work to get to where 
we are. 
 
Our partners and stakeholders have been extremely helpful through this process and I am sure 
you will now join me in welcoming this result. 
 
The report makes clear the Trust has successfully addressed many issues which required 
improvement when the CQC undertook its comprehensive review in 2014. 
 
The report shows that we were able to demonstrate during a thorough inspection that very 
significant improvements have been made in patient care across our hospitals.  
 
On a personal level I was very pleased that the inspectors have acknowledged that the huge 
amount of effort put in across the organisation to develop and open and accountable culture where 
staff feel empowered and involved has started to show benefits.  
 
This gives confidence to patients and the public that the services they can expect to receive here in 
Leeds are safe and high quality, with LTHT rated good for all three key lines of enquiry – effective, 
caring and well-led. 
 
Of course there are always improvements to be made and the report does also highlight areas 
where further work is needed.  One of these is around safe staffing, and you will be aware we have 
done considerable work in this area to recruit extra staff, and that will continue and we will of 
course be addressing other points the CQC raise. 
 
The full report is available on the CQC website: http://www.cqc.org.uk/provider/RR8 
 
St Gemma’s Hospice  
 
Following the CQC visit to St Gemma’s Hospice in July 2016, the report has now been published 
with St Gemma’s receiving an overall rating of Outstanding. 
 
St Gemma’s are key partners and this is excellent news for all.  Congratulations to St Gemma’s. 
 
Leeds and York Partnership NHS Foundation Trust 
 
The Chief Executive of Leeds and York Partnership NHS Foundation Trust has announced the 
publication of its CQC report and ratings following its comprehensive inspection in July 2016:  
 
“Whilst the Trust’s overall rating has remained as requires improvement, the CQC recognised the 
hard work that had taken place to make a lot of improvements since the previous inspection in 
2014 and this has been reflected in the core service reports and ratings - published on the CQC’s 
website.  
 
We have made significant improvements since our last full inspection in 2014, with 78% of services 
being rating good or outstanding. This includes a rating of outstanding for our national deaf child 
and adolescent mental health service based in York, and a rating of good for our older peoples’ 
wards in Leeds which had received a rating of inadequate two years ago.  
 

http://www.cqc.org.uk/provider/RR8
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I’d like to pay tribute to our staff who’ve worked very hard to make the improvements we’ve seen in 
the CQC’s reports. There is a lot they can be proud of in these reports and there are some very 
positive comments from service users, carers and families too.  
 
We are currently working on our action plans for the areas we need to improve on. We know we’ve 
got challenges in terms of recruiting and retaining our workforce – much like a lot of other NHS 
trusts up and down the country. We’ve also recognised that our systems need to improve – for 
example our electronic patient record system and the way in which we record and share 
information.” 

 

 

 

 

 

Key Recommendations 

 

Board is asked to note the Chair’s report. 

 

 

Board Assurance Framework (indicate the strategic risks that the report relates to): 

 

Next Steps 

 

Corporate Impact Assessment 

Regulatory implications  

Financial implications  

Legal implications  

Workforce implications  

Equality impact assessment  

Information quality assured  
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Chief Officer Report 
Agenda Item: 146/2016 
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 (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
One Voice Update 
 
One Voice has one aim, which is to streamline the way the three CCGs work.   This is to make 
commissioning easier to understand and simpler for health and care providers to work with as we 
change how we commission in developing New Models of Care. We also need to do this to 
respond to the changing provider environment. Overall, we want to improve services and get the 
best outcomes for our patients and the public. 
 
The joint One Voice work undertaken to date has included the development of vision statements 
about what is meant by ‘One Voice’ for health commissioning in Leeds. These statements will 
enable stakeholders in the health and care system in Leeds and beyond to develop a shared 
understanding of the term. 
 
The Vision 
 

• One vision and a single set of joint priorities with our partners reflected at all levels within 
our organisations. 

• Strategically commission for population health outcomes and to address inequalities. 
• Have governance arrangements that support speedy and effective decision-making. 
• Make efficient and effective use of our collective resources, ensuring best use of our staff 

and the Leeds pound to improve outcomes. 
• Adopt an integrated approach to commissioning with each other and with our partners at a 

City level. 
• Embrace a single commissioning culture where our staff adopt one set of values and 

behaviours. 
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• Use a consistent approach to how we group the needs of our population and shape and 
develop the market to deliver integrated care. 

• Engage our citizens with openness and honesty about difficult decisions and sharing 
responsibility for meeting their health and care needs. 

 
One Voice Drop-In sessions 
 
The three CCG Chairs will be visiting each of the three CCGs over the next few weeks, holding 
drop-in sessions to receive questions and comments.  NHS Leeds North CCG session will be held 
on Thursday 1 December, 09:30-10:30 am at Leafield House. 
 
West Yorkshire Sustainable and Transformation Plan (STP) Update 
 
In December 2015, the NHS Planning Guidance outlined a new approach to help ensure that 
health and care services are built around the needs of local populations. To do this, every health 
and care system in England was asked to produce a multi-year STP, showing how local services 
will evolve and become sustainable over the next five years – ultimately delivering the Five Year 
Forward View vision of better health, better patient care and improved NHS efficiency.  There is a 
separate item on today’s agenda about the STP.  
 
Performance 
 
I met with the NHSE Area Team on 18 November. The focus of the meeting was around assurance 
that our CCG is ready for the challenges ahead and these include working together with partners 
as the new commissioning agenda moves forward. This links in with our One Voice conversations.  
We also discussed at length the desire for our provider partners to engage with us around 
Population Health Management.  Our lead areas on behalf of the city including Learning 
Disabilities, Urgent Care, System Resilience, Informatics and Dementia were discussed and in a 
number of areas we received significant praise in terms of our leadership and ambition. 
 
Estates and Technology Transformation Fund (ETTF) 2016-19 
 
The CCG has received confirmation from NHS England that all eight of the ETTF schemes 
recommended and submitted to NHS England have passed NHSE’s initial review stage. 
 
Recommended schemes included one new build, six refurbishment/extensions and one technology 
scheme made up of 4 elements. The total estimated capital requirement for these schemes was 
approximately £2.6m. All schemes have been approved on the basis of 66% central funded and 
34% practice funded. This is to ensure that the maximum number of schemes can be supported 
nationally. 
 
The next stage of the process is Due Diligence. For all eight schemes, detailed information and 
project initiation documents will be required in preparation for business cases to be considered. 
The categories of information and degree of detail will vary with respect to the type and scale of 
scheme that has been recommended. Schemes will need to demonstrate that the proposal will 
deliver benefits for patients and that improved access to care is central. At present NHS England 
are focusing on schemes which are able to complete by 31 March 2017. The CCG is now working 
with NHS England and Scheme Leads to review those proposals that could be completed by 
March 2017 and prioritise gathering the relevant information required. The CCG has been in touch 
with individual practices who have submitted schemes regarding next steps. 
 

https://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/
https://www.england.nhs.uk/futurenhs/
https://www.england.nhs.uk/futurenhs/
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Mental Health (MH) City Wide 
 
A new MH Crisis Café called “The Well-bean Café” funded by the West Yorkshire Vanguard 
opened on Saturday 19 November 2016.  It is a partnership development between two third sector 
mental health organisations, Leeds Survivor Led Crisis Service and Touchstone. It is funded as a 
20 month pilot, running Saturday, Sunday and Monday evenings (6pm-12am) and located close to 
St James’s Hospital in Lincoln Green, with the aim of diverting people from avoidable visits to A&E. 
The project will reach out to some of the vulnerable people who congregate in the area and will 
also work closely with A&E staff, including the mental health crisis team, to take direct referrals of 
people who attend A&E with mental health issues but do not require medical intervention. 
 
Stay Well this Winter Campaign Update 
 
The national Stay Well this Winter campaign is up running again until February 2017. The 
campaign is targeting those aged 65 years and over or people with long-term health conditions and 
their carers, family and friends to take specific actions to stay well over the winter, including 
seeking advice from a pharmacist at the first signs of illness and having the flu jab. 
 
In addition, in Leeds we have produced a local leaflet in partnership with providers and Leeds City 
Council, that will be delivered to all Leeds households during early December. The leaflet includes 
advice about dealing with common ailments at home, choosing the most appropriate health 
services and where they are located in Leeds. Additional copies of the leaflet will be made 
available to GP practices. 
 
 
Key Recommendations 
 
Board is asked to note the Chief Officer report. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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Summary Report 
Meeting:  Board Date: 30 November 2016 
Report Title: Strategic objectives – proposed performance measures 
Agenda Item: 148/2016 
Prepared by: Rob Goodyear 
Executive Lead: Rob Goodyear 
Presented by: Rob Goodyear 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
The CCG has agreed its new three objectives as above. To assess performance against 
these objectives a set of measures has been identified below which will form the basis of 
a dashboard to do this. 
 
Agreed principles / approach: 
- Must be measurable 
- Must be deliverable by work we do as a CCG and not a city 
- Must be patient focused around safety, outcomes and experience 
- Must have data that is already be collected on at least a bi-annual basis 
- Should consider the three domains of quality 
- Will be linked to Health Inequalities work-plan where appropriate 
 
The suggested measures are detailed below with title, explanation and objective(s) that 
they will support. 
 
 
Finance 
Financial Plan - An indicator taken from the IAF (ref 141a) around financial 
sustainability – chosen because without this we might compromise objectives 1 and 
2. 
Objective 3  
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Diabetes 
Patients with a high risk of diabetes  
Objectives 1 and 2 

 
Drugs and Alcohol 
Number of outreach clinics in inner-city practices  
Objective 2 

 
Cancer 
New cases of cancer diagnosed at stage 1 and 2 as a proportion of all new 
cases of cancer diagnosed (specific cancer sites, morphologies and 
behaviour)  
Objective 2 

 
Learning Disabilities 
Out of area placements for acute mental health inpatient care - transformation– an 
indicator from the IAF (ref 123e).  
Objectives 1 and 2 

 
Smoking 
Maternal smoking at delivery. An indicator from the IAF (Ref 101a) – also links into 
infant mortality . 
Objective 1 

 
 
NHS Health check 
Public Health provide this information – percentage achievement against target OF 
20% 
Objective 1 

 
 
Year of Care 
YoC review – Part of the Primary Care Engagement Scheme; measured as a local 
scheme targeting people with a LTC  
Objective 1 
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Friends and Family Test 
GP focused from the FFT itself. 
Objective 3 

 
 
Quality of CCG leadership 
An indicator from the IAF (ref 165a) around systematic adoption of leadership – key 
to deliver “One Voice”. 
Objective 2 

 
 
Key Recommendations 
 
Board is asked to agree the measures as appropriate to demonstrate performance 
against the CCG’s objectives. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: West Yorkshire and Harrogate Sustainability and 

Transformation Plan (STP) 
Agenda Item: 149/2016 
Prepared by: Rob Goodyear 
Executive Lead: Rob Goodyear 
Presented by: Rob Goodyear 
Other meetings presented to: Board 
Purpose of Report 
Approval Decision 
Assurance Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 

Introduction 

The West Yorkshire and Harrogate STP has now been published.

It sets out the vision, ambitions and priorities for the future of health and care in the 
region and is the result of many months of discussions across the STP partnership. 

It is being shared widely, with views sought from staff, patients and the public on the high 
level thinking about the future of health and care services across the area. All feedback 
will be taken into account before any further work takes place. 

The West Yorkshire and Harrogate STP is the local approach to delivering the national 
plan called the Five Year Forward View. Published in 2014, which sets out a vision of a 
better NHS, the steps we should take to get us there, and how everyone involved needs 
to work together.   

The NHS and local councils in West Yorkshire and Harrogate commission care and 
treatment to 2.6 million people. Every day a network of providers work across the whole 
social spectrum, engaging people from birth to death, head to toe, inside and out. Our 
113,000 staff are entrusted with a budget approaching £5billon. 
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Over 25 health and care partners from across the region are involved in the STP, along 
with Healthwatch. As Chief Executive of [Name of Organisation], I have been involved in 
its development. 
 
West Yorkshire and Harrogate STP area covers eleven Clinical Commissioning Groups 
(which design, specify and buy care for local people), six local council boundaries, as well 
as services provided by a number of health and social care organisations, such as mental 
health, community and hospitals. Over time these organisational differences will become 
less important.  We want to put people and communities above individual organisational 
boundaries.   
 
Health and Wellbeing Boards have a crucial role to play in this. Since 2012 they have 
been developing local health and wellbeing strategies based on the needs of local 
people.   
 
They bring together the NHS, public health, adult social care and children's services, 
including councillors and local Healthwatch, to plan how best to meet the needs of local 
people and tackle local inequalities in health.  They provide a way of ensuring that local 
people have a strong voice.   
 
The West Yorkshire and Harrogate STP is built from six local area place-based plans; 
Bradford District and Craven, Calderdale, Harrogate and Rural District, Kirklees, Leeds 
and Wakefield.  
 
Summary 
 
This summary is an overview of our plan which sets out our high level proposals.  
 
The goal of the STP is to enable everyone in West Yorkshire and Harrogate to have a 
great start in life, supporting them to stay healthy and to live longer.  
 
Pockets of deprivation and affluence across the area means where you live can 
determine your life chances.  The draft STP aims to address this health and wellbeing 
gap with a focus on supporting people to live longer, healthier lives, and ensuring a good 
and equitable service for all, no matter where you live.  
 
The draft proposals also stress the importance of improving people’s health, through 
better coordination of services, whilst improving the quality of care received. 
  
An ageing population and people living longer with complex health and social care needs 
means demand is increasing faster than resources. The STP offers an initial view of how 
local and regional services can be improved, what this means for the health of people 
locally and how we will need to collaborate to balance the books.   
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The STP builds on local plans that have been developed in each of the six local districts 
we cover. They attempt to tackle long standing issues and improve care. They look at 
prevention, better coordinated services, preventing unnecessary hospital admissions and 
supporting people to stay well.  
 
The thinking starts with where people live, in their neighbourhoods, focusing on people 
staying well., improving co-ordination between those that exist, supporting people who 
are most at risk and adapting the workforce so that people’s needs are better met are 
also key elements. 
 
We also need to do all we can to harness the innovation in West Yorkshire and 
Harrogate, with pockets of great work across the area being standardised and shared.  
Research and innovation is delivering world leading new treatments at the forefront of 
technology. Our integration ‘pioneers’ are joining up health and care. We are leading the 
way in developing new models of care that better meet people’s needs in care homes, 
hospitals and local communities. 
 
This history of improvement and innovation in public services is supported by a thriving 
third sector, excellent universities and engaged businesses. Increasingly, we have been 
working together to ensure we can make the biggest changes we can to the lives of local 
people.  
 
The STP is already informed by significant engagement in local plans. It is not set in 
stone and we will be engaging with staff and the public in the planning and design of the 
proposals as they progress and we are calling for people to get involved. 
 
The case for change 
 
In 2016, we face the most significant challenges for a generation. We know that we must 
keep innovating and improving if we are to meet the needs of our population in a tough 
financial climate. Demand for services is growing faster than resources. Services in some 
places are not designed to meet modern standards, and local people want things to be 
better, more joined up, and more aligned to their needs. This is clear from the continuous 
engagement we have with local people, as well as the changing world we live in. 
 
It’s great news that people are living longer than previous generations, but the reality is 
that up to two thirds of people in the UK could spend their retirement years in ill-health.  
 
An ageing population, people living longer with complex health and social care needs, 
means we have to change if we want to improve people’s quality of life and meet the 
challenges we face together with the money we have available. 
 
Although extra money has been made available nationally to support the NHS, this is not 
growing as fast as demand for care. Budgets in social care, training, and public health are 
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under additional pressure and have not been increased in the same way that some NHS 
funding has seen.  
 
Our workforce is also changing. We need to improve the way we do things if we are to 
meet changing needs whilst improving the health and wellbeing of people and fully 
supporting our staff.   
 
We know this isn’t an easy message – it will be a challenge and difficult decisions will 
need to be made. 
 
Working differently together offers us new opportunities to meet these increasing 
demands. Together we can share learning, expertise and skills – as well as making better 
use of technology and trialling new models of care. 
 
Our approach 
 
We are ambitious for the people we serve and the staff we employ.  We want the very 
best for everyone.  
 
Closer partnership working is at the very core of our STP. Over the past six months the 
leadership and staff of the West Yorkshire and Harrogate health and care organisations 
have been working hard on how we respond to the challenges we face, whilst delivering 
quality care and working towards achieving our vision. 
 
Health and Wellbeing Boards have a crucial role to play in this. Since 2012 they have 
been developing local health and wellbeing strategies based on the needs of local 
people.  They bring together the NHS, public health, adult social care and children's 
services, including councillors and local Healthwatch, to plan how best to meet the needs 
of their local population and tackle local inequalities in health.  They provide a way of 
ensuring that local people have a strong voice.  
 
The West Yorkshire and Harrogate STP is built from six local area place-based plans; 
Bradford District and Craven, Calderdale, Harrogate and Rural District, Kirklees, Leeds 
and Wakefield. This is based around the established relationships of the six Health and 
Wellbeing Boards and builds on their local health and wellbeing strategies.  
 
West Yorkshire and Harrogate has a diverse population, with different health and social 
care needs. We believe that for the majority of services, these needs are best met on a 
local level through closer partnership working. 
 
It’s essential that our emerging proposals draw on existing insight and local intelligence. 
There is a lot of public and patient expertise and experience, and we want to listen 
carefully and act upon what has already been said. We are developing our plans around 
how we will engage and consult with you and how it will work across the future planning 



  
Mission: “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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process and the role of the Health and Wellbeing Boards.   
 
 
 
 
Key Recommendations 
Board is asked to note the position statement following the publication of the West 
Yorkshire STP. 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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Organisations involved include:

Clinical commissioning groups (CCG)

• NHS Airedale, Wharfedale and Craven CCG

• NHS Bradford City CCG

• NHS Bradford District CCG

• NHS Calderdale CCG

• NHS Greater Huddersfield CCG

• NHS Harrogate and Rural District CCG

• NHS Leeds North CCG

• NHS Leeds South and East CCG

• NHS Leeds West CCG

• NHS North Kirklees CCG

• NHS Wakefield CCG

Local authorities

• Bradford Metropolitan District Council

• Calderdale Council

• Craven District Council

• Harrogate Borough Council

• Kirklees Council

• Leeds City Council

• North Yorkshire County Council

• Wakefield Council

Care providers

• Airedale NHS Foundation Trust

• Bradford District Care NHS Foundation Trust

• Bradford Teaching Hospitals NHS 
Foundation Trust

• Calderdale and Huddersfield NHS 
Foundation Trust

• Harrogate and District NHS Foundation Trust

• Leeds Community Healthcare NHS Trust

• Leeds and York Partnership NHS 
Foundation Trust

• Leeds Teaching Hospitals NHS Trust

• Locala Community Partnerships

• The Mid-Yorkshire Hospitals NHS Trust

• South West Yorkshire Partnership NHS 
Foundation Trust

• Tees Esk and Wear Valleys NHS 
Foundation Trust

• Yorkshire Ambulance Service NHS Trust
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• Public Health England

• Health Education England

• Healthwatch

West Yorkshire and 
Harrogate STP //

Thanks also to the police, fire and rescue service, housing, independent, voluntary and 
charitable sector organisations involved in local plans and cross cutting programmes 
of work.
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The NHS and local councils 
in West Yorkshire and 
Harrogate commission 
care and treatment for 
2.6 million people. 

Every day a network of 
providers work across the 
whole social spectrum, 
engaging people from 
birth to death, head to 
toe, inside and out. 

Our 113,000 staff are 
entrusted with a budget 
of £4.3 billion.

We can be proud of how our health and care teams have made 
major improvements to services over the past decade. The NHS is 
treating more people than ever before, providing services faster, 
more safely and in better environments. 

Research and innovation is delivering world leading new 
treatments at the forefront of technology. Our integration 
‘pioneers’ are joining up health and care. We are leading the 
way in developing new models of care that better meet people’s 
needs in care homes, hospitals and local communities.

This history of improvement and innovation in public services is 
supported by a thriving third sector, excellent universities and 
engaged businesses. 

Increasingly, we have been working together to ensure we can 
make the biggest changes we can to the lives of local people. We 
have done this with a keen eye on local variation in populations, 
people’s needs and service delivery.

In 2016, we face the most significant challenges for a generation.

We know that we must keep innovating and improving if we are 
to meet the needs of our population in a tough financial climate. 
Demand for services is growing faster than resources. Services 
in some places are not designed to meet modern standards, 
and local people want things to be better, more joined up, and 
more aligned to their needs. This is clear from the continuous 
engagement we have with local people, as well as the changing 
world we live in.

Over the past six months, the leadership and staff of West 
Yorkshire and Harrogate health and care organisations have 
been working together on how we respond to these challenges. 

We have been linking with existing plans and seeing how we 
deliver ambitious improvements for people in Bradford District 
and Craven, Calderdale, Harrogate and Rural District, Kirklees, 
Leeds and Wakefield.

This summary is an overview of our draft plan which sets out our 
high level proposals. These proposals are built on the ongoing 
work that has taken place locally through Health and Wellbeing 
Boards and local partnerships.

Over the next six months we will continue to work together to 
engage with Health and Wellbeing Boards, staff and the public, 
to further develop our draft plans and build on engagement 
activities to date, ensuring the involvement of everyone in future 
conversations around proposals for change.

Foreword //

Rob Webster | CEO, South 
West Yorkshire Partnership 
NHS Foundation Trust

On behalf of the leadership of 
West Yorkshire and Harrogate.
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Our vision for West Yorkshire and Harrogate is for everyone to have the best possible 
outcomes for their health and wellbeing. At the heart of this are the following ambitions: 

Healthy places 

• We will improve the way services are provided with a greater focus on preventing illness, or 
identifying and managing this at an early stage wherever possible.

• We will support people to manage their own care, where safe to do so, with peer support and 
technology provided in their communities to help with self-care.

• Care will be person centred, simpler and easier to navigate.

• There will be joined-up community services across physical and mental health as well as much 
closer working with social care. 

High quality and efficient services 

• Hospitals will work more closely together, providing physical and mental healthcare to a 
consistently high standard by organisations sharing knowledge, skills, expertise and care 
records, where appropriate.

• The way that services are designed and paid for will change. We will move to a single 
commissioning arrangement between Clinical Commissioning Groups (CCG) and local councils. 
This will ensure a stronger focus on local places and engagement. There will also be a stronger 
West Yorkshire and Harrogate commissioning function for some services.

• We will share our staff and buildings where it makes sense to do so; to make the best use of 
the resources we have between us and to help further service investment.

A health and care service that works for everyone, including our staff

• West Yorkshire and Harrogate will be a great place to work.

• We will always work with people in how we design, plan and provide care and support.

• West Yorkshire and Harrogate will be an international destination for health innovation.

Our vision //
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In these tough times, we want to deliver the best outcomes 
we can for everyone. This will mean more emphasis on 
the places people live and on closer working between 
organisations. There will be less of a focus on competition 
as a means of driving change.

Closer partnership working is at the very core of our 
STP. Over the past six months the leadership and staff 
of the West Yorkshire and Harrogate health and care 
organisations have been working hard on how we respond 
to the challenges we face, whilst delivering quality care and 
working towards achieving our vision. 

Our STP area covers eleven Clinical Commissioning Groups 
(which design, specify and buy care for local people), 
six local council boundaries, as well as services provided 
by a number of health and social care organisations, GP 
practices, mental health trusts, community therapy, care 
and nursing providers, and our hospitals. Over time these 
organisational differences will become less important. We 
want to put people and communities above individual 
organisational boundaries.  

West Yorkshire and 
Harrogate has a diverse 
population, with different 
health and social care 
needs. We believe that for 
the majority of services, 
these needs are best met 
on a local level through 
closer partnership 
working.

Our approach //

West Yorkshire and Harrogate STP area

Contains Ordnance Survey data © Crown copyright and databse right 2016
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Our approach starts with these local places and Health and 
Wellbeing Boards, which have existed since 2012. They 
have been developing local health and wellbeing strategies 
based on the needs of local people. They bring together 
the NHS, public health, adult social care and children’s 
services, including councillors and local Healthwatch. They 
plan how best to meet the needs of local people and tackle 
local inequalities in health. They provide a way of ensuring 
that local people have a strong voice. 

The West Yorkshire and Harrogate STP is built from six 
local area plans: Bradford District & Craven; Calderdale; 
Harrogate & Rural District; Kirklees; Leeds and Wakefield. 
This is based around the established relationships of the 
six Health and Wellbeing Boards and builds on their local 
health and wellbeing strategies. 

These six local plans are where the majority of the work 
happens. We have then supplemented the plan with work 
done that can only take place at a West Yorkshire and 
Harrogate level (see page 22). This keeps us focused on an 
important principle of our STP - that we deal with issues as 
locally as possible.

Our draft STP is based 
on a set of principles: we 
are ambitious; we do the 
work together; and we 
deal with issues as locally 
as possible. 
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In developing these proposals we have thought about 
health and care services in three ways: 

• What do we need to do to help you stay healthy and 
well?

• What do we need to do to improve the quality of care 
and services you receive when you need them?

• What do we need to do to address the finance and 
efficiency challenge we face? 

Health and wellbeing: helping you to stay well

With a population of 2.6 million people living in West 
Yorkshire and Harrogate, we know there are pockets of 
deprivation and areas of affluence. Where you live can 
determine your life chances and we need a new approach 
to make sure all people have the chance to live longer, 
healthier lives. 

There are higher than average childhood obesity levels 
and 50% of people are overweight in West Yorkshire and 
Harrogate. Over 200,000 people are at risk of diabetes and 
we want to reduce this number by a quarter by 2021. 

Alcohol is also a major concern. There are around 455,000 
heavy drinkers across the area. This has a major impact on 
people’s lives and the cost of care. We want to reduce the 
number of people admitted to hospital because of alcohol 
by 500 every year and also the number of ambulance call 
outs for related incidents.

Mortality is higher than average for those with serious 
mental health concerns and we want to work together to 
reduce the number of people taking their own lives. To do 
this will involve sharing information, awareness raising and 
local suicide prevention strategies. 

West Yorkshire and Harrogate has significantly worse rates 
than other parts of England for cardiovascular diseases 
(CVD), which are conditions affecting the heart or blood 
vessels that cause damage to the brain, heart, kidneys and 
eyes. It is one of the main causes of death and disability 
in the UK, but it can often be prevented with a healthy 
lifestyle. We want to reduce 10% of CVD incidents across 
the area by 2021.

Where you live has a 
major impact on your 
quality and length of life, 
for example there is a 11 
year difference for men 
depending on where they 
live in Leeds and a 10 year 
variation for women in 
Calderdale. This is clearly 
something we want to 
address.

What this draft plan means  
to you and your family //
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People who smoke increase their probability of lung cancer, 
heart and respiratory disease, such as asthma and chest 
conditions. In the case of pregnancy this can lead to real 
health issues for both mum and child.

4 in 10 cancers are preventable through lifestyle choices. 
For example we would like to see 125,000 fewer smokers 
in West Yorkshire and Harrogate and increase the one-year 
survival rate from all cancers to 75% by 2021, with the 
potential to save 700 lives each year.

Some good work has already been done but we need to 
improve the health and wellbeing of both young and old, 
including those with physical and learning disabilities - so 
that we can improve people’s quality of life and prevent 
them going in to hospital or care homes, unless absolutely 
necessary. 

We know that people prefer to remain at home, 
independent and safe, for as long as possible and we want 
to fully support this.

  

Reduce the number of smokers by 125,000 by 2021

226,000 people at risk of diabetes, we want  

to reduce this by a quarter by 2021 

Reduce number of people admitted to hospital due to 

alcohol by 500 a year

Increase the one year survival rate of people with cancer to 

75% by 2021 with a potential to save 700 lives a year

By 2021 we want to adopt a philosophy that all suicides 

are preventable, aiming to reduce the number of suicides 

by up to 75% as part of the five year forward view for 

mental health. 

Reduce the number of people experiencing a CVD incident by 

10% across the area by 2021. This would mean 600 people 

in Bradford alone.

Improving 
people’s health 
and wellbeing 
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Care and quality: making sure the right care is there when you need it

We want to ensure that the majority of our services remain high quality and offer a good 
personal experience. At the same time we want to address the fact that for some people 
and some populations the service falls below the standards and expectations we have set. 

We want to make sure services work together to support you and your family. We will 
build on the prevention work outlined in the previous section to ensure that everyone gets 
the best start in life and has the opportunity to age well. This means joined up services 
for new mums and families that build on traditional health visiting, community services 
and sees education, health and care working together. This will include new “perinatal” 
services that give mental health support to new mums at their most vulnerable time.

Over 4 million people live with diabetes in the UK and this number is increasing. 
Thousands and thousands of others live with long term conditions, such as asthma and 
mental health problems like depression. 

Increasingly, we will make sure that you are supported to self care, with technology and 
peer support networks providing better opportunities for monitoring and management of 
your health condition. We want to harness the power of peer supporters, expert patients 
and similar developments for everyone who would find this helpful.

Organisations, including the NHS, local councils, voluntary organisations and other public 
sector services, need to work closer together to deliver more ‘joined-up’ health and care. 
This coordination of services will help to improve the quality and experience of care.

This is particularly true for people with multiple issues and conditions. We will make sure 
that frail older people, children with complex needs and similar groups have a joined up 
team that supports them to live their lives. In doing so we will have a modern health 
system that looks at people’s physical, social and mental health needs. We will increase 
access to psychological therapies for people with common mental health conditions (25% 
of people to receive these services by 2020/21), co-locating these services in primary care. 

We will transform care standards for people with a learning disability, so that health 
assessments in general practices are the norm, good and safe specialist assessments for 
people are available and locally based residential care is there for people who need it.

We also plan to better organise and simplify urgent and emergency care so you get the 
very best care, at the right time, in the right place. This will mean clearer coordination 
and better organisation of urgent care services (including primary care, such as GP and 
pharmacy services, mental health, ambulances A&E and urgent care centres) so they work 
together and you know where to get the help you need.

We aim to improve on our four hour accident and emergency standard by March 2017 
to ensure 95% or more of people are seen, assessed, admitted or treated and discharged 
within four hours, and we will continue to improve on this.

The demand for planned care (when you have a booked appointment to see a specialist or 
have an operation) is placing ongoing pressure on services. 



11

Unfortunately as a result people are waiting longer for 
appointments - we aim to address this and ensure that we 
meet our 18 week referral to treatment standard over the 
next five years across the area. In addition, we will tackle 
hidden waits in mental health services to ensure that we 
meet modern standards for mental and physical health.

Improving patient experiences, choice and delivering high 
quality, safe care across seven days of the week is also a 
priority. 

We want to reduce avoidable emergency admissions, 
and the reduction in time someone will stay in hospital 
unless absolutely necessary. Our intention is to support 
more people in the community so they don’t end up being 
admitted or readmitted to hospital – this is where hospital 
avoidance schemes can make a huge difference alongside 
better alternatives to being in hospital.

95% of people attending A&E will be seen in  

4 hours, by 2017

92% of people will be seen by a specialist within  

18 weeks and we will deliver these standards in physical and 
mental health services

Supported self care for all people with a long term 

condition, with peer support and access to technology 
designed for your needs

A move to 25% of the appropriate population accessing 
psychological therapies in their community and increasing 

the levels of recovery 

Regardless of where you live, your experience of services will 

have improved by 2021

A new 28 days standard to cancer diagnosis will be 
introduced

Reduce the number of people with mental health concerns 

going to A&E by 2021 and bring their care closer to home

Increased focus on common thresholds for care and 

treatment to meet standards and reduce postcode 
variations in care.

Our targets 
for change
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Finance and efficiency: making the money add up 
by 2020/21

It’s great news that people are living longer than previous 
generations, but the reality is that up to two thirds of 
people in the UK could spend their retirement years in ill 
health. 

An ageing population, people living longer with complex 
health and social care needs, means we have to change 
if we want to improve people’s quality of life and meet 
the challenges we face together with the money we have 
available.

The health and social care economy in West Yorkshire and 
Harrogate has growing income in the coming years. This 
funding for the NHS is not growing as fast as demand 
for care and pressures on local council budgets continue, 
particularly in social care and public health. 

The growth funding for the NHS allocated to our draft 
STP is also lower than the national average and funds for 
training doctors, nurses and therapists have reduced. This 
means, unless we change the pattern of demand and make 
services more efficient, we could face significant financial 
pressures in excess of £1billon between now and 2021.

We will approach this challenge together. We will develop 
solutions in our local areas as well as taking collective 
measures across West Yorkshire and Harrogate. 

The way we will meet this challenge falls under the 
following categories: 

We currently have 
an annual budget of 
£4.3 billion; by 2021 it will 
increase to £4.7 billion. 
However it’s important to 
note that if we delivered 
care in the way we do 
today, with no change 
and no efficiencies, the 
cost would be at least an 
extra £1 billion every year 
by 2021.

Delivering care more 
efficiently, £0.5billon  

Providing the right care 
to everyone who use our 

services, £0.3billion

Programmes delivering 
savings across the area, 

£0.1billon

Securing our fair share of 
sustainability  

funding, £0.2billon
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Delivering care more efficiently, £0.5 billion  
We will look to drive efficiencies in the way we deliver care, 
focusing on reducing duplication and differences in service 
delivery.  This will include reviewing how and where services are 
delivered, sharing administration and releasing funding for front 
line care.

Providing the right care to everyone who use our  
services, £0.3 billion 
This involves a different relationship and a new approach to 
the way we deliver services across both health and social care 
services.  Our focus will be on early help and support, making 
sure the services we offer meet the needs of everyone sooner 
rather than later. 

This will include helping you to take more control in the 
management of your care, where safe to do so.   

Programmes delivering savings across the area, £0.1 billion  
We will look to deliver savings by acting once across West 
Yorkshire and Harrogate. This will focus on our organisations 
working in partnership to deliver efficiencies, reducing variation 
in service provision, and working together to deliver better 
services for everyone at reduced cost.

Securing our fair share of sustainable funding, £0.2 billion 
Our draft plan assumes that additional funding, called 
Sustainability and Transformation Funding, will be available to 
us so that we can deliver our plans. Some of this funding will 
be used to help make the changes happen, whilst some of this 
money will be used to support existing services

We know this isn’t an easy message – it will be a challenge 
and difficult decisions will need to be made.
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If we are to make the most of our resources, we need to 
focus on keeping people well through healthy places and 
joined up care in communities. By having six local plans, we 
can make progress on both.

Since 2012, local councils have been responsible for 
improving the public’s health. This means a focus on health, 
education, housing, the environment, and the economy. 

For people who need support, most of the care you and 
your family receive is delivered in communities. Social care, 
community therapy and nursing visits, GP contacts and trips 
to your local pharmacy, can reduce the number of A&E 
attendances. This community and home based care needs a 
greater focus and investment. 

This is reflected in all six of our local delivery plans as they 
consider communities - from Luddenden to Laisterdyke, 
Harrogate to Honley, Wetherby to Wakefield and all 
points in between. Each plan is different as it reflects local 
people’s needs. However, each plan also contains a number 
of common themes too. These are covered in the next 
section.

West Yorkshire and  
Harrogate local plans //
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Prevention and early intervention

We are working in every one of our six areas to improve the way services are provided 
with a greater focus on early help and keeping people well. This involves helping people 
earlier rather than later, for example supporting people to stop smoking, when we know 
this is the major cause of cancer and working with families who have problems sooner 
rather than later.

Plans vary according to the needs of local people: this includes tackling obesity, smoking 
and heavy drinking; making sure that children get the best start in life; and that we reduce 
the risk of dementia through addressing lifestyle risks. Well targeted health support can 
help keep people in work. This in turn can improve people’s wellbeing, including their 
mental health, preserving their livelihoods and keeping them in employment. It is also 
good for the region’s economy. 

Having a good coordinated set of prevention activities, for example working earlier with 
people at risk of diabetes, should result in a reduction in admissions to accident and 
emergency; decrease the numbers of people living with long term conditions and fewer 
avoidable early deaths.

We also know that early help for children, families and adults is not only better for the 
person but can prevent or delay the need for more costly social care services in the future.

For example Kirklees are developing a new early help model for children and families, so 
they get support sooner rather than later.

Spotlight on children 

To address some of the biggest health and care challenges we face we will need to create 
stronger and broader partnerships within our towns and cities and across our region. 

We already have great examples of where this is happening, like the Child Friendly City 
initiative in Leeds. Over the past four years the city has made a big effort to get more 
people involved in making a difference on some of the most important issues relating to 
children and young people, things like improving school attendance, increasing youth 
education, employment, training and keeping the most vulnerable children safe. 

A positive and wide reaching campaign has led to major businesses, sports clubs, 
well-known people, public and third sector partners and even the local media, working 
together towards some common goals and doing more to support things like fostering 
and ‘family and friends care’. A combination of new approaches and different attitudes 
have made an impact, for example by working with families and local communities, Leeds 
has safely and appropriately reduced the number of children and young people placed in 
care by around 250. This gives them better life chances and saves a significant amount of 
money. If we can take the support we’ve seen for children and young people and apply it 
to some of our other big health and care challenges we could see a real step change. 
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Recent engagement work has shown that people want 
clear, easy to understand information, more involvement 
with communities and investment in voluntary and 
community services. You have also told us that not being 
involved in care decisions about you, has a negative 
impact on your wellbeing and health professionals should 
communicate more with you. In delivering and designing 
services, we will ensure that there is significant engagement 
in plans to address these issues.

The development of 
a thriving voluntary 
community sector can 
help greatly with our 
focus on early help, for 
example healthy child 
programmes, which bring 
together, health visitors, 
school nursing, support 
for families, not only from 
health and social care, 
but from community 
organisations too. 

Development of 
community support for 
families, preventing illness 
and elderly loneliness is 
also important. 

A new alcohol liaison 
service at Pinderfields 
Hospital means we can 
target people with drink 
related illness and injury. 
The aim is to provide 
people with a seamless 
transfer from hospital 
into community support 
services to help them 
reduce the risk of alcohol-
related problems in the 
future.
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Primary and community services

Primary care includes a wide range of services supporting the health and wellbeing of 
everyone in the community, including your local GP, pharmacies, mental health and social 
care. We know that people’s experience and trust of primary care services is generally very 
high, but we have also heard that services are not as convenient to some as they would 
like them to be particularly out of core daytime hours (8.30am to 6.30pm), and that some 
people would like to receive services on evenings and weekends. 

Primary and community care has been the subject of a number of engagement activities 
across West Yorkshire and Harrogate. The content of conversations varies across the local 
area from broad engagement on primary care to specific service areas. In summary there 
are a number of themes that are emerging across the West Yorkshire and Harrogate area 
which need to be considered in future commissioning arrangements.

This includes improving access to appointments and buildings; in particular help for urgent 
care issues, looking at the delivery of walk-in centres and increasing the range of services 
available at GP practices. We believe that this will help to address the number of people 
who attend emergency departments when they could have seen a health professional 
near to where they live. There are already good examples of where this type of service 
is being provided during evenings and weekends, for example in Wakefield. We want to 
review and potentially build upon this across the whole of West Yorkshire and Harrogate 
to provide services that are convenient to everybody.  

In the future we would like to have more care delivered in local community and primary 
care settings rather than needing trips to the hospital. This means many of the tests, 
investigations, treatments for minor injuries and minor surgery that are usually provided 
in hospital can be provided nearer to home.  We will consider the use of our buildings 
and how well equipped they are. This will help us to plan where we can provide services 
nearer to you and your family and closer to your home. In addition, we want to take this 
opportunity to think about what other services could be provided under one roof. This 
could include physiotherapy and citizens advice services. This would mean that you would 
be able to receive a range of services in one location that could meet both your health and 
social needs. 

We hope to see more GPs in training and working together more closely with community
and mental health services. Our aim is for you to see the right person, in the right place 
at the right time.  By working in teams, health and social care professionals can provide 
advice and treatment for you together, instead of you needing lots of appointments at 
different departments.

As GP practices work more closely together, they could in the future begin employing
consultants who have the specialist skills to manage your health condition in the 
surgery.  This will also provide the opportunity to develop services that include senior 
nurses, hospital doctors, geriatricians, paediatricians and psychiatrists to work alongside 
community teams.  In addition to this we would also like pharmacists, psychologists, social 
workers, and other staff to be part of community teams as we develop our workforce.
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Our aim is to keep people healthier for longer and enable 
them to stay at home and not in hospital. By developing 
and improving primary care services it will help you and 
your family stay healthy and independent.

We want to work with primary care to develop existing 
services that address lifestyle changes. This means 
supporting people to stop smoking, support for losing 
weight and how you can do more exercise to keep fit. This 
will mean less chance of you developing the kind of serious 
illness that needs hospital treatment in the future. 

Our draft plans include how we will improve in-hours and 
out-of-hours access to primary care so that you can get the 
professional advice you need, when you need it.  

Advice and support should be as convenient as possible for 
you to get, including making the best possible use of smart 
phones and digital technology.  We want to work with our 
practices so that you can easily book an appointment and 
request a repeat prescription on line and if you want to, 
be able to see your medical records. As part of making the 
most of technology we will also think about video/skype 
type of appointments, which are being used successfully in 
other parts of the country already.  

Bradford, District 
and Craven is known 
nationally for its work 
in digital healthcare, in 
particular providing 24/7 
face to face consultations. 
This is something we want 
to do more of across the 
area.

In Harrogate and Rural 
District we want to reduce 
the number of children 
aged 10-11 years who are 
overweight.

We also want to increase 
the number of people 
in Leeds having bowel 
screening by 3%.

In Wakefield we want 
to reduce the number 
of young people not in 
education, employment 
or training.
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Supported self-care
People with long term health conditions spend most of their 
time looking after themselves. We want to support them to 
do this as they want more focus on preventing illness, so they 
can stay well.  

To support this they felt that more information about 
healthy lifestyle choices should be available with 
professionals having the relevant skills and knowledge to 
advise them on any changes they may want to make.    

Each of our local plans support people to take greater control 
and management of their long-term health conditions.  

We will support self-care 
and preventing illness by 
helping you to manage 
your health safely. This 
will include training 
our workforce to work 
alongside you so that 
self-care and early support 
will be the norm. 

Spotlight on self-care

Locala is a community health care provider. They use the 
term maximising independence (MI), which was originally 
informed by a listening exercise with staff, patients and carers 
to describe the approach they take to support people to be as 
confident and independent as possible when managing their 
own care in Kirklees.

Locala’s integrated community health care teams include 
community matrons, district nurses and therapists.  
The self-care work has involved a training programme that 
has helped over 1000 staff to use evidence based behaviour 
change and health coaching techniques. The training has 
helped people to manage their own care. 

Evidence shows if more time is invested upfront with people 
to address their needs holistically then less time is needed 
on follow up visits. Most importantly this improves the care 
delivered and the person’s quality of life.

Locala has also successfully used technology to improve how 
care is delivered, for example skype consultations. 

Records are also shared between health and social care 
professionals so that people tell their story only once. 

An outcomes framework has been developed by Wakefield 
Public Health which will provide a snapshot of data across the 
area. Several indicators refer to understanding how people 
feel they are supported to manage their condition, so they 
understand their long term conditions better, for example 
those with mental health concerns. This helps to identify 
further areas for improvement.
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Around 15 million people in England have one or more 
long-term health condition. The number of people with 
multiple long-term conditions is predicted to rise by a third 
over the next ten years.

35% of people living with long-term health conditions 
have low knowledge, skills and confidence to self-care. This 
results in a rising demand in urgent and emergency care, 
including A&E attendances and emergency admissions. 

Most importantly we know this is not what people want 
– they want to lead a healthy life as much as possible and 
supporting people to self-care can help.

People with long-term 
conditions are the most 
frequent users of health 
care services, accounting 
for 50% of all GP 
appointments and 70% of 
all inpatient bed days.

35% of people with 
diabetes live with 
diabetes plus other 
long-term conditions.
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Joined-up services

When services are provided by different health and care 
organisations they often feel disconnected from one 
another. We have also heard that people want services that 
consider all of their needs together rather than different 
services for different conditions.  

We are trialling new ways of providing services that bring 
together organisations to better meet peoples’ needs. We 
believe that these new models have the potential to offer 
a better experience of care as well as being more efficient 
and cost effective. We will learn from these trials, rolling 
them out wider if they work well.

We’re learning from our Vanguard programmes on urgent 
care, care homes and community services. We are building 
on the integration pioneer work done in Leeds and a long 
history of joint work in Calderdale, Kirklees and Bradford. 
Each plan sets out opportunities to look at new models 
which make these joined up services a reality for everyone.

Spotlight on community care

We are joining up care services for people who live in care 
homes or supported living accommodation. GPs, care home 
staff, volunteers, a specialist doctor, nurses, pharmacists, 
therapists and mental health workers are pooling their 
resources in about a quarter of care homes in Wakefield. 
The aim is to help people to have healthier lives, with a 
better sense of wellbeing so that they don’t need to keep 
going in and out of hospital.

We will help you to 
better understand how 
pharmacies and on-line 
resources can help you 
deal with coughs, colds 
and other minor ailments 
without the need for 
a doctor appointment 
or accident and 
emergency visit.
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Over the past six months the leadership and staff of 
the West Yorkshire and Harrogate health and care 
organisations have been working together on how we 
respond to the challenges we face.  

To support our six local places we are carrying out a range 
of work collectively across the STP wide area. 

When we work in this way it is for one or more of three 
reasons: 

• Services cut across the area and beyond the six 
local places. 

• There is benefit from doing the work once and sharing, 
so we make the best use of the skill and expertise 
we have.

• Working together can deliver a greater benefit than 
working separately. 

On this basis we have identified nine priorities for which we 
will work across a larger area.  

These are:

• Prevention 

• Primary and community services

• Mental health

• Stroke

• Cancer

• Urgent and emergency care

• Specialised services

• Hospitals working together

• Standardisation of commissioning policies.

West Yorkshire &  
Harrogate shared work //
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Prevention

Prevention has been identified as a priority in each of the 
six local plans. Given the importance of this work we are 
keen to share learning, skills and expertise to ensure best 
practice is rolled out across the area. We are doing this with 
a focus on the biggest causes of ill health.

This work is led by Directors of Public Health from across 
West Yorkshire and Harrogate and its focus is on smoking, 
obesity, alcohol, and ensuring that our workforce is 
supporting health promoting behaviours as it provides care 
to ensure every contact counts. 

Primary and community services

Like prevention, our work at West Yorkshire and Harrogate 
level is designed to help local places take forward 
programmes to deliver better primary and community 
care. This work brings together primary and community 
care leaders to help design what the important parts 
of an effective system are. This includes breaking down 
organisational barriers, looking outside the clinical model 
to develop a service that meets social needs too - making 
sure people are always at the centre of their care.

We are currently working 
with local GPs to explore 
new ways of working. For 
example, some practices 
are working together 
in a hub to provide 
appointments on an 
evening and weekends. 
This means that people 
are able to see a doctor 
or other professional at a 
range of different times.

In other places teams 
of expert patients 
complement doctors to 
deliver peer and social 
support.

379,836 smokers

455,000 heavy drinkers

1.3 million people overweight

We want to make every health and social  
care contact count for you.

In our area 
there are
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Mental health

We will work together locally and at a regional level, to make sure that mental health 
conditions are treated the same as physical health issues. Local mental health services will 
be integrated with physical health and care services. This will ensure we care and treat 
the ‘whole’ person tailoring care to the person’s need; supporting people with long-term 
conditions to cope with anxiety or depression, and ensuring people only go to hospital 
when absolutely necessary.  

We are developing services across the region to reduce difference in the quality of care 
people receive in order to improve their wellbeing and make services more effective and 
efficient for the future. 

This includes working to introduce coordinated management of mental health in-patient 
beds across the area with the aim of reducing people being placed outside the region and 
eliminating this where better for the person. We know that people receiving care near 
their home and support network much improves their health and wellbeing. Our aim is 
that hospital stays will only take place where appropriate, and where needed only for a 
minimum length of stay.

Good progress has already been made on the development of services to improve the 
experience and care for people in crisis. For example ’Safer Spaces’ have been developed 
so that adults and children and young people in crisis have a safe alternative to go instead 
of emergency departments, police cells or being admitted to hospital an in-patient unit. 
The plan is to roll these out to other parts of the region. We are also working to ensure 
that there is a service that places mental health nurses in police control centres, in place 
across the region assisting the police with people in crisis. This will include reducing by 
50% the use of police powers around Section 136 of the Mental Health Act.

Alongside this a region wide multi-agency suicide prevention strategy is also being 
developed with awareness and understanding at the heart of this work. We will look at 
international best practices that have reduced the number of suicides by 50%.

Professionals in this area of expertise have also identified further services where working 
together at a West Yorkshire and Harrogate level would be beneficial. This includes 
attention deficit hyperactivity disorder (ADHD), autism, eating disorders and perinatal 
services (from when pregnancy begins to the first year after the baby is born). We will 
be working with our staff and people who use our services to develop and take forward 
our draft plans. This will impact on all parts of the system, including a 40% reduction in 
unnecessary A&E attendance.
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Stroke

In 2013 there were 3,915 stroke admissions into West 
Yorkshire and Harrogate hospitals. 74% of people who 
had a stroke were in the 65+ age group with most aged 
over 75 years (52% of all strokes). 

Nationally and locally lots of work has taken place 
to improve outcomes for patients who suffer stroke. 
Progress in improving stroke care over the past 10-15 
years has also increased the demand for the provision 
of specialist services. This has led to some of our hyper 
acute stroke services experiencing difficulty in recruiting 
and retaining the skilled workforce needed to meet 
these demands.

Differences may exist in outcomes and quality of 
services for people. In order to reduce any differences 
we are working with local health professionals and 
those who have had a stroke to make sure care across 
services is working to meet the needs of people, from 
prevention, primary care and community services to 
stroke and after care. 

Working differently together to transform services 
offers us new opportunities to meet increasing demands 
for stroke care and to make the most of our existing 
resources more effectively. 

There will be a consistent approach determined by 
health professionals and stakeholders across West 
Yorkshire and Harrogate to reduce any differences. 

We’ve already worked together to detect and treat 
atrial fibrillation. Atrial fibrillation causes a fast and 
erratic heartbeat which is a major factor of stroke. 

In order to ensure sustainability across the area it 
requires that we focus on hyper-acute stroke services. 
We will work across the region to deliver the best 
possible outcome for those affected by stroke. 

We currently have five hyper-acute stroke units in West 
Yorkshire and Harrogate and we know that this may not 
be viable for the future. 

Depending on where you 
live, some people have 
better experiences and 
access to services than 
others. By changing the 
way you receive care after 
having a stroke, we can 
make our services safer 
and of a higher quality 
whilst also reducing your 
chances of living with a 
disability afterwards.
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This may mean we will need to reduce the number 
of hyper-acute stroke units across West Yorkshire and 
Harrogate, so that our services are as safe as possible. In 
doing so, we will save more lives and ensure better care 
and quality of service for people, including a consistent 
service over 7 days. 

Over the coming months we will work with you to 
understand the options for delivering stroke services. 

Engagement and consultation with the public will follow in 
2017 to ensure high quality sustainable hyper-acute stroke 
services for all.
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Cancer

Cancer has been recognised as a particular big issue in West 
Yorkshire and Harrogate. Every week 250 people in West 
Yorkshire are diagnosed with cancer and sadly 115 people will 
lose their fight against this every week. 

Cancer patients touch each and every part of the health and 
social care system and therefore to be effective we need 
to plan across the whole of the system and not in isolation. 
What cancer patients do not want, nor recognise, are artificial 
boundaries between organisations. Understandably, we all 
want the very best for ourselves and our families irrespective of 
which organisation is responsible at any given time point. 

The STP process allows us to plan across boundaries and to put 
the person firmly centre stage. It allows us to wrap the system 
around people and in so doing improve the quality of care they 
receive.

If we work together, we can hope to realise our three key 
ambitions:

1. Prevent cancer where possible.

2. Make more cancer curable from 40% to 60%. This means 
3,000 more people receiving survival enhancing treatments.

3. Increase the reach and impact of people’s feedback to 
improve services.

Public Health England, NHS England, and Yorkshire Cancer 
Research will launch a new report this autumn, aimed at all 
stakeholders involved in commissioning, delivering, or receiving 
cancer services across the area. We will work closely with this 
partnership to take forward these important report findings.

With four in ten cancers 
preventable by changing 
lifestyles and behaviours, 
the risk factors like 
smoking, poor diet 
and physical inactivity, 
obesity and alcohol in our 
communities continue to 
cause concern. The cancer 
rate continues to increase 
at a faster rate than 
improvements in survival. 

This makes it essential that 
all cancer health services, 
care providers and 
charities work together, 
especially in terms of 
prevention, risk reduction 
and people’s experience.

Our aim is to make 
sure that 95% of all 
people referred for 
cancer investigation are 
diagnosed within 28 days. 
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Urgent and emergency care

There has been engagement or consultation on urgent care 
across specific areas of West Yorkshire and Harrogate. 

People report high levels of satisfaction with the service 
they receive in A&E. They have confidence and trust in A&E 
and believe it provides the best place for them to get care, 
but urgent and emergency care is provided outside A&E by 
other health professionals.

Many people believe A&E provides a convenient place to 
go. It can provide reassurance that an injury or condition 
is not serious and does not need further treatment, and it 
is perceived as offering the highest level of expertise, with 
access to diagnostic equipment, such as x-rays. However 
medicine has changed – GPs, ambulance staff and people 
working in a wider range of services can and do provide 
urgent and emergency care.

We know that this is a challenging area of work. Getting 
the balance of who and why people attend A&E, and 
putting other safe options in place, will mean that fewer 
people need to be admitted to accident and emergency 
services. 

Our vision for urgent and emergency care is that we should 
provide a highly responsive service that delivers care as 
close to home as possible, minimising disruption and 
inconvenience for patients, carers and families. For those 
people with more serious or life-threatening emergency 
care needs, we should make sure they are treated in centres 
with the right expertise and facilities to maximise the 
prospects of survival and a good recovery.

We will continue to engage with our staff, and the public 
about these proposals and what this will mean for you.

People are worried that 
proposals to change the 
way emergency services 
are currently provided will 
lead to further problems, 
including increased 
mortality rates, longer 
waiting times and greater 
demand on services. 

We are working together 
to ensure that there 
is excellent, quality, 
integrated emergency 
and A&E services in and 
outside of hospitals, 
providing the best care 
for people.
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Our work is focused on: 

• ‘Hear, See and Treat’ – delivery of a Clinical Advice 
Service (CAS), 111 and out of hours service, working 
across Yorkshire and Humber to integrate 999 with 
111 services, and developing the ambulance service 
to provide a treatment service by March 2017. So that 
people get the right access to the right people at the 
right time.

• Primary care – building on the local development and 
delivery of new care models to manage the urgent needs 
of people and the delivery of direct booking from 111 
and out of hours to extended and in-hours services.

• Delivery of a Pharmacy Urgent Repeat Medication 
Service (PURMs) across West Yorkshire in partnership 
with chemists .

• Work together to deliver seven day services across 
the clinical priority areas (vascular, stroke, hospital 
paediatrics and cardiology).

• Technology - improving access to a person’s care record 
with an increasing amount of information available. 
Remote working facility for clinicians, a care record for 
999 staff and direct booking arrangements.

A&E proposals require a lot more consideration and we 
need to raise public awareness around the difference 
between urgent and emergency care services. People want 
to see 24/7 access to include an out of hours primary care 
service / urgent care service that is co-located with A&E. 
Through the co-location of urgent care services on one 
site, people can be assessed appropriately to the necessary 
emergency or urgent care service. It would relieve the 
pressure in the A&E. Further work is underway.

The West Yorkshire and 
Harrogate Urgent and 
Emergency Care Network 
oversee the improvement 
of urgent and emergency 
care for everyone who 
lives here. 

Healthwatch delivered an 
engagement programme 
on ‘Hear, See and Treat’.

Overall, 147 face to face 
sessions were held across 
the area, supported by 
a social media campaign 
that reached over 300,000 
people. The majority of 
people who responded 
were supportive of the 
proposed model. They 
felt that it would ensure 
that only those people 
that needed to attend 
A&E would do so. It was 
thought that this would 
lead to a reduction in 
the inappropriate use 
of ambulance services 
and reduction in A&E 
admissions. This would 
mean people would be 
seen quicker, which would 
result in an improvement 
of care. 
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Specialised commissioning 

We are working to ensure that specialised services are designed 
to ensure that they are located where they are needed and we 
have enough of them to meet local people’s needs, for example 
patient care, mental health support for young people, specialised 
weight loss, help for people with brain injury and HIV services.

Specialised services are those provided in relatively few 
hospitals, accessed by small numbers of patients but with 
catchment populations of usually more than one million. 
These services tend to be located in specialised Hospital Trusts 
that can recruit a team of staff with the appropriate expertise 
which helps them to develop their skills. These include a range 
of services from renal dialysis and secure inpatient mental 
health services, through to treatments for rare cancers and life 
threatening genetic disorders.

Our approach to commissioning specialist services is two-fold. 
First to manage the demand for specialist services e.g. 
reduce the increasing demand for the treatment of obesity 
surgery through preventative approaches to tackle weight 
management across the whole of West Yorkshire and 
Harrogate, which is planned and delivered by local places in line 
with the needs of local people. 

Secondly the provision of specialist services and how this is 
planned and delivered to make sure services are sustainable 
and fit for the future. This will mean services will be provided 
through a networked approach. To do this we must plan 
together at a Yorkshire and Humber level.

We have a proud history of world leading research and 
development of ground breaking treatments in mental and 
physical health. We will continue to ensure that these are 
supported through specialist networks.

Hospitals working together

There are significant challenges across the area for our hospitals.

Local hospitals will work in partnership with one another to give 
you access to the very best facilities and staff. This could mean 
care will be provided by a team of expert medical staff who work 
together across a number of hospital sites within a single, high 
quality service. All hospitals within the single service will benefit 
from this networked approach. You would receive the very best 
care - at your nearest hospital wherever possible and at a centre 
of excellence if required. This approach has been proven to 
save lives.

Local people have been 
involved in the proposals 
for how hospital and 
community services will 
be provided in the future, 
such as Calderdale and 
Huddersfield, Wakefield 
and North Kirklees. 



31

We are working with our hospitals to see how they deliver 
care together. Our hospitals have created the West Yorkshire 
Association of Acute Trusts, involving Leeds, Bradford, 
Calderdale and Huddersfield, Airedale, Mid-Yorkshire and 
Harrogate Trusts. They will look at consolidating back office 
and support functions, for example payroll and estates. They 
will also review clinical services, including hyper-acute stroke, 
head and neck cancer, vascular, pathology and radiology 
services. Working together they will ensure we ‘get it right first 
time’, with standard procedures. They will support centres of 
excellence delivering world class care.

These plans will mean higher standards of care, for example 
reducing waiting times in accident and emergency as well as 
the length of wait before you get to see a senior doctor.

Hospitals already specialise in providing certain types of care. 
For example, some specialise in stroke, others in cancer care. In 
the future we will see single services with hospitals specialising 
in emergency general surgery for patients with life threatening 
conditions – creating these centres of excellence networked 
with local hospitals will help to save more lives. 

Working in this way ensures that doctors working within 
these teams are performing the same procedures day in, day 
out, building up excellent levels of expertise in treating these 
complex conditions. 

If you call an ambulance, paramedics will decide which hospital 
to take you to for the specialist care you need. If you attend 
hospital yourself, doctors there will assess you and, if you need 
to go to another hospital, they will arrange for you to be taken 
to the appropriate one. If you are transferred to a specialist 
hospital, once you are well enough, you will be transferred to 
your local hospital or home to recover. Extensive work will be 
carried out to make sure that you and your family will be able 
to get to any of the specialist hospitals within a reasonable 
time. 
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Standardisation of policies

There is a big opportunity to standardise our commissioning 
policies and reduce difference for people receiving health 
and social care across West Yorkshire and Harrogate – often 
referred to as a ‘postcode lottery’. This helps to ensure that 
what care people receive is fair and consistent no matter 
where you live. It also supports the work of hospitals and 
the professional support available and given. This is divided 
into four key areas:

• Health and wellbeing – making sure that people are as 
well as they can be before surgery.

• Clinical thresholds – which determine an appropriate 
treatment.

• Follow up management – making sure you are only 
invited for a hospital follow up appointment when 
necessary and making the most of technology to provide 
further consultation as needed.

• Prescribing treatment and medicines – making sure they 
are best value for money.

Our proposals will take into account all of the West 
Yorkshire and Harrogate area, and will connect to the work 
of local Clinical Commissioning Groups. 

We will be having more discussions with Health and 
Wellbeing Boards about these proposals over the 
coming months. We aim to have a standardisation of 
commissioning policies in place across West Yorkshire and 
Harrogate by 2021. 

We have started 
community conversations 
via Healthwatch in some 
of our local areas. This 
has included asking for 
people’s views on: 

• Gluten-free foods

• Procedures for 
managing individual 
funding requests and 
restricted treatments

• Branded medicines

• Medicines management 

• ‘Stop before your 
OP’ – a campaign to 
encourage people to 
stop smoking to support 
people prior to having a 
procedure.
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Supporting change //
All of our proposals are about improvement and change. 

To do this we must:

• Create the right workforce, in the right place with the right skills, to deliver services at 
the right time, ensuring the wellbeing of our staff.

• Engage our communities meaningfully in co-producing services and making the right 
choices, including on difficult decisions.

• Using technology to drive change and create a NHS fit for the future.

• Place innovation and best practice at the heart of what we do, making sure that our 
learning benefits the whole of the area.

• Ensure we have the best commissioning structures in place to push through change. 

Strategic commissioning 

This draft STP has been developed through a network of organisations working together. 
Over the next year, we will be working on strengthening the decision making to make sure 
we have the right infrastructure to invest over £4billion of public money. Within this, the 
commissioning arrangements, for example how services are planned, designed and paid 
for – will change. We will seek to retain the best of our clinical leadership and enhance the 
role of local government. We will make the most of our expertise and capacity to make 
sure decision making happens at the right level. This means we will increasingly move to: 

• A West Yorkshire and Harrogate wide commissioning / contractor function dealing 
with acute hospital and some specialist services. This will include low volume, high 
cost treatments in mental and physical health, hard pressed specialties and common 
standards to end the postcode lottery. 

• A place based commissioner in each of our six areas bringing together the functions 
of local councils, Clinical Commissioning Groups and NHS England (primary care) 
commissioning. This will make sure the right ambitions and outcomes for local 
people, with a key focus on prevention, supported self-care and joined up services in 
communities; as well as local hospitals.  

• A transfer of some local ‘commissioning’ functions will be embedded within new models 
of care and providers of care. This reflects the move across the region to new joined up 
providers who will increasingly plan service delivery together in ways currently reserved 
for commissioners. This will include risk management, performance and development.

These changes will take time to fully develop but our intention is to ensure progress is 
visible from the 1 April 2017 and to ensure that we continue to meet our principle that 
decisions are always taken at the right level. In doing this, we believe we can reinvigorate 
commissioning – to be a process about engagement, need, design, innovation and delivery 
in service.
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Communities
New and existing relationships

Every local place-based plan has been built up from a 
wealth of information, where people have told us about 
their local services.

Local plans have been developed and approved by local 
Health and Wellbeing Boards (or equivalent structures). 

We will also establish a new relationship with our 
communities built around good work on the co-production 
of services and care. Our proposals link to building 
community capacity, resilience and thriving community 
sector organisations across West Yorkshire and Harrogate.

The voluntary and community sector (VCS) has a strong 
presence in our communities. They have an important 
role to play, especially at a local level, and in many cases 
they are much better placed to do this than statutory 
organisations. We will build on the work that has taken 
place, and look at how we can ensure the involvement of 
the wider VCS in future planning and delivery of services. 

We want to form new relationships, support innovative 
ways of working, and the development of community 
capacity building. This will include working more closely 
with third sector leaders, social enterprise organisations 
and community interest groups.

Healthwatch is a key 
partner in our STP and 
provide leadership, 
assurance and challenge, 
acting as the voice of the 
patient.

We will create a new 
way of working with 
the voluntary sector and 
will ensure we work 
closely for the benefit 
of everyone across West 
Yorkshire and Harrogate.



35

Innovation 

The STP will be successful if it can create a vehicle for 
sharing and nurturing innovation, including the talent in 
the region and across our communities. We see this already 
in change labs and new programmes of delivery.

We will work with the Yorkshire & Humber Academic 
Health Science Network (AHSN) and all partners to create 
an infrastructure for innovation that will make us a global 
destination for innovation. This will include working 
with our universities, the independent sector, our local 
authorities, health and care institutions. 

Leeds has been working successfully for several years across 
health and social care to develop an integrated health 
record which enables more seamless care for local people. 

This improves the experiences of people receiving services 
making sure information is collected from people only 
once. This also reduces duplication as set out in the Getting 
It Right First Time (GIRFT) programme and Carter Review. 
We are talking to Connected Yorkshire (Leeds University) to 
see how we can use our data to understand people’s health 
better so that we can bring greater benefits 

Digital

We are also developing social movement through our 
Digital Health & Wellbeing Ecosystem. This is a platform for 
health and social care, education, industry, the voluntary 
sector and patient organisations, to work together and 
increase the uptake of digital health technology.

There are a number of 
overarching key themes, 
including technology 
to support knowledge, 
education, self-care, direct 
booking, telehealth and 
telecare.

We are already seeing 
this in the digital space 
with the development 
of the mHealthhabitat 
programme for mental 
health, sponsorship of 
the #YHDigitalcitizen 
programme and the 
People Driven Digital 
Movement. 
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Our workforce //
We need to create a health and social care workforce that 
can deliver services in new ways.

Our priority is to retain them and their skills, whilst 
recruiting new staff for the future.

Our workforce are our biggest asset and our biggest 
investment. Our approach is based on:

•  Being a model employer to ensure we retain our staff 
and help them deliver good care.

•  Developing skills in in teams for the 21st century. This 
includes good training and development, new roles 
like nurse associates and advanced practitioners and 
pharmacists in primary care.

•  Recruiting new staff, to replace people leaving, so we fill 
the gaps, so reducing agency spend. 

•  Having the capacity to deliver this in our organisation. 

We have close working relationships with local universities 
and the Local Workforce Advisory Board, made up of NHS 
and other care organisations including Health Education 
England. Our workforce plan means working together, 
rather than competing with each other for staff. We will do 
this in a number of groupings.

•  Primary, community and public health staff.

•  Registered staff like therapists, nurses, midwifery and 
doctors.

•  Non registered staff like apprentices and care support 
workers.

•  a forum for helping staff to stay well and be 
ambassadors for prevention.

The result will be more of the right staff, with the right 
skills, to support great care.

Our workforce is getting 
older and we have 
difficulty recruiting and 
keeping staff in some 
professions, such as care 
homes. Health and social 
care needs to become a 
career of choice and will 
be looking at how best 
we can achieve this across 
all areas of health and 
social care, including the 
recruitment of local GPs.

We have a Workforce 
Action Board, which 
considers your health 
and social care needs 
whilst working towards 
an affordable, skilled 
workforce that is fully 
supported and fit for the 
future.



37

How you can get involved? 

You can get involved in the NHS in many ways locally, by 
becoming a member of your local NHS Foundation Trust, joining 
a Clincial Commissioning Group, Public Patient Involvement 
Panel or becoming a member of Healthwatch. You can also 
contact us with any questions you may have. Our contact details 
are on the back cover.

Engaging and consulting with local people 

We are committed to using all the information you have already 
told us and have reviewed our recent engagement activity across 
West Yorkshire and Harrogate. This information has informed 
the development of our draft plans to date and will help identify 
where further engagement on our proposals is needed. 

This has included face to face conversations, and public and 
staff surveys produced by local health and social care services, 
Healthwatch, care providers, and The Patients Association and 
Patient Opinion. 

A full report is available here: http://bit.ly/WestYorkshireSTP

We will use this information to inform our plans and make sure 
that any future proposals will build on this work rather than 
duplicate effort. 

We all know that plans are better when they are developed with 
people and communities; our commitment is to do that so that 
we can embed the changes and make them a reality 

We will continue to actively engage with you around any change 
proposals, listening to what you say, to develop our proposals 
further. 

We are starting to develop our plans around how we will 
involve, engage and consult with all stakeholders, including you, 
and how it will work across the future planning process and the 
role of the Health and Wellbeing Boards. 

We will ensure the involvement of everyone in future 
conversations. 

This will include further work with Healthwatch and our 
voluntary sector partners to make sure we connect with all 
groups and communities. 

We will consider views and feed these back into our plans before 
any further work takes place.  

Our focus now shifts 
to building on the 
conversation we have 
with you over the coming 
months so that together 
we can develop more 
detailed plans.

Having your say //



38

Our vision for West Yorkshire and Harrogate  
is for everyone to have the best possible outcomes  

for their health and wellbeing.



This information was published November 2016.

If you would like more information or this document in another format,  
please call 01924 317659 or email westyorkshire.stp@nhs.net
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: General Practice Forward View Delivery Plan 
Agenda Item: 150/2016 
Prepared by: Gina Davy - Interim Director of Commissioning Primary 

Care and New Models of Care 
Executive Lead: Gina Davy - Interim Director of Commissioning Primary 

Care and New Models of Care 
Presented by: Gina Davy - Interim Director of Commissioning Primary 

Care and New Models of Care 
Other meetings presented to: LNCCG Primary Care Commissioning Committee 

(PCCC) 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
NHS Leeds North CCG is working in partnership with NHS Leeds South and East CCG and NHS 
Leeds West CCG to develop a single GP Forward View Delivery Plan (GPFVDP) for Leeds. 
Nationally, all CCGs are required to submit GPFVDPs by the 23rd of December 2016.  
 
The GPFVDP will support the delivery of the Leeds Plan and West Yorkshire Sustainability and 
Transformation Plan (STP). The GPFV will  describe how the CCGs in Leeds will work with 
Practices, Patients and Partners to implement the national GP Forward View within the context of 
our local position, priorities and population needs.  
 
The paper attached was  discussed at the LNCCG Primary Care Commissioning Committee 
(PCCC) on the 19th of October 2016. The PCCC noted: 
• the planning requirements and responsibilities for CCGs in the local implementation and 

investment in the GPFV.  
• the requirement to submit, by the 21st October, plans and supporting financial trajectories, 

outlining how the CCG will deliver the requirements of the GPFV within the context of the STP 
with the ability to refresh and refine in preparation for the final submission by 23rd December 
2016.  

• the collaborative approach being undertaken with NHS Leeds South and East CCG (LSECCG) 
and NHS Leeds West CCG (LWCCG) to develop a citywide GPFV Delivery Plan by the 23rd of 
December, with an initial draft being prepared for the 21st of October.  

• that the GPFV Delivery Plan will incorporate the aspects of the previously proposed LNCCG 
Primary Care Sustainability and Transformation Plan.  
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Following discussion at PCCC, the draft GPFVDP has been shared with a broad range of 
stakeholders for comment and feedback including LNCCG Member Practices, Patient Assurance 
Group and PCCC, the Leeds Local Medical Committee (LMC), Adult and Children’s Social Care 
Commissioners, Public Health and Local Councillor Health Champions. In addition, the GPFVDP 
has been presented and discussed at the recent  LNCCG Council of Members and LMC STP 
Conference and will be presented  and discussed at a forthcoming Healthwatch workshop in early 
December.  Within LNCCG, Central Delivery Unit (CDU) has retained oversight of the operational 
development of the GPFVDP. 
 
The development of the GPFVDP remains on track for presentation to the PCCC on the 14th of 
December 2016 for sign-off and approval  
 
Key Recommendations 
 
Members of the LNCCG Board are asked to: 

• Note this progress report and arrangements for the LNCCG Primary Care Commissioning 
Committee to agree and sign off the final GPFV Delivery Plan.   
 

Assurance Framework 
 
Risk 3 - Ineffective engagement with patients and the public, leading to commissioning decisions 
which do not meet the needs of our population.  
 
Risk 4:  Providers fail to meet quality standards leading to poor quality and unsafe care. 

Risk 6: Failure to achieve financial stability and sustainability leading to an inability to fund the 
CCG’s strategic objectives. 
 
Risk 9:  Inability to develop sustainable new models of care leading to a failure to shift care to out 
of hospital settings. 

Risk 10:  Failure to work successfully with partners to integrate services leading to duplication, 
waste and inefficiency. 
 
Next Steps 
Members of the LNCCG Primary Care Team to continue to work with colleagues in LWCCG and 
LSECCG to: 

• Receive and collate feedback on the draft GPFVDP. 
 

• Incorporate comments and feedback into the final version of the GPFVDP. 
 
 

• Produce a final version of the GPFVDP to be submitted to PCCCs for approval and sign-off 
in advance of submission to NHS England on the 23rd of December 16. 
 

• Develop a reporting framework to enable clear and transparent reporting of the delivery and 
implantation of the GPFVDP to PCCCs.  
 

Corporate Impact Assessment 
Regulatory implications  
Financial implications  
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Legal implications  
Workforce implications  
Equality impact assessment  
 
 

NHS Operational Planning & Contracting Guidance 2017-19 for GP Forward View and 
production of  GP Forward View Delivery Plan 

 
 

1. Introduction 
 

The General Practice Forward View (GPFV) was published in April 2016. It sets out a directive 
plan for how the sustainability and transformation of general practice (GP) will be achieved 
over the next 5 years. The GPFV sets out that in 2017/18 and 2018/19 nationally; there will be 
an increase in funding for core local primary medical allocations of £231 million and then a 
further £188 million on top respectively. In addition to those allocations, other primary care 
funding will be available for specific purposes as part of the £500 million plus sustainability and 
transformation package. 
 
The NHS Operational Planning and Contracting Guidance for 2017-19 published on the 27th of 
September outlines the requirements of CCGs to support the implementation of the GPFV. The 
guidance focuses on the investment and the care redesign support which CCGs will play a 
greater role in delivering. Much more of the workforce and workload support and funding for 
GP will be delivered at a national and regional level by NHSE 
 
The Guidance outlines that CCG’s are required to submit, by the 23rd of December, plans and 
supporting financial  trajectories, outlining how CCG’s will deliver the requirements of the 
GPFV.  
 
In addition, the NHS England – North (Yorkshire and the Humber) team have also stated that 
CCGs to submit a plan by October 21st outlining how CCG’s will locally implement the GPFV 
within the context of local STPs.  

 
 

 
2. Key Planning Guidance Requirements Relating to the Implementation of the GPFV 
 
The NHS Operational Planning and Contracting Guidance 2017-2019 specifies that CCGs 
should submit a GP Forward View plan by 23 December 2016 which as a minimum must 
include: 

• How access to general practice will be improved 
• How funds for practice transformational support will be create and deployed to 

support general practice 
• How ring-fence funding being devolved to CCGs to support the training of care 

navigators and medical assistants and stimulate the use of online consultations will 
be deployed. 

 
Table one provides an overview of the key requirements outlined in the planning guidance for 
CCG’s implementation and funding of the GPFV. 
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GPFV area Requirement LNCCG Investment 

Requirements 
Plan Submission Submit a plan to NHSE on 23rd December 2016 setting out plans with a minimum of: 

• How access will be improved 
• How funds for GP transformation support will be created and deployed 
• How devolved ring-fenced funding will be deployed 

 

 

Investment – 
Transformation 
Support 

To stimulate delivery at scale to improve access, to implement the 10 high impact actions to 
free up GP time to ensure sustainability.  

CCGs to invest non-recurrently 
£3 per head over 2 years 2017-
19 = £645,000.  

On-line consultation 
software systems 

To stimulate more on-line access. 
Devolved funding & accountability to CCGs with rules, monitoring arrangements & a 
specification to follow. 
£15m nationally devolved in 2017/18 
£20m nationally devolved in 2018/19 
 

 

Training care 
navigators and 
medical assistants 
 
 
 

To invest in GP receptionist training around signposting and managing correspondence and 
introduce pilots of new medical assistant role to support GPs. 
Devolved funding with a specification on what needs to be delivered and monitoring 
arrangement to follow. £5m nationally devolved in 2016/17 and £10m nationally devolved in 
2017/18 & again in 2018/19 
 

In 2016/17, £18,000 has been 
devolved to LNCCG 
 
In 2017/18 & 2018/19, £37,000 
to be devolved in each year to 
LNCCG 

GP Resilience 
Programme 

To invest in vulnerable GP Practices. 
£40m non-recurrent funding over 4 years delegated to NHSE area teams to support. 
£16m allocated in 2016/17, £8m in 2017/18 and £8m in 2018/19. 
 
This is in addition to the £10m allocated nationally to support vulnerable practices in 
2015/16. 

 
 
 
 
£931,347 allocated to Yorkshire 
& Humber region in 2015/16 

Estates & Technology 
Transformation Fund 

CCGs bid for funding in 2016/17 towards estates and technology solutions. 
All 8 LNCCG bids are through to stage 2. 
Total estimated capital funding requirement of £2.6m 
 

 

Investment - Uplift CCGs to increase uplift on GP core contract, at least equal to and ideally more than the LNCCG to provide an uplift on 

Table 1 -  Key Planning Guidance Requirements Relating to the Implementation of the GPFV 
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increases in CCG core allocations of 2.14% in 2017/18 and 2.15% in 2018/19. GP contract of: 
• 2.00% - 2017/18  
• 2.00% - 2018/19 
(This reflects LNCCG’s uplift 
allocation] 

Care Redesign  
Improving access 

Devolved national recurrent funding in 2017/18 of 138m for sites known as ‘Prime Ministers 
Challenge Fund’ or ‘GP Access Fund’ sites 
In 2018/19, a total of £258m national recurrent allocated across remaining CCGs to support 
access. 
CCGs needs to prove eligibility for funding by outline plans (submitted 23rd December 2016) 
to commission: 
• Improved 8-8 weekday access to pre-bookable and same day appts on a hub basis 
• Weekend access to pre-bookable and same day appts to meet local needs on a hub 

basis 
• A local solution that maximizes digital technologies a local response to improve access 

in areas of inequalities and which is grounded in the STP. 

In 2018/19 £3.34 devolved to 
CCGs per head of population 
= £724k 
 
From 2019/20 £6 per head of 
population devolved to CCGs 
recurrently 
= £1,310k 
 
To align to urgent care services 
re-design and procurement 

Workforce CCGs to include in their planning submission on 23rd December; 
- A workforce strategy linked to care re-design plans 
- Future Multi-Disciplinary Team (MDT) ways of working, support for practice nursing and 

establishing PC at scale 
- Initiatives to attract and recruit more GPs and other clinical staff 
- Ensure GPs are operating at ‘the top of their license’ – i.e. use clinical pharmacist and 

skill mix others to free up GPs to manage complex 
- Expand MDTs, integrate community services and fully utilise premises, diagnostics, 

technology and community assets 

Dec 2016 – more info about 
funding to establish clinical 
pharmacists in GP over the next 
3 years 
 
To follow frameworks and 
models to expand physician 
associates, medical assistants 
and physiotherapists 

Workload CCGs to include in their planning some key deliverables to support workload: 
- Using NHSE area team Resilience Programme for vulnerable practices 
- How to deliver personalised care planning and a single care plan owned by the patient 

and more self-care 
- Commissioners should establish pathways to integrate community pharmacy with LTCs 

management  
- Digital Roadmap Links – How to deliver the GP IT operating model 2016/18. To include 

interoperability, innovative technologies to transform triage and consultations to alleviate 
workload 
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3. The Leeds GPFV Delivery Plan 
 
 
Through the “One Voice” programme, significant work is currently being undertaken in Leeds to 
establish one consistent commissioning voice for the city. The primary care teams working within 
each of the Leeds CCGs believe this equally applies to general practice commissioning.  
 
In developing plans to deliver the requirements of the GPFV, the three Leeds CCGs are committed 
to delivering elements at scale and where possible adopting a city wide approach. However we 
know that we have differential starting positions and that our not all populations respond in the 
same way. For this reason, the need for local flexibility in local implementation is key.  
 
The Leeds CCGs are working to develop a joint GPFV Delivery Plan outlining how the three Leeds 
CCGs will work together to deliver national expectations and enable the delivery of the West 
Yorkshire STP and ‘Leeds Plan’. The GPFV Delivery Plan will reflect a consistent commitment to 
the population of Leeds by 2020/21 but allows for local implementation based on local 
circumstances and population needs. A fundamental principle for the plan is how the additional 
investment supports the overall sustainability and transformation of general practice as part of a 
wider primary care services and specifically with a view to the development of new models of care. 
 
The joint GPFV Delivery Plan will include the key component parts that were previously proposed 
to be included within the Leeds North Primary Care Sustainability and Transformation including:  
 

• the local vision for sustainable and transformed General Practice and primary care within 
Leeds North. 

• the local strategy and plans to deliver the local vision, including the delivery of the  five 
elements of the GP Forward View over the next four years. 

• the local investment plan for general practice and primary care. 
• be underpinned by the citywide  Primary Care Estates strategy to be published city wide in 

November 2016. 
 
 
4. Next Steps 

 
In partnership with LWCCG and LNCCG, work is being undertaken to develop the Leeds GPFV 
Delivery Plan. An early draft will be submitted to the NHS England – North (Yorkshire and the 
Humber) by the 21st October as part of the Leeds STP to provide assurance on how the GPFV will 
be delivered as part of West Yorkshire STP and Leeds Plan and how transformation funding will be 
used. 
 
The final GPFV Delivery Plan is required to be submitted to NSHE on 23rd December. Within 
LNCCG, Central Delivery Unit (CDU) will continue to oversee the GPFV delivery plan. Additional 
meetings with members of CDU will also be required to co-produce elements of the plan with 
clinical leads and subject matter experts.  
 
A paper outlining the GPFV and the proposed approach to public and patient engagement in the 
development and implementation of the GPDV Delivery Plan was discussed with the Patients 
Assurance Group (PAG) on 20th September 2016. A commitment was made to ensure the PAG 
remains briefed on the development of the GPFV Delivery Plan  
 
Further engagement on the GPFV Delivery Plan will be undertaken with members at the November 
2016 Council meeting and the final plan will be presented to PCCC on the 14th of December.  
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5. Recommendations  
 

Members of the Primary Care Commissioning Committee are asked to: 

• Note the planning requirements and responsibilities for CCGs in the local implementation and 
investment in the GPFV. 
 

• Note the requirement to submit, by the 21st October, plans and supporting financial 
trajectories, outlining how the CCG will deliver the requirements of the GPFV within the context 
of the STP with the ability to refresh and refine in preparation for the final submission by 23rd 
December 2016. 
 

• Note the collaborative approach being undertaken with NHS Leeds South and East CCG 
(LSECCG) and NHS Leeds West CCG (LWCCG) to develop a citywide GPFV Delivery Plan by 
the 23rd of December, with an initial draft being prepared for the 21st of October.  
 

• Note that the GPFV Delivery Plan will incorporate the aspects of the previously proposed 
LNCCG Primary Care Sustainability and Transformation Plan  

 
• Note that the draft GPFV Delivery Plan will be presented to the PCCC in December 2016 for 

approval. 
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Summary Report 
Meeting: Public Board Date: 30 November 2016 
Report Title: Patient and Public Involvement 
Agenda Item: 151/2016 
Prepared by: Stuart Barnes, Communications and Engagement Lead 
Executive Lead: Rob Goodyear Director of Commissioning (Partnerships 

and Performance) 
Presented by: Stuart Barnes, Communications and Engagement Lead 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
This paper seeks to update the Board on the latest “headlines” in patient engagement, and 
covers the following: 
 

• Mindwell 
• GPFV 
• Virtual PPG Network 
• Winter Campaign 
• Three things’ project update  

 
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 None 
Workforce implications None 
Equality impact assessment  
Information quality assured  
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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 
 
Commissioning 
Intentions and 
‘Three Things’ 

 
Each year the CCG conducts a 
process of public consultation 
regarding its proposals for future 
Commissioning Intentions (CIs) in 
the financial year that follows.  
 
This year, the CCG wanted to 
involve the public earlier in the 
commissioning cycle and has 
developed a simple questionnaire 
designed to collect patient insight for 
the benefit of Commissioners to help 
them develop CIs. 

 
We commissioned LIP and VAL to 
undertake a piece of research and 
analysis targeting responses from across 
Leeds North by asking people three 
things they ‘like, dislike, prioritise or 
would change’ about health services in 
Leeds. 
 
More than 2,300 people took part in the 
research, with more than 5,500 specific 
comments received. The responses were 
gathered via CCG social media, 
Engaging Voices, GP practices, Leeds 
Involving People, Leeds Rhinos and at 
community events. 
 
 
 

 
A full copy of the report from ‘Three Things’ has been shared 
with the PPI Working Group of Leeds North CCG. 
 
An approach was agreed by the PPI Working Group to use 
the Patient Insight to inform commissioning and, where 
relevant, future communications.  
 
Information has been sent to commissioners at Leeds North 
and Leeds South and East CCGs with a request that they 
consider the comments and provide responses where 
relevant to their area of commissioning. The request of 
commissioners is that they complete a simple 3-step process 
against each of the comments that relate to their area of 
commissioning AND where there is a specific call for things to 
be done differently. 
 
It may be that there are no changes to commissioning 
decisions as a result of the ‘Three Things’ project. 
Nevertheless, Commissioners should, at very least, be able 
to demonstrate that they have had due regard to the Patient 
Insight. This simple three step process for commissioners is 
designed to ensure that as a commissioning organisation, 
LNCCG is able to demonstrate this regard. 
  
Upon completion by commissioners the results will be 
collated and considered by the PPI Working Group to identify 
possible changes as a result of the PPI.  
 
NB - As requested at the September Public Board meeting, a 
separate paper has been prepared for board members to 
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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 
provide a more detailed update on the ‘Three Things’ work. 
 
 

 
Mindwell - 
Mental Health 
Information Hub 

 
The CCG leads on the 
commissioning of Mental Health 
services for the city and has worked 
with partners from across health, 
care and emergency services to 
develop a mental health strategy for 
Leeds, The Mental Health 
Framework. 
One of the four key areas of the 
framework is a focus on the 
importance of information, and the 
commitment to develop a new online 
information hub for use by the public, 
third sector / local authority, 
employers, clinicians, family / carers 
and others with questions or 
concerns about mental health 
problems and services in Leeds.  
The CCG appointed a digital design 
company, Youmee, to project 
manage the delivery of the city’s new 
Mental Health Information Hub. 
 

 
The site launched publicly on World 
Mental Health Day – 10th October 2016. 
 
An event held by Leeds Community 
Forum was used to help showcase the 
site, and was supported with press 
releases which attracted citywide media 
coverage of the new resource.  
 
 
 

 
Information about the site has been sent to all GP practices in 
Leeds with a request for feedback and suggested 
improvements from practice staff. 
 
Information has also been sent to every home in the city to 
promote MindWell and MindMate to all Leeds Residents.  
 
Feedback from stakeholders about the communications and 
marketing materials used to launch the new Hub have led to 
iterative changes that will be introduced to improve the reach 
and appeal of future materials.  
 
 

Winter 
Campaign 

The Leeds System Resilience Group 
(SRG) is the multi-agency body 
tasked with planning and delivering 
the city’s operational approach to 
system pressures, including winter 

A working group formed of 
representatives from NHS 
Commissioners and Providers, as well as 
Officers of Leeds City Council (LCC), has 
worked to jointly agree the 

The joint working group is currently undertaking the delivery 
phase of the plan which includes the following: 
 

• A 12 page, A5 leaflet delivered to every home in 
the city. The leaflet has messages about the national 
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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 
pressures. 
The SRG made available £60,000 
for communications to support this 
year’s approach to managing system 
demand for Emergency Department 
(ED) services.  
 

communications messages and tools for 
this winter. The plan developed by the 
working group was presented to the SRG 
for consideration and agreement. 
 
This work is led by Leeds North CCG as 
the lead commissioner for Urgent Care in 
the city. 
 
 

‘Stay Well This Winter’ campaign, NHS services in 
Leeds (such as Pharmacy, NHS 111, Walk-in 
Services and Minor Injuries Units) and ‘upstream’ 
preventative or resilience-building measures available 
from LCC and their partners (such as Warmth for 
Wellbeing Service, Better Homes Leeds, 
Neighbourhood Network Scheme, Severe Weather 
Warnings, Winter Friends and Community Meals 
Leeds). 

• Invitation to join the ‘Community Network’. An 
advert to encourage people to join the CCGs’ 
Community Network has been included in the leaflet 
that has been sent to every home in the city. People 
are asked to respond, either by freepost or via an 
online registration system. People are asked to tell us 
their interests from a list of areas of health and care 
commissioning. Those registering will then become 
members of our ‘community network,’ a public/patient 
engagement community that will be used as a cohort 
for engagement on future commissioning proposals. 
Given the population of Leeds, even a 1% response 
rate would result in 8,000 new members joining our 
Community Network. 

• A series of short videos are being filmed to raise the 
profile of NHS services in Leeds (such as Pharmacy, 
NHS 111, Walk-in Services and Minor Injuries Units) 
and ‘upstream’ preventative or resilience-building 
measures available from LCC and their partners (such 
as Warmth for Wellbeing Service, Better Homes 
Leeds, Neighbourhood Network Scheme, Severe 
Weather Warnings, Winter Friends and Community 
Meals Leeds). 
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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 
• Development of a Micro-site to promote the 

messages contained within videos and the leaflet (see 
details above). 

 

 
Virtual Practice 
Reference 
Group Network 
(VPRGN) 

 
Develop a virtual network to help 
members of the different Practice 
Participation Groups (PPGs) 
communicate more efficiently with 
each other and the CCG. 

 
We commissioned YooMee to undertake 
co-production work to help develop a 
virtual network across PPGs in North 
Leeds. 
  
 

 
The Project team has now held three co-production  
workshops involving PPG members, practice staff and third 
sector partners, with the following outcomes: 
 
WS1 – To identify participants views about the role of PPGs, 
the challenges, aims of members, aims of practice staff and 
whether the idea of a Virtual Network between PPGs would 
be useful 
 
WS2 - To identify and prioritise the potential functions of a 
virtual network, and then to critically review participants ‘wish-
list’ of deliverables in light of financial, technical and 
regulatory constraints 
 
WS3 - Considered the specific technology(ies) that will be 
used as a platform for the Virtual Network, a realistic 
programme for delivery of the network, communications, IT 
training and support for current / prospective members. 

There was a request from workshop attendees for a face-to-
face network to continue to run alongside the virtual network.  
It has been agreed and two meeting per year will be held. To 
ensure continuity of the engagement and project, the first of 
these meetings was held in August, with the next planned for 
February 2017. 
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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 
The Virtual Network has now been launched and is being 
tested during an ‘alpha’ phase, with a small group of PPG 
representatives piloting the system.  
Training is planned in December for all PPGs, with practices 
invited to send a patient representative of their PPG and a 
member of practice staff. 
 
In the meantime, whilst the Virtual Network is in development, 
the CCG has been communicating relevant information to the 
nominated PPG lead for each practice via a more traditional 
e-mail distribution list.  
 
NB – As requested at the September Public Board meeting, a 
separate paper has been prepared for board members to 
provide a detailed update on the VPPGN.  
 

 
GP Forward 
View 

 
In April 2016, NHS England 
published the General Practice 
Forward View (GPFV) for England. 
It sets out a directive plan for how 
the sustainability and transformation 
of general practice (GP) will be 
achieved over the next 5 
years https://www.england.nhs.uk/o
urwork/gpfv/  
 
All CCG’s are required to submit, by 
the 23rd of December 2016, plans 
and (including high level financial 
plans), outlining how CCG’s will 
deliver the requirements of the 
GPFV.  

 
Through the CCG’s Virtual PPG Network, 
we have shared high level information 
about the GPFV with PPGs, asking them 
to review the work that has been done to 
inform the content of the GPFV 
Development Plan, and the proposals for 
ongoing engagement plans going 
forward.  
 
The GPFV has also been informed by 
the Three Things PPI work and the 
resulting Patient Insight.  
 
 

 
The LNCCG  Primary Care Team have reviewed the key 
themes relating to primary care from the CCG’s ‘Three 
Things’ patient insight exercise. These key themes include: 
 

• Reception staff – overall the feedback was largely 
positive. However, some feedback made reference to 
a lack of interpersonal skills, a lack of care and 
perceived ‘gate keeping behavior’.  

• Same day appointments – variable with some 
respondents satisfied  and others frustration for those 
patients struggling to get through on the telephone 
lines. 

• Longer appointments – patients with long term 
conditions/multiple/complex needs would like longer 
appointments so they do not feel rushed. 

https://www.england.nhs.uk/ourwork/gpfv/
https://www.england.nhs.uk/ourwork/gpfv/
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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 
 
The three Leeds CCGs have 
developed a first draft of a joint 
GPFV Delivery Plan outlining how 
the three Leeds CCGs will work 
together to deliver national 
expectations and enable the 
delivery of the West Yorkshire STP 
and ‘Leeds Plan’. 
 
In developing the plan, we have 
undertaken extensive engagement 
and discussion with GPs, NHS 
Managers, officers and elected 
members of Leeds City Council and 
Citizens.  
 
For any specific service changes 
that are proposed in, or come about 
as a result of the Delivery Plan, the 
CCG will ensure that patient 
engagement is undertaken to help 
inform those changes in the usual 
way. 

• Access of information – was considered to be 
important for all groups 

 
• Leeds North Three Things Action - LNCCG is 

incorporating the insight from this learning the three 
things campaign to shape the development and 
implementation of the Leeds CCGs GP Forward View 
Delivery Plan. We will be: 
 

o Delivering a 3 year training programme to skill GP 
reception staff to have a ‘care navigation’ role and 
are able to have supportive conversations with 
patients 

o Developing an extended access model and 
supporting more same day appointments and 
different routes for patients to book their own 
appointments online and access to more clinical 
phone conversations and triage to get people to 
the right person 

o Looking at freeing up GP time by ensuring they 
see the most complex patients and lower level 
needs are seen be another professional in the 
practice team 

o Looking at better signposting and clearer use of 
information to support people to access the right 
service 
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Summary Report 
Meeting: Public Board Date: 30 Nov 2016 
Report Title: ‘Three Things’, Patient Insight - UPDATE 
Agenda Item: 151a/2016 
Prepared by: Stuart Barnes, Comms & Engagement Lead 
Executive Lead: Rob Goodyear 
Presented by: Stuart Barnes, Comms & Engagement Lead 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
The CCG commissioned LIP to undertake a study, building on the ‘Three Things’ questionnaire the 
CCG had developed. 
People were asked to tell us three things they ‘like, dislike, prioritise or would change’ about 
health services in Leeds. 
More than 2,300 people took part in the research, with more than 5,500 specific comments 
received.  
The LNCCG Primary Care Team has been quick to have review and make use of the key patient 
insight relating to Primary Care. The hope is that other commissioners will follow suit. 
 
Commissioners should, at very least, be able to demonstrate that they have had due regard to the 
Patient Insight. To assist Commissioners, a simple three step process has been designed to 
ensure that as a commissioning organisation, LNCCG is able to demonstrate this regard. 
  
 
Key Recommendations 
That Board acknowledges the Three Things Insight work and endorses the approach 
recommended by the CCG’s PPI Working Group, lending its support to request that 
commissioners follow the process outlined. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
Upon completion by commissioners the results will be collated and considered by the PPI Working 
Group to identify possible changes as a result of the PPI.  
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Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
 
 
 

Background and Progress to date 
 

The CCG commissioned LIP to undertake a study, building on the ‘Three Things’ questionnaire the CCG 
had developed. 

 
We commissioned LIP and VAL to undertake a piece of research and analysis targeting responses from 
across Leeds North by asking people three things they ‘like, dislike, prioritise or would change’ about health 
services in Leeds. 

 
Target was to collect at least 2,000 responses. Intentionally open question, inviting public to contribute their 
thoughts on the entire breadth of commissioned services. 
 
PPI working group agreed timings for project reporting to ensure that the results could be used to inform 
Commissioning Intentions for 2017/18 
 
Questionnaire asks people to tell us ‘Three things about [their] experience of local NHS services’. It explains 
to people that this could be: ‘Things you like, things you don’t like, things which are priorities for you, or 
things that you’d like to change.’ 
 
 

 
Results 
 
More than 2,300 people took part in the research, with more than 5,500 specific comments received.  
 
The responses were gathered via CCG social media, Engaging Voices, GP practices, Leeds Involving 
People, Leeds Rhinos and at community events. 
 
The report covered 41 themes. Appointments were the largest theme discussed (25%), with the bulk of 
comments being negative. However, this was not about the standard of appointments, more about logistics. 
Waiting times, availability and the booking of appointments were all common subthemes in relation to 
appointments.  Other common themes included (Dis)satisfaction with care and service, Dentists, Emergency 
Care, Staffing Levels, Continuity of Care and Referrals. 
 
The report was shared with the CCG PPI working group and Quality Teams during August 2016.  
 
Overall, there was a lot of praise for the NHS. Also, a general appreciation that there is free healthcare 
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provided to people, which is of a good quality and staffed by frontline workers who care about the patients 
they are working with.  
 
 

 
Next Steps 
The ‘Three Things’ report produced by LIP breaks down the public’s responses against each theme into 
‘positive’ comments, ‘negative’ comments and ‘Calls for Action’. 
 
Often, but not in all cases, the themes align with areas of commissioning such as Mental Health, Young 
People, Maternity etc. 
 
Following discussion with NHS Leeds North CCG’s PPI Working Group a decision was taken to seek 
approval from the City’s four Directors of Commissioning to implement a simple three-step process. 
 
Information has been sent to commissioners at Leeds North and Leeds South and East CCGs with a 
request that they consider the comments and provide responses where relevant to their area of 
commissioning.  
 
The request of commissioners is that, where the comments relate to their area of commissioning AND 
where there is a specific call for things to be done differently, they complete a simple 3-step process against 
each of the comments: 

 
1. Select from a drop-down menu whether the ‘Call for Action’ from the public: 
 

 Already being Done / Planned  
 Under Consideration / Possible Future Action  
 Considered but not judged possible / effective (i.e. cost constraint; 

guidance advises against; legislation prohibits etc); 
 

2. Identify (from a drop-down menu) the Positive or Negative response to doing the ‘call 
for action’: 

 
 Already being done universally 
 Already being done in some localities 
 Trail / Pilot AND Evaluation Completed - Outcome pending 
 Trial / Pilot Completed - Evaluation Underway 
 Trial / Pilot Planned or Underway 
 Option being reviewed - no decision / ongoing 
 Idea agreed - awaiting implementation (future contract review) 
 Possible Commissioning Intention 2017/18 
 Possible Commissioning Intention 2018/19 
 Minor Change (non-contract) PMG Discussion / Action plan 
 Rejected cost 
 Rejected quality 
 Rejected Other 
 

3. Provide Evidence for steps 1 and 2. This could be a link to a document, report, 
national guidance, legislation etc. 

 
Once completed, these returns from commissioners will assist Directors of Commissioning and SMTs in 
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their tasks of identifying areas for future commissioning / service change by providing a consolidated list of 
commissioner responses to extensive Patient and Public Involvement and Insight. 
 
Communications colleagues will also be able to communicate back to the public and demonstrate the 
impact that their Involvement has had on commissioning.  
 
A lack of public understanding about some service areas may also be identified by the results (for example, 
where commissioners signal that something is ‘Already being done’ in Step 1). Where this is the case it may 
be that additional communication to inform the public is identified as a requirement following commissioners’ 
regard to the comments. 
 
The results of the ‘Three Things’ research may lead to changes in future commissioned services through: 
 

• New Commissioning Intentions; 
• Informing the development of the City’s Sustainability and Transformation Plan (STP); 
• Informing the development of the NHS Leeds North CCG GP Forward View; 
• Informing the future strategic reviews of commissioned services; 
• Informing the discussions between Commissioners and Providers on Quality Forums and 

Provider Management Groups; 
• Informing Specifications as part of future Procurement exercises. 
 

It may be that there are no changes to commissioning decisions as a result of the ‘Three Things’ project.  
 
Nevertheless, Commissioners should, at very least, be able to demonstrate that they have had due regard 
to the Patient Insight. This simple three step process for commissioners is designed to ensure that as a 
commissioning organisation, LNCCG is able to demonstrate this regard. 
  
Upon completion by commissioners the results will be collated and considered by the PPI Working Group to 
identify possible changes as a result of the PPI.  
 
 
Making use of the insight - ‘Early adopters’ 
 
The LNCCG Primary Care Team has been quick to have review and make use of the key patient insight 
relating to Primary Care. Key themes include: 
 

• Reception staff – overall the feedback was largely positive. However, some feedback made 
reference to a lack of interpersonal skills, a lack of care and perceived ‘gate keeping behavior’.  

• Same day appointments – variable with some respondents satisfied and others frustration for those 
patients struggling to get through on the telephone lines. 

• Longer appointments – patients with long term conditions/multiple/complex needs would like longer 
appointments so they do not feel rushed. 

• Access of information – was considered to be important for all groups 
 
Action Taken - LNCCG is incorporating the insight from this learning the three things campaign to shape the 
development and implementation of the Leeds CCGs GP Forward View Delivery Plan. We will be: 

 
o Delivering a 3 year training programme to skill GP reception staff to have a care navigation role 

and are able to have supportive conversations with patients 
o Developing an extended access model and supporting more same day appointments and 

different routes for patients to book their own appointments online and access to more clinical 
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phone conversations and triage to get people to the right person 
o Looking at freeing up GP time by ensuring they see the most complex patients and lower level 

needs are seen be another professional in the practice team 
o Looking at better signposting and clearer use of information to support people to access the right 

service 
 
Additional Information 
 
Shown below are three tables.  
The first identifies the Commissioners with responsibility for undertaking review of the Patient Insight 
relevant to their commissioning activity.  
The second is one of 18 tables (divided by service) which have been prepared to assist commissioners in 
undertaking the three-step process. This table is provided to give an understanding of the level of detail and 
type of information that commissioners have been presented with for consideration. 
Table three is an overview of the ‘Three Things’ results. 
 
Table 1 – Commissioners responsible for consideration of Patient Insight 
 
Table 2 – ‘Calls for Action’ from Three Things PPI – Maternity 
 
Table 3 – Overview of 3 Things Results 
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Table 1 – Commissioners responsible for consideration of Patient Insight 
 

Issue Service (Capacity in which commissioner has been identified) 
Appointments Primary Care Lead 

(Dis)Satisfaction with Care Primary Care Lead 
SECONDARY CARE  

(Dis)Satisfaction with Service Primary Care Lead 
SECONDARY CARE  

Dentists NHSE 
Communications Communications and Engagement Lead 
Continuity of Care Primary Care Lead 
Referrals Primary Care Lead 
Maternity Maternity Lead 
Pharmacies & Prescriptions Medicines Optimisation Lead 
Mental Health Mental Health Lead 
Facilities To be confirmed 

Location GPFV Lead 
UC Review Lead 

Children & Young People Children Lead 
Aftercare Intermediate Care Lead 
Operations SECONDARY CARE  

Accessibility 
E&D Lead 

Primary Care  Accessible Information Standard Lead 

Staff advice & Training Primary Care Lead 
SECONDARY CARE  

Care in the Home Community Lead 
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Table 2 – ‘Calls for Action’ from Three Things PPI - Maternity 
 

Maternity Responses Call to Action 

Closing the Loop 

Category of 
Commissioner 

Response 
Detail 

Evidence? (URL to 
website or shared drive 
for documents or other 

evidence) 

Subtheme 

Hospital 6 

“When I used Harrogate hospital I never saw the same GP or midwife, so I moved to 
LGI”       

“LGI maternity closed (full) when I was in labour and St James' were too busy” 
      

“Antenatal ward at LGI- blood on seat nurse did not respond to need to clean” 
      

Maternity Services 6 

“More maternity appointments needed rather than only one day a week”       
“Maternity support staff - could be better trained to take patient concerns seriously 
and more sensitive, especially around post-natal depression”       
“Stop cutting budgets. More services in GP e.g. blood tests and maternity services - 
more flexible”       
“Sensitivity in early pregnancy unit towards miscarriage could be better”       

Midwives 5 
“I wanted a 1:1 midwife service. This is not available anymore - it needs to be 
available”       
“More flexibility on times for local midwife services”       

Post-Natal Support 3 “Post-natal support for new mothers available at home - more home visits” 
      

Homebirth 2 “Very good homebirth team but need more midwifes in the team”       
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Table 3 – Overview of 3 Things Results 
 

 
 

Rank Theme Responses 

1 Appointments 1,399 (25%) 

2 (Dis)satisfaction with 
Care 

719 (13%) 

3 (Dis)satisfaction with 
Service  

526 (9%) 

4 Dentists 303 (5%) 

5 Communication 236 (4%) 

6 Emergency Care 211 (4%) 

7 Staffing Levels 159 (3%) 

8 Continuity of Care 148 (3%) 

9 Referrals 143 (3%) 

10 Maternity  142 (3%) 

11 Pharmacies and 
Prescriptions  

134 

12 Mental Health 124 

13 Wharfedale Hospital  110 

14 Facilities 83 

15 Location 80 

16 Children and Young 
People 

73 

17 General Appreciation for 
the NHS 

72 

18 Governance 69 

18 Aftercare 69 

19 Receptionists 68 

20 Operations 63 

21 Urgent Care  55 

22 Physiotherapy 54 

23 Accessibility 53 

24 Diagnosis  52 

25 Transport 46 

26 Staff Awareness, Advice 
and Training 

45 

27 Care in the Home 43 

28 Assessments 38 

28 Elderly People 38 

29 Discharge 35 

30 Treatment 32 

31 Cancer Services 31 

31 Cleanliness and Hygiene 31 

32 Patient-Centred Care 30 

33 Care Homes 22 

34 Hospital Food 21 

35 Dementia 20 

36 Carers 17 

36 Value Staff 17 

37 Young Staff 12 

37 Collaboration 12 

38 Eye Care 10 

39 Self-Management 9 

40 Hearing Services 8 

40 GP Registration 8 

41 Confidentiality 6 

Overall Total 5,598 
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Summary Report 
Meeting: Public Board Date: 30 Nov 2016 
Report Title: Virtual Practice Participation Group Network (VPPGN) - 

UPDATE 
Agenda Item: 151b/2016 
Prepared by: Stuart Barnes – Communication & Engagement Lead 
Executive Lead: Rob Goodyear 
Presented by: Stuart Barnes – Communication & Engagement Lead 
Other meetings presented to: LNCCG - PPI Working Group 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
This paper provides an update for Board members on the CCG’s work to co-produce a 
‘Virtual Network’ between practice-based Patient Participation Groups (PPGs) and the 
CCG. 
 
Key Recommendations 
 
Recommend that the CCG ’s Executive and Board encourage Commissioners to 
contribute toward the aims of the Virtual Network by providing content that will add 
substance to the Network and add value for its members. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
Growth of the Network and rollout of training to members 
Corporate Impact Assessment 
Regulatory implications Practices are contractually required to have an active 

PPG. As Commissioners, this work is intended to support 
Practices in meeting this requirement.  

Financial implications None 
Legal implications None 
Workforce implications None 
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Equality impact assessment  
Information quality assured  
 
 

NHS Leeds North CCG –  
Virtual Practice Participation Group Network (VPPGN) 

 
 
Background 
 
The CCG recognises the importance of strong Practice Participation Groups (PPGs) as a means of 
engaging patient populations.  
 
Since April 2016 all practices have a contractual duty to operate a PPG. There is understood to be 
a broad range of levels of success between practices in establishing and maintaining successful 
PPGs.  
 
The CCG’s revised Communications and Engagement strategy identified the establishment of a 
virtual network between PPGs a s a possible means to support practices and patients in 
establishing and maintaining active and engaged PPGs. 
 
The CCG has appointed a digital design agency, YooMee, to work with us to co-produce a virtual 
PPG.  
 
Some progress has been made and the timeline below outlines what has been done to date and 
what work remains. 
 
 
Next steps 
 
The CCG will continue to use the Virtual Network and aim to grow the number of participants with 
the aim of having at least one representative from each PPG, and one member of Practice staff as 
members.  
 
As well as seeking to grow the number of members, the CCG will undertake a baseline survey, to 
understand people’s expectations as they become members of the Virtual Network, and the follow 
this up with a second survey after 12 months to find out whether membership of the network has 
met people’s expectations.  
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Date Planning / Development Milestones Delivery 
30 Sep 2015 CCG Board aproves Comms and Engagement Strategy, 

including aim to develop a VPRGN 
 

4 Feb 2016 Workshop 1 (WS1)   
a co-production workshop delivered by YooMee. Attended by 
members of active PPGs, Practice Staff, Third Sector and CCG 
colleagues. 
 
Outcome of WS1 was to establish participants’ views on the role 
of PPGs, the challenges, aims of members, aims of practice staff 
and whether the idea of a Virtual Network between PPGs would 
be useful. 
 

 

March 2016 Report from WS1 issued by YooMee, fed back to participants 
and CCG board. 

 

 LONG PROJECT DELAY AT THIS POINT – CCG’S COMMS AND ENGAGEMENT TEAM OCCUPIED WITH ANNUAL 
REPORT, ANNUAL REVIEW, AGM AND DELIVERY OF NEW CORPORATE WEBSITE. 
 

3 June 2016 Workshop 2 (WS2) – a second co-production event, this time 
just with PPG members.  
 
Outcome of WS2 was for participants to identify and prioritise the 
potential functions of a virtual network, and then to critically 
review their ‘wish-list’ of deliverables in light of financial, 
technical and regulatory constraints. 
 
This left the project team with a list of functions broken down into 
red, amber and green categories. Red being the functions that 
the Virtual Network either can not or should not deliver, green 
being those that could be delivered, and the amber category 
being those functions that might be considered in future but not 
now. 
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 14 July 2016  First communication to members on e-mail 
distribution list for PPG chairs (This e-mail distribution 
group is in effect the VPPGN in its infancy). Shared a 
case study that had been developed to help share best 
practice advice from Colingham where a virtual PPG 
has been developed consisting of more than 200 
members. 
 

2 August 2016  Face-to-face meeting of Virtual PPG Network 
Group Members. All chairs and those who had 
previously attended the workshop meeting (WS1 and 
WS2) were invited to a face-to-face meeting. 
Feedback from workshops had been very clear that 
members would like to have the ability to meet face-to-
face as well as the offer of a virtual network. The CCG 
has recognised this and committed to holding two 
meetings annually. 

September 2016 Report from WS2 issued by YooMee, fed back to participants 
and CCG board. 

 

21 October 2016 Task Group workshop (WS3). Attendees of the Virtual PPG 
Network Group co-production sessions agreed, following a 
completion of WS1 and WS2, that a smaller working group or 
‘Task Group’ would now have delegated responsibility to 
progress the detailed work of considering the specific 
technology(ies) that will be used as a platform for the VPRGN. 
YooMee will lead a Task Group workshop which will take this 
work forward.  
As well as considering the technologies that will deliver the aims 
of the VPPGN members given its defined scope, the Task Group 
workshop was asked to consider: 

 
• a realistic programme for delivery of the 

VPPGN rollout;  
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• Communications; 
• IT support;   
• training requirements for current / prospective 

members; and, 
• Criteria for evaluation of the Virtual Network 

after 12 months. How will we know whether 
the Virtual Network is a success and how will 
we identify areas for change and 
improvement? 
 

 
1 November 2016  VPPGN Established – User Group of 7 active 

members using the group to plan future use for a 
broader group of ALL LN Practices. 

10 November 
2016 

 Communication sent to all VPPGN contacts – 
Information was provided about the ‘One Voice’ project 
in Leeds 

11 November 
2016 

 Communication sent to all VPPGN contacts – 
Information was provided about the publication of the 
W.Yorks STP 
 

18 November 
2016 

 Communication sent to all VPPGN contacts – 
Information was provided about the Draft GPFV 
Development Plan. Network members were asked to 
share with fellow PPG members and to provide 
feedback.  

15 December 
2016 

Training event for Practice Managers and PPG Chairs – All 
PPG’s will be invited to send one member (likely the chair) and a 
member of practice staff (optional) to a training day to learn how 
to use the technology required for the virtual network. 

 

January 2017  Communications materials produced for use in 
Practices –  
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Materials to be produced that Practices can use to 
promote details of the Virtual Network. Materials will 
request that Patients ‘ask at reception / contact their 
PPG chair’ for information. This way the practice will 
be able to speak with anyone who is interested about 
first signing up to joint their PPG before then becoming 
part of the PPG network. 

January 2017  Video ‘webinar’ and Q&A – Subject tbc. Likely GPFV 
This will be the first of what we intend to become bi-
monthly webinar and Q&A sessions that will be 
delivered via the Virtual Network. 

 



  
Mission: “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” 
 

 

 

 
Page 1 of 6 

Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Performance report – Constitutional measures 
Agenda Item: 152/2016 
Prepared by: Rob Goodyear and Simon Harris 
Executive Lead: Rob Goodyear 
Presented by: Rob Goodyear 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
HCAI 
There were 2 reported C. Difficile cases in September - this was below the CCGs profile 
target. There were no reported MRSA cases in September.  
 
A&E Waiting Times 
LTHT did not achieve the 95% standard in September with performance at 88.7% (Type 
1). HDFT did achieve the standard with performance at 95.4% (Type 1).  
  
18 Weeks RTT 
 
The overall admitted patient performance for Leeds North CCG was 79.9 % in 
September.  
 
Non-Admitted patient performance for Leeds North CCG was 92.8% in September. 
 
Incomplete pathways performance in September achieved the 92% national standard at 
93.3%. General Surgery (90.0%, 72 breaches), ENT (90.0%, 67 breaches), Plastic 
Surgery (87.5%, 39 breaches), Trauma & Orthopaedics (88.8%, 179 breaches) and 
Others (91.8%, 196 breaches) were the only specialties below the standard. 
 
Leeds North CCG had no 52+ week breaches on incomplete pathways in September. 
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Cancer 62 Day RTT (Urgent GP Referral)  
Performance against the 85% standard in September was not achieved (84.4%).  
 
Cancer 2 Week Waits 
The cancer 2 week 1st outpatient appointment target (93%) was achieved in September 
with performance at 94.4%. The 2 week wait breast symptoms performance also 
achieved the national standard in September with performance at 93.1%.  
 
The target (93%) for maximum 2 week wait for 1st outpatient appointment referred 
urgently with suspected cancer by a GP was achieved in September with performance at 
94.4%. There were 35 breaches in September – 27 occurred at Leeds Teaching 
Hospitals NHS Trust, 7 occurred at Harrogate and District NHS FT and one at Guys and 
St Thomas’ NHS FT. 
 
For maximum 2 week wait for 1st outpatient appointment referred urgently with breast 
symptoms, September performance achieved the standard (93%) at 93.1%. There were 4 
breaches in September – all occurred at Leeds Teaching Hospitals Trust. 
 
The maximum one month (31 days) wait from diagnosis to first definitive treatment target 
(96%) for all cancers was achieved in September with performance at 97.1%. There were 
2 breaches – one occurred at Leeds Teaching Hospitals Trust and the other one at 
Harrogate and District NHS FT. 
 
The maximum 2 month wait (62 days) from urgent GP referral to start of first treatment for 
suspected cancer target (85%) was not achieved in September with performance at 
84.4%. There were 5 breaches in total – all occurred at Leeds Teaching Hospitals Trust. 
 
All other 31 day and 62 day cancer targets were achieved for September 2016. 
 
Diagnostic Test Waiting Times 
 
The headline 99% was achieved in September with performance at 99.5%. 
 
The number of patients waiting for diagnostic tests was 3,097 patients at the end of 
September. There were 15 breaches of the 6 week target – 14 occurred at LTHT, and 1 
at Harrogate and District NHS FT  
 
Overall, the 99% standard was not achieved in September (99.52%). Of the 15 
specialties, MRI (98.4%), Colonoscopy (97.7%), Echocardiography (91.7%) failed to 
achieve the standard. 
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Mental Health & Community  
 
The proportion of people who complete IAPT treatment and move to recovery met the 
50% target in September at 50.0%. 
 
Leeds North CCG Progress Against Targets: 
1. Provide 15% access of prevalent population by end of year.  Leeds North YTD (end 

Q2) position is 4.95% which is 2.55% behind target. Seen 1367 people but should 
have seen 2072  - 705 people behind target.   

 
2. Achieve a 50% recovery rate for those completing treatment – Leeds North YTD 

(end Q2)  position 45% 
 
3. 75% of people enter treatment within 6 weeks and 95% of people enter within 18 

weeks – Leeds North YTD position: Target achieved.  However, the waiting time 
data does not identify those people who are waiting to access subsequent therapy, 
such as Step 3 1:1 interventions 

 
A range of performance initiatives have been implemented by the consortium year to 
date. Some of these are in development and are having a considerable impact - in 
particular, online access/therapy, initiatives to improve recovery rates and a range of 
waiting list initiatives. The biggest current challenge is the waits for assessment due to 
high demand at point of referral. This issue is impacted by the on-going discussion on 
current apportionment of IAPT budget to clinical staff. 
 
Ambulance Response Times  
 
The 75% target for the trial categorisation of Red 8 minute response time was not met in 
September (65.4%). 
 
In September, performance for the Red 8 minute target (trial category) was below the 
75% standard at 65.4%. Every month so far in 2016/17 has been under 75% - YTD 
performance is currently 66.4%. 
 
YAS are one of two ambulance services nationally who are currently conducting a trial 
into response categorisation. The trial has been continued into Phase 2 and a report due 
at the end of the financial year. During this period performance data is not available for 
the existing response categories 
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GP Performance 
 
A comprehensive performance framework is being co-produce between the CCG and 
practice representatives which links GP contractual performance monitoring with the 
current quality reporting mechanisms. To support this bi-annual contractual visits will be 
established to link with existing quarterly improvement visits undertaken by Locality 
Managers. Contractual visits will cover key areas within the Practice Electronic 
Declaration (eDEC) from the Primary Care Web Tool, Outlier indicators from the General 
Practice Outcome Standards GPOS) and General Practice High Level Indicators (GPHLI) 
from the Primary Care Web Tool. General Practice Performance indicators are currently 
being developed into a Primary Care Dashboard which will be used as part of the contract 
monitoring. The Contract Monitoring Framework will be developed with neighbouring 
CCGs and reflect a citywide approach to ensure consistency and will include some non-
contractual elements such as prescribing performance, practice budgets and sustainability 
reviews. It is planned to start contractual visits from Q4 2016-17. 
 
Key Recommendations 
 
The Board is asked to accept this update on performance. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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Target Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
YTD 

15/16
Cancer 2 weeks 93% 90.4% 94.1% 93.2% 94.7% 94.5% 95.5% 95.4% 97.1% 95.7% 89.8% 93.0% 94.2% 94.0%

Cancer 2 weeks breast symptoms 93% 94.2% 91.1% 98.9% 93.9% 83.0% 90.9% 92.8% 92.3% 96.2% 95.1% 96.7% 94.0% 93.4%
Cancer 31 day first treatment 96% 98.9% 98.7% 96.9% 98.0% 100.0% 97.8% 98.9% 98.9% 100.0% 95.9% 96.3% 97.4% 98.1%

Cancer 31 day subsequent treatment - surgery 94% 90.9% 89.5% 100.0% 100.0% 95.0% 100.0% 93.8% 100.0% 100.0% 100.0% 96.2% 94.1% 97.1%
Cancer 31 day subsequent treatment - drug 98% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Cancer 31 day subsequent treatment - radiotherapy 94% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 96.2% 100.0% 100.0% 100.0% 100.0% 99.7%
Cancer 62 day Urgent GP referral 85% 85.7% 80.5% 75.7% 88.9% 80.0% 80.5% 100.0% 95.2% 94.9% 95.0% 87.5% 92.7% 87.9%

Cancer 62 day NHS screening service referral 90% 100.0% 100.0% 100.0% 94.4% 93.8% 80.0% 100.0% 100.0% 92.3% 66.7% 100.0% 100.0% 94.5%
Cancer 62 day consultant upgrade N/A 100.0% 50.0% 100.0% 100.0% 50.0% 100.0% 100.0% 100.0% 100.0% 100.0% 50.0% 85.2%

18w waits - admitted 90% 86.5% 86.8% 85.9% 85.2% 85.0% 85.8% 84.3% 85.5% 83.3% 79.6% 82.0% 79.2% 84.1%
18w waits - non-admitted 95% 95.0% 96.2% 94.9% 93.5% 93.8% 93.8% 92.6% 92.4% 93.9% 94.4% 93.6% 93.8% 94.0%

18w waits - incomplete 92% 95.1% 94.9% 94.9% 94.8% 94.5% 94.6% 94.4% 94.8% 93.8% 93.5% 93.5% 94.1% 94.4%
Number of 52+ week wait - incomplete 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Diagnostic test waiting time 99% 99.4% 99.1% 98.7% 98.6% 99.4% 99.9% 99.9% 99.9% 99.8% 98.9% 99.8% 97.1% 99.2%
Cancelled Operations * 0 23 10 13 37 83

A&E 4hr waits (Type 1)* 95% 97.1% 96.7% 95.2% 95.7% 95.7% 94.4% 93.1% 91.4% 89.8% 86.6% 88.8% 85.7% 92.4%
Trolley Waits * 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Mixed Sex Accomodation Breaches 0 1 0 0 0 0 2 0 0 0 0 0 0 3

Target Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17
YTD 

16/17
Cancer 2 weeks 93% 91.8% 94.8% 94.4% 95.0% 94.0% 94.4% #N/A #N/A #N/A #N/A #N/A #N/A 94.1%

Cancer 2 weeks breast symptoms 93% 95.3% 95.9% 96.2% 98.2% 98.9% 93.1% #N/A #N/A #N/A #N/A #N/A #N/A 96.4%
Cancer 31 day first treatment 96% 100.0% 97.7% 100.0% 100.0% 100.0% 97.1% #N/A #N/A #N/A #N/A #N/A #N/A 99.1%

Cancer 31 day subsequent treatment - surgery 94% 100.0% 85.7% 94.7% 100.0% 100.0% 95.7% #N/A #N/A #N/A #N/A #N/A #N/A 95.7%
Cancer 31 day subsequent treatment - drug 98% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% #N/A #N/A #N/A #N/A #N/A #N/A 100.0%

Cancer 31 day subsequent treatment - radiotherapy 94% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% #N/A #N/A #N/A #N/A #N/A #N/A 100.0%
Cancer 62 day Urgent GP referral 85% 87.5% 84.6% 88.9% 96.9% 83.3% 84.4% #N/A #N/A #N/A #N/A #N/A #N/A 87.1%

Cancer 62 day NHS screening service referral 90% 100.0% 66.7% 100.0% 0.0% 66.7% 100.0% #N/A #N/A #N/A #N/A #N/A #N/A 75.0%
Cancer 62 day consultant upgrade N/A - 100.0% 100.0% 100.0% - 100.0% - - - - - - 100.0%

18w waits - admitted N/A 82.2% 80.3% 78.1% 80.7% 79.0% 79.9% #N/A #N/A #N/A #N/A #N/A #N/A 80.0%
18w waits - non-admitted N/A 93.0% 94.0% 93.1% 91.6% 93.9% 92.8% #N/A #N/A #N/A #N/A #N/A #N/A 93.1%

18w waits - incomplete 92% 92.8% 93.1% 92.6% 92.4% 92.3% 93.3% #N/A #N/A #N/A #N/A #N/A #N/A 92.8%
Number of 52+ week wait - incomplete 0 0 0 0 0 0 0 #N/A #N/A #N/A #N/A #N/A #N/A 0

Diagnostic test waiting time 99% 97.4% 97.2% 97.7% 98.3% 99.0% 99.5% #N/A #N/A #N/A #N/A #N/A #N/A 98.1%
Cancelled Operations * 0 39 56 95

A&E 4hr waits (Type 1)* 95% 89.1% 89.2% 85.7% 85.2% 90.5% 88.7% #N/A #N/A #N/A #N/A #N/A #N/A 88.0%
Trolley Waits * 0 0 0 0 0 0 0 - - - - - - 0

Mixed Sex Accomodation Breaches 0 0 1 0 0 1 0 - - - - - - 2
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Quality Update 
Agenda Item: 153/2016 
Prepared by: Clare E. Linley, Director of Nursing and Quality 
Executive Lead: Clare E. Linley, Director of Nursing and Quality 
Presented by: Clare E. Linley, Director of Nursing and Quality 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
This paper provides an update and assurance to the Leeds North Clinical Commissioning 
Group (LNCCG) Board on key Quality issues since the Boards last meeting in September 
2016. The paper provides: 

• An update on  
o CQC inspections and reports since last board 
o Joint Q+S 
o Safeguarding: Update from the last LSCB and LSAB 
o Medicines Optimisation Quality Update 
o Commissioner Clinical Visits 
o Clinically focused internal audits 
o Nurse Associates 

 
Key Recommendations 
 
The CCG Board is asked to receive and note the update provided in the paper. 
 
Assurance Framework 
 
Risk 1: Failure to drive quality improvement leading to commissioned services not 
reflecting best practice and improving patient care 
Risk 4: Providers fail to meet quality standards leading to poor quality and unsafe care 
 
Next Steps 
N/A 
Corporate Impact Assessment 
Regulatory implications None identified 
Financial implications None identified 
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Legal implications None identified 
Workforce implications None identified 
Equality impact assessment N/A 
Information quality assured Yes 
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LNCCG Public Board Meeting 
30th November 2016 

Quality Report 
 

 
1. Background 

This paper provides an update and assurance for the Leeds North Clinical 
Commissioning Group (LNCCG) Board on key Quality issues since the Boards last 
meeting in September 2016. This report is in addition to performance on key Quality 
issues identified within the Performance Report to the Board.  
 
The paper provides an update on 

• the Joint Quality and Safety Committee 
• Care Quality Commission (CQC) regulatory activity  
• Commissioner visits to commissioned clinical services 
• Medicines Optimisation Quality 
• Safeguarding Update 
• Clinically Focused Internal Audit 
• Nurse Associates 

 
2. Quality update 

 
Joint Quality and Safety Committee 
The Joint Quality and Safety Committee met on Thursday 24th November 2016. 
The joint quality report was shared. Other items discussed included the Learning 
Disabilities Review Programme (LeDeR), Care Homes Assurance (Donisthorpe 
Hall) and both Primary Care Reports. The group were also shown a presentation 
describing the findings of the CQC (State of Care Report) over the last 12 months. 
This presentation gave information on national and local inspection findings. 
 
CQC regulatory activity and inspection 
The Care Quality Commission (CQC) has undertaken a number of regulatory 
inspection visits to providers within the City this year some since the Boards last 
meeting in September 2016. 
 

• The Leeds Teaching Hospitals NHS Trust (LTHT) had a planned 
comprehensive inspection visit from the CQC in May 2016. The trust 
received a rating of Good over all, with good in 4 of the 5 domains. They 
received a Requires Improvement in the safety domain. 
 

• The Leeds and York Partnership Foundation Trust (LYPFT) had a planned 
comprehensive inspection visit from the CQC in July 2016. They received an 
overall rating of Requires Improvement. 

 
The ratings for the 5 domains were: 
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o Safe – Requires Improvement 
o Effective -  Requires Improvement 
o Caring – Good 
o Responsive – Good 
o Well led – Requires Improvement 

 
A Quality Summit will be held on 8th December which the CCG will attend as 
lead Commissioner. 

 
• The CQC have undertaken a planned comprehensive inspection visit to the 

Yorkshire Ambulance Service (YAS). The CCG contributed information to the 
CQC as part of the pre-inspection preparation. At the time of writing the CCG 
has not received any feedback. 

 
• There have been no new inspections in Leeds North general practices since 

the last Board Meeting. All Leeds North member practices have now been 
inspected. 

 
 
           Commissioner Clinical Visit Program 

LNCCG undertakes a planned program of visits to commissioned services in the 
City to which Clinical Directors, Directors of Nursing, members of the Quality and 
Commissioning Teams are invited. During October the CCG has undertaken visits 
to Parkside Lodge and met with members of the Continuous Improvement Team.  
 
Medicines Optimisation Quality 
As part of the prescribing engagement scheme for 2016/17 GP practices are 
required to participate in four Medication Audits (Antibiotic Prescribing, Diabetes, 
Atrial-Fibrillation and Drug Allergies). For Quarter 2, data was required for the 
Antibiotics and Diabetes parts of the engagement scheme. Of the 25 Leeds North 
practices, 21 have submitted full audit results and a further 2 partial results. Follow-
up with those practices who have not submitted is on-going. Summaries and 
learnings from the progress so far will be shared at the next Prescribing Leads 
meeting to facilitate the sharing of good practice across the CCG member practices. 
 
Safeguarding 
Leeds Safeguarding Children’s Board 
16 Days of Action - international campaign to end violence against women running 
from Friday 25th November (the International Day to End Violence against Women) 
until Saturday 10th December. 
AILC Survey - This report summarises findings from the Association of Independent 
Local Safeguarding Children Board Chairs (AILC) Survey of LSCBs on 
Independence, Scrutiny and Challenge, in the context of the Government’s Review 
of LSCBs. 
 
 
 
 
Leeds Safeguarding Adult Board 
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The next round of joint area inspections (Ofsted, CQC, HMIC) are looking at 
Domestic Violence as their Deep Dive topic from September this year until end of 
March next year. The council has received some soft intelligence that they may be 
coming to Leeds, as they want to look at a core city that has had a good Ofsted 
rating and that is known to have issues around Domestic Violence and Abuse 
 
Clinically focused internal audits 
Incident Reporting for adult mental health October 2016 
 
The overall objective of this review was to provide a level of assurance on the 
arrangements for managing LYPFT incident reporting at Leeds North CCG. 
The audit looked at 3 areas: 

• Serious Incident Policy and Procedure 
• Monitoring serious incidents and lessons learned 
• Governance arrangements 

            Full assurance was received on all areas. 
 
 
Nurse Associate 
Leeds, Bradford and Airedale have been chosen as one of 11 test sites for the first 
wave of training of this new role. The training starts in December 2016 and will run 
for a 2 year period.  

 
3. Recommendation 

The LNCCG Board is asked to receive and note the Quality Update. 
 
 
 
Clare E. Linley 
Director of Nursing and Quality 
30th November 2016 
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Summary Report 

Meeting: Board Date: 30 November 2016 

Report Title: Financial Position 2016/17 – October  2016 

Agenda Item: 154/2016 

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:  

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

Strategic Objectives (indicate those that this report contributes to): 

1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

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 October 
2016, 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 

 

 

2016/17 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 

 

The CCG is forecasting an underspend of £5.78m in line with the control total agreed with 
NHS England. Financial risks are being managed in-year through utilisation of 
commissioning and contingency reserves. 
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Key Recommendations 

 

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

(b) Note the requirements and timetable for submission of financial plans for 2017/18 
and 2018/19. 

 

Board Assurance Framework (indicate the strategic risks that the report relates to): 

 
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  

Information quality assured  
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FINANCIAL PERFORMANCE AS AT 31 OCTOBER 2016 
 
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 October 2016, 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 £5.78m with 
a target surplus of £5.78m (2%) with NHS England for 2016/17. The 
CCG is currently forecasting to deliver a £5.78m 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 of £4.38m. The CCG is currently forecasting £4m 

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 £5.78m in line with the control total agreed with NHS 
England. The brought forward surplus from 2015/16 was £5.78m.  
 
1.3  Financial Risks 
 
The CCG will manage any financial risks in year through the utilisation of commissioning and 
contingency reserves. Looking forward, 2017/18 and beyond will be particularly challenging with 
the following risks identified as: 
 

 Co-commissioning of primary care and specialist services. 

 Increase in demand for services and unmanaged growth. 

 Increase in tariff costs (HRG 4+). 

 Increase in Out of Area Treatments. 

 Learning Difficulties and Transforming Care.  

 Better Care Fund & Transformation. 

 Provider sustainability. 

 Delivery of efficiency savings and QIPP schemes 
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1.4   2016/17 Summary Financial Position as at 31 October 2016. 

 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 

Initial 16/17 Resource Baseline 243,447   243,447 

Growth 7,425   7,425 

Sub Total - 16/17 Revenue Allocation 250,872   250,872 

Running Cost Allowance 4,360   4,360 

Better Care Fund transfer form NHSE       

Sub Total - Initial Resource Limit 255,232   255,232 

Return of 15/16 Surplus   5,782 5,782 

Primary Care Co-Commissioning 26,036   26,036 

In-year Adjustments 253 185 438 

Total – Revenue Resource Allocation 281,521 5,967 287,488 

 
 

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 66,282 65,757 (-525) 113,623 112,679 (-944) 

Acute Services – Non NHS 3,958 3,867 (-91) 6,785 6,632 (-153) 

Urgent Care 7,229 7,121 (-109) 12,393 12,207 (-186) 

Mental Health & Learning Disabilities 17,584 18,161 577 30,144 31,129 985 

Community & Other Services 18,984 18,959 (-25) 32,543 32,491 (-52) 

Continuing Care 7,902 8,251 349 13,547 14,145 598 

Transformation 752 752 0 1,056 1,056 0 

Total – Purchase of Healthcare 122,690 122,867 176 210,091 210,339 248 

              

Primary Care 36,472 36,504 32 62,526 62,635 109 

              

Running Costs 2,543 2,335 (-208) 4,360 4,003 (-357) 

              

Reserves:             

Planned Surplus 0 0 0 5,782 0 (-5,782) 

Earmarked reserves 0 0 0 1,961 1,961 0 

Contingency & Other Reserves 0 0 0 2,769 2,769 0 

Total – Reserves 0 0 0 10,512 4,730 (-5,782) 

              

Total – Net Operating Costs 161,705 161,705 (-0) 287,489 281,707 (-5,782) 
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Further details are provided below: 
 

2.  CCG ALLOCATIONS 
 

CCGs were notified of their 2016/17 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 

Q1 Eating Disorder Service Correction (AP03) 
 

104 

Specialist Rehab Allocation (AP03) 253 
 

Transfer of  NHSE support re Embed and Third Party Contracts (AP04)   19 

GP Development Programme - reception and clerical training (AP05)   18 

CYP Local Transformation Mental Health (AP07)   44 

Total – In-year Allocation Adjustments 253 185 

 
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 51,077 51,077 0 87,560 87,560 (-0) 

Harrogate & District 11,911 12,104 193 20,421 20,750 329 

York Hospitals 929 940 12 1,592 1,612 20 

Bradford Teaching Hospitals 362 326 (-36) 620 559 (-61) 

Mid Yorkshire Hospitals 273 257 (-17) 469 440 (-29) 

Airedale 198 192 (-7) 338 329 (-10) 

Other NHS Trusts 104 142 38 179 242 63 

Commissioning Reserve 1,428 720 (-708) 2,445 1,187 (-1,257) 

Total – Acute NHS 66,282 65,757 (-525) 113,623 112,679 (-944) 

 
 
Leeds Teaching Hospital NHS Trust (LTHT) is a live PBR contract which means that if activity 
increases the CCG will pay more and vice versa. Due to the current trajectory of growth within 
acute services there is a risk of over trading and over spending. However the CCG is currently 
forecasting a balanced position on the contract, although an undertrade is likely.  
 
The increased demand in non-elective activity along with the computer related problems 
experienced within pathology service have impacted elective activity resulting in waiting list 
pressures continue to build within General Surgery, Gynaecology, Plastic Surgery and Urology.  The 
full impact of the pathology problems cannot be assessed until month 7 contract activity is 
released in early December; the impact at month 6 was fairly minimal.   
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The month 6 year to date position shows an under trade of £101k and the true position is 
expected to reduce further after coding and counting challenges.  Non Elective activity remains 
higher than plan in a number of specialties such as general medicine, gastro and neonatology.  
There remains a significant over trade against emergency excess bed days, although this has fallen 
in line with the plan for month 6. The elective and day case undertrades remain predominantly 
within breast surgery, trauma & orthopaedics and ophthalmology.  
 
Harrogate and Rural District (HARD) CCG are the host commissioner for Harrogate and District 
Foundation Trust (HDFT), Leeds North is an associate with a contract plan of £20.4m. HDFT 
operate on a live PBR contract and due to this fluctuations from plan are to be expected. Based on 
the year to date position below an over trade of £329k has been forecast.  
 

 
 
The year to date overtrade is due to elective activity within the trauma & orthopaedic specialty, 
predominantly major knee procedures. 
 
The non-elective under trade is also within the trauma and orthopaedic specialty, mainly hip, 
elbow and lower arm procedures.   
 
 
 
 

POD POD Desc

 Activity 

Plan 

 Activity 

Actual 

 Activity 

Variance 

 Activity 

Variance %  Price Plan  Price Actual 

 Price 

Variance 

 Price 

Variance % 

AandE Accident and Emergency 21,256 22,389 1,133 5% £2,486,264 £2,621,695 £135,431 5%

CCA Critical Care - Adult 1,053 999 (54) (5%) £883,030 £926,380 £43,349 5%

DC Day Cases 5,858 5,704 (154) (3%) £4,368,414 £4,166,447 (£201,966) (5%)

DRUGS Non-Tariff Drugs 0 0 0 0% £2,816,986 £2,812,282 (£4,704) (0%)

DA Direct Access 269,880 288,894 19,014 7% £1,544,687 £1,589,163 £44,476 3%

EL Elective 1,558 1,300 (258) (17%) £3,809,644 £3,129,136 (£680,508) (18%)

MAT Maternity Pathway 3,656 3,522 (134) (4%) £4,473,112 £4,607,974 £134,862 3%

NEL Non-Elective 5,382 5,827 445 8% £10,429,648 £10,774,127 £344,479 3%

OPFA Outpatient FA 17,506 17,131 (375) (2%) £2,339,638 £2,307,448 (£32,190) (1%)

OPFUP Outpatient FUP 41,574 43,261 1,687 4% £3,299,118 £3,363,298 £64,179 2%

OPPROC Outpatient Procedures 10,137 10,356 219 2% £1,687,084 £1,770,114 £83,030 5%

Other Other 49,535 46,329 (3,207) (6%) £5,568,191 £5,536,674 (£31,518) (1%)

Grand Total 427,394 445,711 18,318 4% £43,705,817 £43,604,738 (£101,079) (0%)

POD POD Desc

 Activity 

Plan 

 Activity 

Actual 

 Activity 

Variance 

 Activity 

Variance %  Price Plan  Price Actual  Price Variance 

 Price 

Variance % 

AandE Accident and Emergency 4,030 3,945 (85) (2%) £468,733 £471,258 £2,526 1%

CCA Critical Care - Adult 155 118 (37) (24%) £192,481 £119,435 (£73,046) (38%)

DC Day Cases 2,572 2,348 (224) (9%) £1,610,045 £1,466,589 (£143,456) (9%)

DRUGS Non-Tariff Drugs 0 0 0 0% £463,098 £386,891 (£76,207) (16%)

DA Direct Access 62,920 77,130 14,210 23% £483,005 £559,150 £76,146 16%

EL Elective 312 348 36 12% £1,021,362 £1,240,389 £219,028 21%

MAT Maternity Pathway 393 439 46 12% £423,774 £540,827 £117,053 28%

NEL Non-Elective 1,381 1,211 (170) (12%) £2,086,473 £1,950,233 (£136,241) (7%)

OPFA Outpatient FA 5,862 6,086 224 4% £838,133 £853,127 £14,995 2%

OPFUP Outpatient FUP 12,045 12,262 217 2% £997,857 £1,008,514 £10,657 1%

OPPROC Outpatient Procedures 2,711 3,047 336 12% £381,418 £397,428 £16,010 4%

Other Other 14,428 16,260 1,832 13% £1,159,350 £1,164,375 £5,025 0%

Other Uncoded Activity 54 54 £110,799 £110,799

Grand Total 106,808 123,248 16,440 15% £10,125,728 £10,269,015 £143,287 1%
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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 722 703 (-19) 1,238 1,206 (-32) 

Spire 2,029 1,983 (-46) 3,478 3,400 (-79) 

Other Private Providers 1,206 1,181 (-26) 2,068 2,026 (-42) 

Total – Acute Non NHS 3,958 3,867 (-91) 6,785 6,632 (-153) 

 
The Spire Leeds hospital is currently forecasting an underspend of £79k, although year to date 
activity against plan shows increases in various specialities.  The increases are in elective 
procedures in trauma & orthopaedics, general surgery and plastic surgery.  
 
The Nuffield Leeds hospital is currently forecasting an underspend of £32k.  The main under-
spending areas are in high cost trauma and orthopaedic specialty, in particular, hip, knee and 
shoulder/upper arm procedures. 
 
3.3  Mental Health (MH) & Learning Disabilities (LD) 
 

Mental Health & LD 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Leeds & York Partnerships (LYPFT) 12,811 12,811 0 21,962 21,962 0 

Bradford District Care Trust 10 10 0 17 17 0 

Tees, Esk & Wear Valley 641 641 0 1,098 1,098 0 

Voluntary Sector Organisations 625 624 (-1) 1,071 1,071 (-0) 

Psychological Therapies (IAPT) 160 160 0 275 275 0 

Learning Difficulties & Elective 
Funding (OOA) 

3,163 3,724 561 5,422 6,382 960 

Collaborative Fees 53 58 4 91 98 7 

MH Non Contracted Activity 60 72 13 102 120 18 

MH PSD/Other 9 9 0 15 15 0 

MH Service Developments 53 53 0 90 90 0 

Total – MH/LD 17,584 18,161 577 30,144 31,129 985 

 
Mental Health and Learning Disabilities is currently forecasting an overspend of £985k.  The main 
issue is regarding specialist patients with more complex needs and services required than those 
currently provided by the LD pooled budget and LYPFT. This means additional bespoke services 
have to be commissioned often out of area due to the specific requirements which the CCG has no 
current budget for. Any newly identified patients with these requirements result in a cost pressure 
for the CCG. To address this issue and the increasing concerns around quality of care the 
Transforming Care Partnership (TCP) has been established. This is a national program to support 
building the right support which aims to develop community services. It is aimed at transforming 
services for people of all ages with a learning disability and/or autism who display behavior that 
challenges, including those with a mental health condition. The aim of the Leeds TCP is to 
significantly reduce the number of inpatient beds. The reduction in inpatient costs will be 
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reinvested in community services. This will involve the movement of service users from low secure 
provision commissioned by NHSE, into community services where appropriate.  There are 
significant risks surrounding this plan including the risk of insufficient capital investment available, 
increased high cost patients and community provision potentially costing more.   
 
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 3,864 3,864 0 6,623 6,623 0 

Patient Transport Services 733 723 (-10) 1,257 1,240 (-17) 

Urgent Care – 111 294 294 0 504 488 (-15) 

Urgent Care – OOH/MIU 1,347 1,248 (-99) 2,309 2,156 (-153) 

Non Contracted Activity 992 992 0 1,700 1,700 0 

Total – Urgent Care 7,229 7,121 (-109) 12,393 12,207 (-186) 

 
Activity for the 999 contract is slightly above contracted for the period April to August. However, it 
is a block contract so there will have no impact on in year costs although activity levels will be used 
to inform the baseline costs for the 17/18 and 18/19 contracts. It has been agreed that any 
performance penalties will be reinvested in the Yorkshire Ambulance Service (YAS) in order to 
improve services for patients. Therefore, there is no variance to the forecast spend. 
 
The 111 contract has a floor of £473k and an indicative ceiling of £503k which is an increase on 
2015/16 of £48k and £30k respectively. At the end of September activity is below the floor value. 
 
The West Yorkshire Urgent Care GP Out of Hours contract has now been agreed at a consortia 
level and is a block contract. CCG values are in line with our expectations. 
 
Systems Resilience: 
 
The Citywide Systems Resilience budget for 2016/17 is £3.5m with Leeds North share being £832k. 
To date £3m (£715k for LN) has been either been spent or committed citywide. This has been 
used, predominantly, on keeping ward J30 open, various schemes to improve discharge and a 
commitment to putting a GP in the A&E department to streamline patient triage. 
 
3.5  Continuing Care (CHC) 
 

Continuing Care 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Funded Nursing Care 1,517 1,612 95 2,601 2,764 163 

Continuing Healthcare 6,198 6,371 173 10,572 10,868 296 

Continuing Care Staff 187 269 82 374 513 139 

Total – Continuing Care 7,902 8,251 349 13,547 14,145 598 
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The Department of Health (DH) has published the new rate for NHS Funded Nursing care for 
2016/17. This has a knock-on effect for rates paid for Continuing Healthcare. The impact of the 
new rates has been built into forecasts and financial plans for future years. 
 
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 13,557 13,577 21 23,240 23,275 35 

Hospices 648 654 6 1,110 1,119 9 

GP CIC Beds 570 603 32 978 1,034 56 

Reablement 460 389 (-71) 789 667 (-122) 

Long Term Conditions 526 542 16 902 929 27 

Children’s Services 544 522 (-22) 932 886 (-46) 

Safeguarding & Other 95 88 (-7) 162 151 (-11) 

NON RECURRENT PROGRAMMES - 
INC BCF 

2,584 2,584 (-0) 4,430 4,430 0 

Total – Community & Other 18,984 18,959 (-25) 32,543 32,491 (-52) 

 
There is a small underspend forecast for Community Services. 
 
3.7  Primary Care & Prescribing 
 

Primary Care 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Primary Care Co-Commissioning 15,186 15,186 0 26,036 26,036 0 

Local Enhanced Services 168 158 (-9) 288 265 (-23) 

Clinical Engagement 975 975 0 1,671 1,671 0 

Clinical Leads 95 95 0 163 163 0 

GP IT 313 313 0 536 536 0 

GP Prescribing 18,029 18,001 (-28) 30,906 30,906 0 

Central Drugs 407 452 45 697 777 80 

Out of Hours 92 88 (-3) 157 157 0 

Oxygen 131 131 (-0) 225 225 0 

Medicines Management 255 251 (-4) 437 437 0 

GPSIs & AQPs 823 854 32 1,410 1,462 52 

Total – Primary Care 36,472 36,504 32 62,526 62,635 109 

 
The forecast for all Primary Care is showing an overspend, mainly due to the cost of central drugs 
and services provided by GP Special Interest (GPSI) and Any Qualified Provider (AQP). GPSIs and 
AQPs are demand led services and subject to fluctuation. 
 
The forecast for Primary Care Co-Commissioning remains on target to spend within the allocation 
received. Further work continues with NHS England to monitor the expenditure, with all risks 
currently being managed within the forecast.   
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Prescribing overall is showing an overspend due to the cost of Central Drugs.  This is where the 
CCG is allocated a portion of costs for national unidentified prescribing drugs which cannot be 
allocated back to a Practice.  Expenditure for GP Prescribing is expected to remain within budget. 
 
4 OTHER FINANCIAL TARGETS & INFORMATION 
 
4.1  Cash Drawdown 

 
Year to date remains within the target with October being 0.79%. 
 

2016/17 Month 
Drawdown 

Month end 
balance % 

£’000 £’000 

April 21,250   15   0.07% 

May 19,375   515   2.66% 

June 20,730   106   0.51% 

July 21,220   13   0.06% 

August 18,732   221   1.18% 

September 19,790   122   0.62% 

October 20,568   125   0.61% 

Total 141,665   1,117   0.79% 

 
4.2  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 October 2016 is: 
 

BPPC 2016/17  Number £’000 

Non NHS Creditors 

Total bills paid in year 2,578 34,414 

Total bills paid within target 2,524 34,268 

Percentage of bills paid within target 97.91% 99.58% 

NHS Creditors 

Total bills paid in year 1614 110,907 

Total bills paid within target 1600 110,799 

Percentage of bills paid within target 99.13% 99.90% 

 
  



  

 

 
Page 11 of 13 

4.3  Debtors 
 
The CCG age debt profile as at 31 October 2016 is shown below: 
 

Debtor type 
Current 1 mth + 2 mth + 3 mth + 6 mth + 

£’000 £’000 £’000 £’000 £’000 

NHS 4 8 0 4 0 

Non NHS 0 0 0 0 0 

Total 4 8 0 4 0 

 
5  FINANCIAL PLANS 2017/18 and 2018/19. 
 
NHS Operational Planning and Contracting Guidance 2017-19 was published jointly by NHS 
England and NHS Improvement in September 2016. To support the Sustainability and 
Transformation Plans (TCP) process the annual planning and contracting round has been 
streamlined significantly. The default will be two year contracts in place of those currently 
negotiated annually. The timetable is also being brought forward, with a target deadline of all 
contracts to be signed by 23 December 2016.  
 
To ensure that organisational boundaries and perverse financial incentives do not get in the way 
of transformation, from April 2017 each STP (or agreed population/geographical area) will have a 
financial control total that is the sum of the individual organisational control totals. All 
organisations will be held accountable for delivering both their individual control total and the 
overall system control total. It will be possible to flex individual organisational control totals within 
the system control total, by application to NHS England and NHS Improvement. 
 
5.1  CCG Allocations 
 

REVENUE RESOURCE ALLOCATIONS 

Recurrent Recurrent 

2017/18   
£’000 

2018/19   
£’000 

Initial  Resource Baseline 251,125 256,150 

Growth (2.0%, 2.0%) 5,025 5,084 

Sub Total -  Revenue Allocation 256,150 261,234 

Running Cost Allowance 4,360 4,360 

Sub Total - Initial Resource Limit 260,510 265,594 

Primary Care Co-Commissioning 26,522 27,203 

Adjustments for HRG4+ & Identification Rules 2,165 2,200 

Total – Revenue Resource Allocation 289,197 294,997 

 
The CCGs programme allocation growth for each of the next 2 years is 2% and a further allocation 
adjustment has been made to reflect the tariff changes for HRG4+ and the change in 
specialist/core identification rules. This increase in allocation is expected to be cost neutral, 



  

 

 
Page 12 of 13 

although early indications are that this could be a significant cost pressure to the CCG. Further 
work is on-going with NHS England to understand and quantify any discrepancies. 
 
5.2  Business Rules 
 
Draft 2 year financial plans are being developed as part of the commissioning cycle and in 
accordance with the planning guidance. The prime financial business rules that the CCG must 
adhere to are:  
 

 Surplus - A surplus which is the higher of 1% or 2016/17 surplus, less any agreed drawdown. 
The CCG will receive £5.78m brought forward from 2016/17; Plans to draw down historical 
surpluses in 2017/18 or future years must be agreed in advance by NHS England. 

 1% Non Recurrent - The CCG is required to set aside a 1% non-recurrent fund for 2017/18, 
which includes Primary Care Co-Commissioning budgets. 0.5% will be available for CCGs to 
spend non recurrently to support transformation and change. 0.5% must remain uncommitted 
and held as a risk reserve, to be released only if approved by NHS England.  

 0.5% Contingency - The CCG is required to have a 0.5% contingency (including the primary care 
allocation) to manage in-year pressures and financial risks.  

 
The CCG will be required to provide NHSE with assurance regarding the ability to meet these 
requirements in ensuring it has robust deliverable Quality, Improvement, Productivity and 
Prevention (QIPP) plans in place to deliver the required savings. The GP five year forward view and 
mental health forward view must also be incorporated and delivered. Commissioning intentions 
and QIPP plans are being developed and will be prioritised in order of greatest potential impact.   
 
5.3  CQUIN 
 
The current CQUIN scheme enables providers to earn up to 2.5% of annual contract value if they 
deliver the objectives set out in the scheme. For 2017/18 and 2018/19 the full 2.5% will continue 
to be available with the following caveats: 

 1.5% will continue to be linked to the delivery of nationally identified indicators; 

 0.5% will be available subject to full provider engagement and commitment to the STP 
process; 

 0.5% will be held as a risk reserve until release is authorised. The reserve will be held by 
the provider, if it has delivered its prior year control total; or by the commissioner if the 
control total has not been delivered by the provider. 

 
5.4  National Tariff 
 
The tariff engagement document published in August 2016 proposed two major changes: to set a 
national tariff for 2 years; to change some currencies and top-up payments to better reflect 
different levels of complexity and current clinical practice (HRG4+). 
 
Subject to consultation, cost uplifts in the national tariff will be set at 2.1% for each of the next 
two years. Efficiency requirements will be set at 2%, giving a net tariff uplift of 0.1% in both years. 
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5.5  Contracts 
 
Initial draft contract offers have been made by lead commissioners to providers in line with the on 
the 4th November 2016 deadline. Discussions are on-going with providers in order to finalise 
contracts by the national deadline of 23rd December 2016.  
 
5.6  Timetable 
 
Key dates are highlighted below: 
 

Requirement Date 

Submit summary level financial plans 1 November 2016 

CCGs issue initial contract offers to providers 4 November 2016 

Submit draft operational plans 24 November 2016 

National tariff consultation closes 28 November 2016 

National tariff published 20 December 2016 

Contract signature deadline 23 December 2016 

Submit financial plans aligned with contracts 23 December 2016 

Submit arbitration paperwork where contracts not signed 9 January 2017 

Contracts signed to reflect arbitration outcome 31 January 2017 
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Board Assurance Framework 2016/17 
Agenda Item: 155/2016 

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 and Risk Committee 17 
November 2016 

Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
The Board Assurance Framework provides a structure and process that enables the CCG to 
focus on the principal risks to achieving its strategic objectives and be assured that adequate 
controls are operating to reduce these risks to acceptable levels (the risk appetite). The risk 
appetite is the level of risk the CCG has agreed to take to achieve the strategic objective. This 
enables the CCG to take opportunities which may be innovative and therefore carry a higher 
level of risk however the potential outcomes outweigh that risk. If a risk is operating above the 
agreed level, this must be appropriate and there must be clear actions in place to ensure that 
once the actions are complete the risk score will reduce to the appetite level or below. 
 
The CCG Board Assurance Framework has been updated since the last meeting and following 
the Board workshop the objectives have been updated and risks aligned. All amendments to 
the contents of the risks can be seen in blue text within the document. A summary of updates 
is provided on page 2 of the BAF which include: 
 

• Risk 1 has reduced in score and updates included; 
• The controls for risks 2, 6 and 9 have been updated; 
• Additional assurances have been identified for risks 3 and 5; 
• Mitigating actions for risk 4, 7 and 11 have been updated. 

 
The CCG Governance, Performance and Risk Committee reviewed the BAF and noted the 
changes since the last meeting. The Joint Leeds North CCG and Leeds South and East CCG 
reviewed the risks aligned to the quality committee which are risks 4 and 5. 
 
The CCG Board is asked to review and comment on the BAF, noting the updates since the 
last meeting. 
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Key Recommendations 
The CCG Board is asked to review and comment on the BAF, noting the updates since the 
last meeting. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
All risks 
 
Next Steps 
The Board Assurance Framework will be updated to reflect discussions at GPR, Board 
and any other updates. The updated version will be presented to Director leads, CCG 
committees and at the next Board meeting. 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
 



 

 

 

Board Assurance Framework (BAF) 2016-2017 
 

Introduction 
 

The Board Assurance Framework (BAF) sets out how NHS Leeds North CCG will manage the principal risks to delivering its strategic objectives. The 
BAF enables the Board to corporately assure itself (gain confidence, based on evidence). The framework aligns risks, key controls and assurances 
alongside each objective.  

   
Where gaps are identified, or key controls and assurances are insufficient to reduce the risk of non-delivery, action needs to be taken. Planned actions 
will enable the Board to monitor progress in addressing gaps or weaknesses and to ensure that resources are allocated appropriately. 
 
Board responsibility for the BAF  

 
 It is for the Board as the corporate head of the CCG to: 

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

 

Assurance 

The BAF provides the basis for the preparation of a fair and representative Annual Governance Statement.  It is the subject of annual review by both 
Internal and External Audit.  
 
V4 09.11.16 
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Summary of strategic risks 

Strategic Objective Risk to delivering the objective 

Initial 
Score 

(without 
controls) 

Current 
Score 

Risk 
appetite Key changes since last review 

1. The people of North 
Leeds will live independent 
and healthier lives 

1. Resources are not targeted effectively to areas of most 
need, leading to failure to improve health in the poorest 
areas  

16 6 8 
Risk has reduced in score and 
additional mitigating actions have been 
identified.  

2. Inability to influence behavioural change, leading to 
failure to improve health and well being  16 8 9 Further controls and actions have been 

included 
3. Ineffective engagement with patients and the public, 

leading to commissioning decisions which do not meet 
the needs of our population  

16 9 9 
 
Risk score remains the same with 
additional assurances added 

2. The people of North 
Leeds will receive 
accessible, quality and 
supportive services 

4. Failure to drive quality improvement, leading to 
commissioned services not reflecting best practice and 
improving care 

16 8 12 
 
Further mitigating action identified 

5. Providers fail to meet quality standards,  leading to 
poor quality and unsafe care 20 8 8 

Changes have been made including 
further assurances and mitigating 
actions 

6. System-wide or provider capacity shortfalls, leading to 
a failure to meet patient needs 20 12 12 Updates to the risk controls and further 

assurances have been included 
7. Inability to develop a population health management 

approach, leading to a failure to shift care out of 
hospital settings  

20 12 12 
Significant changes have been made 
including complete review of the 
mitigating actions 

8. Member practices do not fully engage and participate, 
leading to decisions which are not clinically led 10 5 6 Risk score has remained the same 

3. The CCG will deliver a 
well-led and sustainable 
health and social care 
system 
 

9. Failure to achieve financial stability and sustainability, 
leading to an inability to fund the CCG’s strategic 
objectives  

20 9 9 Updates to controls and mitigation 
actions 

10. Governance and risk management arrangements are 
not clear, robust and transparent, leading to poorly 
informed decisions and reputational harm to the CCG 

20 6 6 Amendments have been made and 
additional gaps in assurances identified 

11. Failure to secure the capacity and skills needed to be 
sufficiently agile, leading to an inability to respond 
quickly and effectively to change 

16 9 9 Review of mitigating actions completed 

12. Failure to work successfully with partners to integrate 
services, leading to duplication, waste and inefficiency 20 9 9 

Risk score has remained the same but 
amendments are included 

 



 
Risk 1:   Resources are not targeted effectively to areas of most need, leading to failure to improve health in the poorest areas Lead Director/risk owner: Gina Davy/Rob 

Goodyear 
Strategic Objective 1:   The people of North Leeds will live independent and healthier lives Date last review: 

8 November 2016 
Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16 
Current score: 
2 x 3 = 6 
Risk appetite: 
2 x 4  = 8 
 
 

Rationale for current risk score: 
The CCG is working in partnership with health and social care organisations to ensure that all 
patients are receiving the necessary resource to deliver health improvement and address health 
inequalities. The CCG has established a number of controls, recently reviewed by internal audit, 
to target existing commissioning resources to populations of most need. The financial position of 
the CCG and local authority will mean this risk score will remain the same for the foreseeable 
future. 
Rationale for risk appetite: 
We need to reduce the likelihood of this risk happening through robust commissioning and 
working with the wider health and social care economy. However, the impact of this risk, should 
it occur, will always remain high. 

Controls (what are we currently doing about the risk?): 
• Close working relations with Health partnerships in Leeds City Council (LCC) 
• Actively apply intelligence from the Joint Strategic Needs Assessment into commissioning intentions and in year decision 

making 
• CCG inequalities action plan to co-ordinate targeted work across CCG objectives and in year work plans e.g. migrant health 
• MOU with LCC for public health advice and support and ensures Public Health alignment with CCG objectives 
• Active partner of the ENE HWB executive with a key focus to address inequalities 
• CCG provides targeted facilitation support within Chapeltown, Seacroft, Gipton and Little London localities 
• Leeds North mental health needs assessment   
• Recurrent Health Inequalities funding secured for practices with 900 of population living in deprived Leeds 
• Specific 2% funds allocated to support initiatives linked to deprivation eg additional capacity for practices to work 

collaboratively to address culture of non-engagement/non-attendance and to increase uptake of screening/imms and NHS 
Healthcheck 

• Differential investment of PMS premium to reduce premature mortality within our most deprived populations 
• Investment in Social prescribing  proportionately targeted towards areas of highest  deprivation 
• Commissioning of improved outcomes for complex and vulnerable patients within CCG core engagement scheme  
• Development of Practice level profiles supporting practices to better understand and therefore meet the needs of their local 

population   
• Local criteria for estates technology transformation fund bids included health inequalities and proactive work undertaken to 

support bids from most deprived practices 
• Effective delivery of Mental Health framework  which includes ensuring parity of esteem between mental and physical health 
• Internal audit scheduled to review extent to which the CCG is targeting resources towards reduction of health inequalities 

Mitigating actions(what more should we be doing?): 

Action Owner Due by  
Focussed work in key 
communities – Seacroft; 
Gipton;Little London etc 

Lucy 
Jackson 

Complete 

HWB joint plan with 
LSE  CCG for the inner 
east  

Lucy 
Jackson 

Ongoing 

Third Sector Grant 
scheme targeting gaps in 
SP work around gaps 
identified for round 3  

Rob 
Goodyear 

01/12/16 

Implementation of 
recommendations 
identified within internal 
audit report on health 
inequalities 

Lucy 
Jackson 

31/01/17 

Citywide discussions 
regarding resources and 
capacity required to 
support populations of 
need being progressed 
through ‘One Voice’ 

Gina Davy 31/01/17 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Outcomes Framework includes key metric to measure success in reducing inequalities - for health-related Potential Years 

of Life Lost  
• Health and Wellbeing Board reports/National surveys show improvements in reducing health inequalities within Leeds 
• Improved health outcomes reported in the JSNA 
• New Health and Wellbeing Strategy targets the reduction in health and social inequalities 
• Equality and diversity assessments conducted for new workstreams, policies and procedures 
• High level indicators against  Mental Health framework outcomes being developed  as part of citywide dataset 
• Metrics in place to measure impact of 2% projects 

Gaps in assurances (what additional assurances should we seek) 
• Clarity regarding approach to primary care resourcing / 

investment at citywide level within the context of  relative 
levels of deprivation across the city and wider population 
health management approach (PHM) 

• Assurance that meeting the needs of our most deprived 
populations is not being hampered by the fact that they span 
CCG boundaries 

Additional Comments: Significant assurance from internal audit Risk register: 475, 305, 525 
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Risk 2:  Inability to influence behavioural change leading to failure to improve health and well being  Lead Director/risk owner 
Lucy Jackson 

Strategic Objective 1:   The people of North Leeds will live independent and healthier lives 
 

Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16  
Current score: 
2 x 4 = 8  
Risk appetite: 
3 x 3 = 9 

Rationale for current risk score: 
Changing behaviour will enable patients to take more ownership of managing their 
health and have overall control of their health and wellbeing.  
 
Rationale for risk appetite: 
Implementing new strategies to encourage behavioural change requires an increased 
risk appetite to enable innovation. 
 

Controls (what are we currently doing about the risk?): 
• Programmes to encourage patients to take more control of their health &wellbeing 
• Within the Leeds Plan there is a workforce element of working including health coaching  
• Prepare health and care professional to have collaborative conversations under the citywide self-

management action plan – Year of care; self-management courses/support/apps etc 
• Engagement with review and reprocurement of healthy living services 
• Practice engagement scheme 
• TeleX work programme 
• Engaging communities e.g. Community Voices, surveys, focus groups. 
• Online booking facilities 
• Co-designing of care pathways 
• CQUINS to improve provider care 
• STP process in development around 4 key workstreams, links to Health & Well Being Strategy to 

support financial and productivity expectations 
• Focussed support for the central 4 on healthy living 
• Work with A&E - influencing patient behaviour, GPs in A&E 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Messages to citizens re winter planning Jason 

Broch 
Dec 2016 

Working with LCC in the re-
commissioning of the Healthy Living 
Service to ensure good synergy with 
redesign of community based mental 
health service  

Jane 
Williams 

September 
2016 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Increase in patient self-management reported via the citywide self-management action plan 
• Outputs from review of the healthy living services 
• Uptake of practice engagement scheme 
• Patient feedback/patient profiles 
• IAPT quarterly reports 
• CQUIN reports 
• STP  plans and updates on delivery 
• Health and Wellbeing Board reports/National surveys show improvements within Leeds 
• Development of mental health information portal,   Leeds MIND peer support hub, good progress 

has been made 
• Development of system plan to implement health coaching 

Gaps in assurances (what additional assurances should we seek) : 
Effective evaluation of impact of mental health interventions on 
changing behaviour half way through the LTC/IAPT pilot the findings 
of which will be available from September 2016 
CCG staff wide engagement in the ‘one you’ discussions 
• Effective delivery of Improving Access to Psychological 

Therapies (IAPT) – further focus plan being developed and 
service provider and procurement options being considered  

Additional Comments:  
 

Risk Register: 524 
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 Risk 3:   Ineffective engagement with patients and the public leading to commissioning decisions which do not meet the needs of 
our population 

Lead Director/risk owner 
Rob Goodyear 

Strategic Objective 1:   The people of North Leeds will live independent and healthier lives Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4  = 16 
Current score: 
 3 x 3 = 9 
Risk appetite: 
 3 x 3 = 9 
 
 
 

Rationale for current risk score: 
Commissioning care to meet the needs of the local population is integral to delivery of 
the strategic objectives of Leeds North CCG.  
 
The rationale behind this is that with ever decreasing resources there will be a need to 
consider what we can afford to provide and to ensure that appropriate engagement to 
support these decisions is undertaken is more important than ever. 
Rationale for risk appetite: 
Engagement is key to ensuring that our commissioning decisions meet the needs of 
the population. The Communications and Engagement team has been reviewed on a 
city wide basis and a new city wide Head of department is in place to support 
collaborative working. 

Controls (what are we currently doing about the risk?): 
• New Communications and Engagement strategy: 

o Embedding patient and public involvement into the commissioning cycles of the CCG 
o a thorough forward planning system for PPI 
o plans to manage and improve stakeholder relations 
o develop and improve population level involvement of people in North Leeds 

• PPI groups – Community Voices, and development of Virtual Practice Reference Group 
Network  

• Well established ‘Together We Can’ user involvement in mental health services  
• Patient Assurance Group 
• Assisting commissioners to ensure robust planning and delivery of CEED plans 
• Joint assurance planning with commissioning teams 
• Improved commissioning intentions process signed off by Directors of Commissioning 
• “Three Things” Communications campaign, analysis received and being presented to Executive 

in August. 
• eMBED have been appointed on a three year contract to provide E&D support for the new E&D 

model 
• Established PPI Working Group meeting monthly 
• PAG summaries reported to Board  
• PPI update reports to Board  

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Monitor delivery of Communications 
and engagement strategy 

Stuart 
Barnes 

ongoing 

Support and monitor all engagement 
and assurance plans planned and 
delivered by the CCGs commissioning 
teams including E&D plans   

Stuart 
Barnes 

Ongoing 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Evaluation of public consultation and engagement work –Influence of ‘Together we can’ on 

Mental Health Framework and service redesign  
• Patient feedback, PALs data and complaints data review and evaluation 
• Internal audit review of Stakeholder Engagement provided ‘significant’ assurance 
• New CCG website launched Sept  2016 
• New model of E&D established within LNCCG 

Gaps in assurances (what additional assurances should we seek):  
• Assurance that we are taking a ‘universal proportionalism’ approach 

to comms, with increased effort with individuals and communities in 
most need  

• Review use of Market segmentation (Mosaic) to target comms 
appropriately as part of C&E action place 

  
Additional Comments: Risk Register: 576 
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Risk 4:  Failure to drive quality improvement leading to commissioned services not reflecting best practice and improving patient care 
 

 
Lead Director/Risk Owner 
Clare Linley/Manjit Purewal 

Strategic Objective 1:   The people of North Leeds will receive accessible, quality and supportive services Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16 
Current score: 
2 x 4 = 8 
Risk appetite: 
3 x 4 = 12 
 
 

 
Rationale for current risk score: 
The CCG focuses on receiving quality assurance, rather than driving quality 
improvement. The CCG’s strategy is to improve the quality of care for patients and is 
now responsible for co-commissioning primary care with NHS England. 
 
Rationale for risk appetite: 
Successful implementation will deliver improvements in the quality of care, but the 
potential impact on patients in the future if the CCG fails to drive quality improvement 
remains high. 

Controls (what are we currently doing about the risk?): 
• Quality and Safety Committee oversight of improvement initiatives – looking to 

focus more citywide 
• LIQH funding been approved for the year and is part of LAHP 
• CQUINS in place with all providers 
• Provider Management Groups looking to join up to support care pathway 

developments 
• Contract mechanisms for reporting patient experience 
• Contract Management Board – in place with all providers 
• Primary Care Quality Improvement Group - systematic approach to understanding 

quality improvement priorities across the CCG.  
• Internal audit of Primary Care Quality Improvement Group - plan 
• Mental health framework delivered through the Mental Health Partnership Board 

chaired by Adult Social Care  

Mitigating actions (what more should we be doing?): 

Action Owner Due by  
Review of existing quality assurance structures to 
incorporate co-commissioning responsibilities 

Manjit 
Purewal 

March 
2017 

Review of Quality Governance arrangements to 
ensure appropriate controls and assurances are in 
place 

Clare 
Linley 

January 
2017 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• CQUIN reports at all provider management groups 
• Quality performance groups report to CMB 
• Providers share workforce plans when changing services or organisational changes 
• Annual workforce assurance report 
• Locality team reviews practice-level quality profiles and provides specific support in relation to quality issues an themes 
• Tracking of specific CCG QP 
• Indicator set for  mental health framework outcomes  
• Regular report from providers on clinical effectiveness 

Gaps in assurances (what additional 
assurances should we seek) : 
LIQH being able to drive a PLP which is CCG 
specific given the current financial implications 
 
Driving a changing environment for Target  

Additional Comments: Risk Register: 583, 472, 540, 44, 27, 610  
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Risk 5:  Providers fail to meet quality standards  leading to poor quality and unsafe care 
 

Lead Director/risk owner 
Clare Linley/Manjit Purewal 

Strategic Objective 1:   The people of North Leeds will receive accessible, quality and supportive services Date last review: 
  8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 5 = 20  
Current score: 
2 x 4 = 8  
Risk appetite: 
2 x 4 = 8 
 

Rationale for current risk score: 
The CCG has in place quality standards, and measures quality outcomes to try and 
assure the quality of care.  
 
Rationale for risk appetite: 
A risk appetite of 8 has been applied as the CCG aim is to minimise the likelihood of 
the risk occurring.  The consequences of failure remain high due to the risk to patient 
safety. 

Controls (what are we currently doing about the risk?): 
• Contract Management Boards monitor quality standards against the NHS contract and KPIs 
• Provider and CCG joint quality performance meetings monitor standards of quality and action 

plans where this is below agreed/expected 
• West Yorkshire Quality Surveillance Groups attended by range of stakeholders to share and 

triangulate quality issues/concerns. 
• Joint Leeds North/Leeds South and East Quality and Safety Committee reviews quality reports, 

including key metrics e.g. Safer Staffing, Family and Friends, Serious incidents 
• Governance, Performance and Risk Committee approves policies, reviews performance 
• CQC inspection programme – reports and action plans are monitored via provider quality meetings 
• Internal audit of quality information and assurance processes identifies gaps in assurance 
• NHS Improvement working with LTHT to achieve sustainable performance and finance position 
• NHS working with LTHT and LYPFT to achieve sustainable position 
• Primary care quality report to be reviewed at Quality and Safety committee 
• Regular programme of clinical and managerial visits to providers  
• System Resilience Assurance Board 
• Health & Social Care Scrutiny programme 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Interim Primary Care tracker to be 
utilised to support monitoring of primary 
care quality issues until primary care 
dashboard is available.  

Gina Davy 31/12/16 

Put in place mechanism for providing 
assurance regarding care home quality 

Clare Linley Dec 2016 

Review of quality governance 
arrangements to ensure appropriate 
controls and assurances are in place 

Clare Linley Jan 2017 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Provider quality performance meetings report to CMB and CMB minutes reviewed at GPR 
• Internal audit report on contract and provider management 
• NHS engagement to assist in system flow both at LTHT and LYPFT  
• Performance reports to GPR 
• Outcomes and updates of STP discussed at board and executive 
• CQUIN performance reports to quality meetings and Contract Management Board 
• SRAB report including  A&E Recovery Plan 
• CQC assessments: LTHT ‘good’, 25/26 general practices ‘good’, St Gemma’s ‘outstanding’  
• Quality assurance identified 2 practices requiring improvement support 

Gaps in assurances (what additional assurances should we seek) : 
• Greater and more locally visible NHS area team contract 

management for specialised commissioning  
• Delay in production of the Primary Care Quality Dashboard to 

support primary care quality surveillance 
• Assurance regarding quality in care homes 
 

Additional Comments:  Risk Register: 226, 604, 334, 333, 28, 536, 432, 606, 603, 537, 466, 399, 600 
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Risk 6:   System-wide or provider capacity shortfalls leading to a failure to meet patient needs ( not demands) 
 

Lead Director/risk owner 
Nigel Gray 

Strategic Objective 1: The people of North Leeds will receive accessible, quality and supportive services Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
3 x 4 = 12 
Risk appetite: 
3 x 4 = 12 
 
 
 

Rationale for current risk score: 
Recent actions have reduced capacity challenges within the system, reducing the risk 
score to 12  
 
Rationale for risk appetite: 
Integrated working with providers has improved and reduced the likelihood of any 
shortfalls within the system. However, the potential consequences of failing to meet 
patient needs remain high, as they are nationally. 

Controls (what are we currently doing about the risk?): 
• System Resilience Assurance Board (SRAB) – Chaired by LNCCG on behalf of the city. ToR have 

been reviewed, focus and membership clarified and operational group established.  New 
programme of work underway 

• System Flow Board operational –chaired by LNCCG on behalf of city. 
• SRAB dashboard created. 3 ‘obsessions’ agreed. 
• Emergency Care Standard action plan monitored and reporting  
• New financial performance and accountability framework adopted at SRAB 
• NHSI returning to work with LTHT and LYPFT to achieve sustainable position financially and 

operationally to support demand plans, system flow plans within hospital and transfer out of 
hospital plans. 

• Monthly activity, financial, performance and quality reporting  
• Non-recurrent investment in RTT and system resilience maintained 
• Contingency fund for winter – allocations agreed at November SRAB meeting 
• Audit of current system added to internal audit programme for 2016/17 

Mitigating actions (what more should we be doing?): 

Action Owner Due by  

Area team supporting SRAB, sharing 
West Yorkshire-wide as issues affect all 
health and social care economies 

Nigel Gray ongoing 

NHSI support to drive external challenge 
refocused 

Nigel Gray 1/3/17 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Area team assurances as per our SRAB and ECS action plan sign off and monitoring  
• Area team quarterly CCG reviews – rated as good 
• DTOC relatively stable and A&E attendance shows increase – revised action plan agreed  
• WY wide urgent care Vanguard provides opportunity to test, attract funds and ensure consistency 

of approach – return on investment profiles and evaluation being agreed with NHSE. 
• Acceleration zone work with NHSI and NHSE to achieve 95% ECS target and 30% clinical 

disposition rate with YAS West Yorkshire-wide by 1 March 2017 
• National and regional benchmarking of performance and delivery of constitutional standards 
• Community Bed Strategy review with clear recommendations for 2016/17 
• Operational Resilience Group redesigning and integrating the discharge service to reduce 

duplication and increase efficiencies  

Gaps in assurances (what additional assurances should we seek) : 
 
On-call training category 1 vs category 2 discussion ongoing with NHS 
England, as rules unclear nationally. On call pack being reviewed to 
address. 

Additional Comments:  Risk Register: 593, 541, 628, 582, 616 
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Risk 7:  Inability to develop a population health management approach,  leading to a failure to shift care to out of hospital settings 
 

 
Lead Director/risk owner 
Manjit Purewal 

Strategic Objective 2:   The people of North Leeds will receive accessible, quality and supportive services  Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20  
Current score: 
3 x 4 = 12  
Risk appetite: 
3 x 4 = 12 

Rationale for current risk score: 
The current NHS system focuses on ill health and is provider/partner focussed.  
We need to establish a population health management approach to provide patient centric 
care which improves health and wellbeing outcomes and reduces duplication and therefore 
cost. 
Rationale for risk appetite: 
Commissioning for outcomes from providers working in a more accountable way will 
increase focus on prevention and help shift care to out of hospital settings. A higher risk 
appetite is required to enable the innovation needed to deliver population heath 
management through the realignment of risks, incentives and move to strategic 
commissioning and accountable care provision. 

Controls (what are we currently doing about the risk?): 
• 5YFV and local approaches to population health management (PHM) discussed and new Population Health 

Management group established  
• Locality Team supporting practices and localities 
• Locality Team inverting to support integration and collaboration  
• Good engagement with GP members regarding developing approach to PHM 
• Board workshop and ongoing discussions regarding PHM and implementation 
• Explicit connect between GPFV delivery plan and the cities PHM approach 
• Funded locality leadership model in place to fund time for GP, practice manager and practice nurse leaders to 

engage and develop new models of care locally 
• Locality Team aligning existing BCF initiatives, core engagement scheme and Enhanced Services in 16/17 to 

take a population based approach to commissioning primary care and support greater integration. 
• Consulting localities on most appropriate way of integrating competencies that address mental health issues into 

NMoC. 
• Development of Chapel town locality as ‘test-bed’ for different elements– Mental Health wrap-around, NMoC for 

Diabetes and Learning Locality.  
• Mental Health Framework work on new models of community based support aimed at reducing acute care 

needs. 
• Test beds being explored to include devolved budgets, pathway redesign at a locality level to gain more local 

awareness and empowerment to support the NHS’ financial and system shift challenges   
• Commissioning and market management intent described 
• Active input into the STP 

Mitigating actions (what more should we be doing?): 
Action Owner Due by  
Signal strategic approach to PHM and 
priorities for development within each 
of the main provider contracts for 17/18 
– 18/19 

Gina 
Davy 

31/12/16 

Recognition of the need to establish a 
city wide strategic commissioning 
strategy and provider development 
strategy to drive forward PHM 
approach across the city 

Nigel 
Gray 

31/01/17 

Citywide discussions regarding 
distribution of resources and capacity 
required to support populations of need 
being progressed through ‘One Voice’ 

Gina 
Davy 

31/12/16 

Work being undertaken through council 
of members to confirm locality 
leadership to enable representation of 
LNGP as provider within city wide 
forums 

Manjit 
Purewal 

31/12/16 

CCG leads for PHM part of ‘One Voice’ 
engine room and workshops 

Gina 
Davy 

31/12/16 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Evaluation of areas in which we are testing new models of care in terms of pilots/proof of concept Feedback 

and learning from locality leader’s network who are taking forward PHM. 
• Clearly described commissioning and market management strategy- describing how the CCG will commission 

and contract to achieve NMoC 
• Extent to which CCG utilises additional co-commissioning contractual flexibilities to commission new MOC 

around the unit of primary care 
• Feedback from consultations and engagements 

Gaps in assurances (what additional assurances should we seek) : 
Sufficient capacity and agility to existing providers to respond to the delivery 
of PHM 
The ability of Leeds North General Practices to mobilise and unite as a 
provider within citywide PHM discussions.  
Assurance that PHM will not widen inequalities 
Assurance that PHM remains focused on outcomes and quality not demand 
and professional interests 
Assurance that the development of CCG functions through the ‘One Voice’ 
work 

Additional Comments: Risk Register: 599, 596, 595, 594, 471,  
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Risk 8:  Member practices do not fully engage and participate, leading to decisions which are not clinically led 
 

 
Lead Director/Risk owner 
Jason Broch 

Strategic Objective 2:   The people of North Leeds will receive accessible, quality and supportive services Date last review: 
8 November  2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
2 x 5 = 10 
Current score: 
1 x 5 = 5 
Risk appetite: 
2 x 3 = 6 
 
 
 

Rationale for current risk score: 
The CCG is a membership organisation with all local GPs as members. The changes 
to delegated commissioning of primary care and the development of general practice to 
work on an increased footprint carry a risk of changing relationships between practices 
and the CCG. Moving commissioning to a wider STP-based footprint also risks local 
engagement and ownership.  Practices must fully engage to ensure that the direction 
of travel for models of care is understood. 
 
Rationale for risk appetite: 
High engagement with members will ensure that clinical input supports decision 
making and members are fully engaged. 

Controls (what are we currently doing about the risk?): 
• Primary Care Locality Team structured to provide strong member links and support to practices. 

Enables member insight to feed into core commissioning and development priorities.  
• Primary Care Engagement Scheme (Core, Prescribing, Locality budgets and OBCF) 
• Quality Improvement Support – CQC support, GPIP, practice profiles 
• Practice engagement meetings and on-going support  
• Population Health Management workshops with members in advance of establishment of PHM 

group with key providers from October 2016 
• Supported and facilitated locality meetings and locality project support 
• Clinical Leadership Team, GP Portfolio Meetings, Prescribing meetings, CDU 
• Bi-monthly Council of members meeting – new focus agreed to enable greater provider 

conversations to support accountable care conversations  
• Constitution outlines roles and responsibilities of  member practices 
• GP Non Executive Board  members 
• Number of clinical portfolio leads working with the CCG 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Developing locality leadership of 
practices to use Council and PMG group 
to nurture provider development and 
facilitate city-wide voice. 

Jason 
Broch/ 

Nigel Gray/ 
Gina Davy 

Ongoing 

PMG developing relationship between 
primary care and other providers, linking 
to GPFV. 

Ongoing 

Engagement in ‘One Voice’ will ensure a 
Leeds North perspective across the city 

Nigel Gray December 
17 

Co-opt practice manager and nurse onto 
CLT prior to possible elections in 2017.  

Jason 
Broch/ 
Manjit 
Purewal 

PM 
complete 
Nurse – Jan 
17 

 

 
Assurances (how do we know if the things we are doing are having an impact?): 
• Practice engagement in incentive schemes – positive  
• Number of locality level projects continue to grow 
• Practices attending and actively participating in locality meetings 
• Practice engagement in research projects 
• Annual stakeholder survey results – positive feedback from practices 
• Good attendance at Council meetings, active discussion of key strategic issues 
• 360 degree feedback and soft intelligence received through locality team. 
• Additional resource to Primary Care Team 
• Collaborative management of practice performance issues working well. 

Gaps in assurances (what additional assurances should we seek) : 
• Vacant CLT position – Nurse 
• Recruitment and resourcing issues in primary care are creating 

capacity pressures in the light of increasing demand. 
• City-wide approach to developing strategic commissioning may not 

fully align to local strategy. 
• The ‘One Voice’ work creates uncertainty for staff and members until 

clarity reached.  

Additional Comments: Risk Register: 331, 597  
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Risk 9: Failure to achieve financial stability and sustainability leading to an inability to fund the CCG’s strategic objectives 

 
Lead Director/risk owner 
Martin Wright, Chief Financial Officer 

Strategic Objective 3: The CCG will deliver a well-led and sustainable health and social care system Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
3 x 3 = 9 
Risk appetite: 
3 x 3 = 9 
 
 

Rationale for current risk score: 
Failure to achieve financial stability could lead to a breach in our statutory duties and 
have an adverse effect on our local population. The CCG has a number of key financial 
controls in place. 
 
Rationale for risk appetite: 
By systematically identifying and addressing financial  risks we aim to minimise the 
likelihood of problems occurring 

Controls (what are we currently doing about the risk?): 
• Citywide planning and STP process to identify risks, commissioning intentions, QIPP/decommissioning 

plans 
• Financial Plan approved by the Board and discussed at Executive team 
• Monthly financial reporting to budget holders, NHS England, the Board and executives 
• Monthly contract information received from lead commissioners and CSU 
• Detailed annual budget calculated and formally delegated to budget holders 
• Budgetary control systems for identifying and controlling financial risks 
• Detailed financial policies and budgetary control framework outlines responsibilities and ground rules 
• Regular meetings with budget holder, provider management groups and contract management boards 
• Risk sharing agreement agreed across the Leeds CCGs re continuing care and learning disabilities 
• Regular CFO meetings 
• Internal audit reviews of financial systems, budgetary control and financial management 
• Re-establishment of citywide CCG Network 

 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
STP financial plans to be 
completed 

Martin 
Wright 

Completed 

2 year operational financial 
plan to be completed  

Martin 
Wright 

31/12/16 

QIPP/decommissioning/cost 
savings plans to be agreed 

Rob 
Goodyear 

23/12/16 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Monthly finance report to Board identifying any current financial risks 
• Monthly budget reports are issued and discussed at budget holder meetings 
• Budgetary control framework in place 
• Lead commissioner monthly forecasts  
• Internal audit reports -  audit of Budgetary Control and Financial Management provided ‘full’ assurance  

Gaps in assurances (what additional assurances should we 
seek) : 

• Learning Disabilities TCP lack of finances moving 
from NHSE 

• Out of Area Mental Health treatments  
• Financial control with main providers in the city 
• Lack of clarity regarding the sustainable 

transformational fund 
Additional Comments: 
The financial settlement for CCG’s for 16/17 and beyond has had a significant impact on the CCGs spending 
power and ability to fund desired commissioning intentions.  The CCG 16/17 financial plans have been 
submitted to confirm compliance with business planning rules and statutory duties. However the CCG must 
continue to explore options for generating future financial efficiencies in order to maintain financial 
sustainability into 2017/18 and beyond. 

Risk Register 
601, 193, 342, 321, 317, 318, 319, 598, 554, 320, 316, 311 
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Risk 10:  Governance and risk management arrangements are not clear, robust and transparent leading to poorly informed 
decisions and reputational harm to the CCG 
 

 
Lead Director/risk owner 
Martin Wright, Chief Financial Officer 

Strategic Objective 3:  The CCG will deliver a well-led and sustainable health and social care system 
 

Date last review: 
7 November  2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
 4 x 5  = 20 
Current score: 
 2 x 3 = 6 
Risk appetite: 
 2 x 3 = 6 
 
  
 

Rationale for current risk score: 
Failure to implement robust governance arrangements could lead to breach of legal 
requirements and reputational damage as well as preventing the CCG from delivering 
its strategic objectives. 
 
Rationale for risk appetite: 
Procedures in place to ensure that arrangements are clear, robust and transparent. 
The CCG has reviewed governance arrangements for primary care commissioning and 
is reviewing arrangements for new models of care.  

Controls (what are we currently doing about the risk?): 
• Committee structure supports Board with clear decision making 
• Governance Performance & Risk Committee oversees assurance and risk management  
• Audit Committee reviews financial and risk systems and processes. 
• Risk management strategy 
• Financial risk sharing 
• CCG and City-wide Collaborative governance teams 
• Risk management and governance documents available on website to ensure transparency 
• Internal audit programme covers key risks, including governance arrangements 
• Board Assurance Framework, aligned to new streamlined strategic objectives 
• Complete suite of policies in place  
• Conflicts of Interest Guardian in place 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Review of Risk management 
systems to ensure consistency 
across the 3 CCGs and review 
options for collaborative risk 
management approach 

 
Joanna 
Howard 

 
 
Ongoing 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Clear audit trail for all decisions with minutes clearly stating where decisions are made 
• Risk register and BAF presented to committees and Board  
• NHSE annual assurance 15/16  - CCG rated as ‘good’ in all components.’ 2016/17 assurance 

meetings ongoing 
• Summary Committee reports to Board 
• Internal audit of Governance of Primary Care Commissioning provided ‘significant’ assurance  
• Internal audit of Central Delivery Unit provided ‘significant’ assurance 
• Head of Internal Audit opinion  - significant assurance that there is a generally sound system of 

internal control 
• Risk management section of Annual Governance Statement rated  ‘excellent’ by NHSE 
• NHSE Conflict of Interest quarterly return 

 

Gaps in assurances (what additional assurances should we seek) : 
• Seeking interim arrangements to cover Board and senior 

leadership vacancies pending outcomes of ‘One Voice’ 
• Key performance measures being developed for new strategic 

objectives. 

Additional Comments:  
 
 

Risk Register:  
279, 629, 322, 578, 216 
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Risk 11:  Failure to secure the capacity and skills needed to be sufficiently agile, leading to an inability to respond quickly 
and effectively to change 

Lead Director/risk owner 
Gina Davy/Rob Goodyear 

Strategic Objective 3:  The CCG will deliver a well-led and sustainable health and social care system Date last review: 
8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16  
Current score: 
3 x 3 = 9 
Risk appetite: 
3 x 3 = 9 

Rationale for current risk score: The level of uncertainty remains high during the initial year 
of  the new commissioning support services and primary care commissioning arrangements, 
ongoing changes to the wider health and social care economy and the review of the CCG 
structure within the context of the CCGs budget in 2016/17 
 
Rationale for risk appetite: Work streams to help support the changing economy may be 
innovative and therefore a higher risk appetite may be required especially with changes to the 
CCG structure, additional co-commissioning responsibilities and current staff turnover.  

Controls (what are we currently doing about the risk?): 
• Organisational Development Plan updated and refreshed to reflect recommendations identified through Investors in 

Excellence process and reviewed across organisation. Learning catalogue produced and available for all staff to 
improve access to training and development for staff. OD Working Group formed lead by Chief Officer and Director of 
Nursing 

• Delivery of Team and staff resilience programme and lifestyle management to support health and wellbeing of staff. 
• CCG objective setting and quarterly staff appraisal process in place.  
• Programme of training being rolled out by eMBED 
• Quarterly workforce reports reviewed by the Executive committee and annual staff survey undertaken and analysed. 
• Collaborative working with other organisations across health and social care 
• Strong partnership working between the 3 CCGs, with number of city wide posts. 
• Board to Board workshop held to identify opportunities  for greater partnership working, plus LNCCG  Board 

workshop 
• Launch of One Voice programme to identify opportunities to streamline functions across CCGs and therefore 

maximise capacity by reducing duplication 
• CCG Directors of Commissioning facilitating work to increase integration across citywide commissioning teams 
• Quality improvement skills and capability developed through the Leeds Institute of Quality Healthcare and funding 

continued until  December 2016 pending evaluation .Linked in to LAHP and Clinical Senate 
• Leeds Academic Health Partnerships (looking at citywide workforce options) 
• Make/buy/share analysis of additional co-commissioning responsibilities completed – transactional elements of co-

commissioning to continue to be delivered by NHSE AT.  
• Citywide capacity being secured to deliver elements of co-commissioning. All GP portfolio roles appointed. 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Monitoring of implementation 
of make/share/buy model 
within first three quarters of 
co-commissioning 

 
Gina 
Davy 

31/01/17 

One Voice  review of 
collaborative working city 
wide and best use of existing 
capacity across the Leeds 
CCGs 

Nigel 
Gray 

1 Dec 
2016 

Ongoing review and oversight 
of any potential impact of 
internal restructure on delivery 
of core functions 

Nigel 
Gray 

Ongoing 

Escalation to CCG lead 
directors regarding gaps in 
delivery of products  and 
services from eMBED 

Martin 
Wright 

Ongoing 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Workforce reports with details focused action plans 
• Outcomes from individual training and development 
• Reports  to the Board on delivering the CCG  operational plan and engagement 

schemes 
• Results of staff survey incorporated into OD Plan 
• Outcomes from IIE – good and incorporated into OD Plan 

Gaps in assurances (what additional assurances should we seek) :  
• Some CCG posts have been refocused as  part of internal restructure and 

responsibilities absorbed within existing team capacity need for ongoing review 
of any impact in delivery of functions 

•  eMBED in early stages of delivery of core products delayed in several areas eg 
Primary Care quality dashboard, data quality 

Additional Comments: Risk Register: 547, 580 
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Risk 12 :  Failure to work successfully with partners to integrate services leading to duplication, waste and inefficiency   

 
Lead Director/risk owner 
Nigel Gray/Manjit Purewal 

Strategic Objective 2:   The CCG will deliver a well-led and sustainable health and social care system Date last review: 
 8 November 2016 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
3 x 3 = 9 
Risk appetite: 
3 x 3 = 9 
 
 
 

Rationale for current risk score: 
Integration of health and social care provision and commissioning is increasingly 
important as is working closely with other commissioning organisations in Leeds. 
Commissioners and providers need to agree key areas of focus to increase efficiency. 
Although integration is not occurring at the speed the CCG would like to see, likelihood 
and impact was set too high in the previous score and has therefore been reduced. 
 
Rationale for risk appetite: 
Implementing robust partnership arrangements and ensuring joint plans are in place 
will help to minimise the risk. To reduce the risk requires system wide transformation 
across the health and social care.  

Controls (what are we currently doing about the risk?): 
• Joint Health and Well Being Strategy priorities and measures of success 

agreed 
• STP in development  phase both at Leeds and West Yorkshire level both 

reporting to Executive and Board  
• MOU supporting collaborative working across the 3 CCGs agreed. 3 Chief 

Officers and 3 CCG chairs agreed to work up plan for greater cross city health 
working  

• MOU of working with public health reviewed and agreed 
• Providers working more jointly city wide action plan being agreed to clarify 

position for future 
• Population health management group established to oversee groups of 

providers transition to collective, accountable working.   
• Joint working in partnership with the local authority – joint post and timeframe 

agreed – November 2016. 
• Delivery of Mental Health Framework in partnership with local authority and 

providers 
• OD programme under review – will focus on staff survey messages, IE action 

plan and Horizon Scanning feedback 
 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 

Review of collaborative working across 3 CCGs under 
‘One Voice’ umbrella.  3 CCG AOs and Chairs working 
with NHSE to consider greater joint CCG and provider 
working, including provider development.  

Nigel 
Gray 

1 April 2017 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Revised Joint Health and Wellbeing Strategy priorities and measures of success agreed 
• Health and Wellbeing Board minutes and reports 
• Running costs cost containment  
• Programme office and Board for delivery of Mental Health Framework – focus and priorities agreed 

Gaps in assurances (what additional assurances should we seek) : 
 
 
 
 
 

Additional Comments: Risk Register: 608 
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Corporate Risk Register – November 2016 

Agenda Item: 155b/2016 

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 and Risk Committee 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
The corporate risk register reports all red risks to the CCG Board and its committees for 
consideration and discussion as well as assurance that the management of the risk is 
effective, allocating additional resource if/where required. 
 
There are currently three red risks on the corporate risk register, a summary of which can 
be found below:  
 

Risk 
No 

Risk Title Risk Description History of 
risk 

Curren
t Score 

Update since last meeting 

466 The 
achievemen
t of the 
national 
Ambulance 
standards 

There is risk to the quality 
of care provided to all 
patients requiring the 
assistance of the Yorkshire 
Ambulance Service (YAS). 
This is due to the continued 
failure of the ambulance 
service to meet the national 
performance targets across 
the city of Leeds. As a 
result for patients requiring 
this level of service there is 
an escalated risk with the 
potential to impact on their 
health condition, treatment 
and recovery. 

Added 
19/2/2016 
Updated 
28/10/201
6 and 
remains at 
score of 
16 

 
16 

Assurance is provided to Leeds CCG 
through governance process across, 
Yorkshire, West Yorkshire and Leeds 
System Resilience Assurance Board. 
NHS Wakefield CCG are the lead for  
the YAS 999 contract and are  
introducing a new governance  
structure in the commissioning and 
contracting of the ambulance service. 
This will see the System resilience 
Groups and the West Yorkshire Urgent 
and Emergency Care Network/ 
Vanguard directly input into a new 
established Joint Strategic 
Commissioning Board for both 999 
and 111. These will report directly to 
separate contract management Boards 
and a joint quality Board. The 
Accountable Office Leeds North CCG 
will be the Leeds Representative and  
Co-Chair on the Commissioning Board. 
The Urgent care Steering group will be 
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responsible for the regular monitoring  
of both 999 and 111 performance 
including activity, quality and finance. 
The YAS Ambulance Response Pilot 
(ARP) will be closely monitored by  
YAS and commissioning quality leads. 
All serious incidents and complaints  
are being reported at CCG level. 

 
536 Diagnostic 

Waiting 
Times 

That some patients will not 
be seen in a timely manner 
for diagnostic tests and 
therefore their diagnosis 
and treatment may be 
delayed.    That the CCG 
will fail the 99% standard 
and suffer reputationally as 
a consequence. 

Added 
10/8/2015 
Updated 
02/11/201
6 
Remains 
at red 16  

16 Significant progress has been made on 
diagnostic waiting times but the 
recruitment in endoscopy has not  
been sufficient to keep pace with the 
growth in demand and independent 
sector support has not been sufficient 
to offset this gap. The diagnostic  
waiting times target remains at risk  
until staffing is more secure. CCGs  
has arranged more capacity wherever 
possible but there is a risk that it may 
not be sufficient given the increased 
demand. There is a significant national 
scrutiny on diagnostic waiting times 
because of their importance in the 
delivery of cancer waiting times 
standards. 

399 Outpatient 
follow-up 
waiting list 

Failure to be seen in 
outpatient clinic by the date 
given by their consultant 
causing potential risk to 
patient safety, particularly 
in colorectal surgery and 
gastroenterology 

Added  
18/4/2013 
Updated 
2/11/2016 
Escalated 
to red 16 
 

16 Once the delivery plan is received it 
will be scrutinised by the APMG to  
ensure it is sufficiently robust and  
details firm timescales for expected 
performance improvement to deliver 
rapid reduction in waiters. Some 
improvement in gastroenterology 
delays through validation but not yet 
seen to be sustainable. Performance 
team ensuring clinical review of high 
volume specialties.  There has been 
significant further deterioration which 
is causing concern. 

 
Updates since the last meeting: 

• Risk 399: Outpatient follow up waiting list has been escalated to a red 16 risk from 
amber 12 due to the deteriorating position within the Trust; 

• Risk 466 and 536 have been reviewed and updated but the risks remain on the 
corporate risk register at a score of red 16.  
 

A new risk is currently under final approval which is related to the loss of nursing home 
beds within the city. The risk is likely to be escalated to the corporate risk register, scoring 
a red 16, and will be agreed at the System Resilience Assurance Board. This is a high risk 
to the CCG due to the potential reduction in capacity as a result of CQC action relating to 
two care homes with nursing.  
 
Once agreed the risk will be presented at the next Governance, Performance and Risk 
Committee for review and to provide assurances that the necessary actions, controls and 
assurances have been identified. 
 
Further details on these risks can be found in Appendix 1. 
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The corporate risk register was been presented to the Governance Performance and Risk 
Committee for review in conjunction with the performance report as well as the Joint CCG 
Quality and Safety Committee. 
 
Key Recommendations 
The CCG Board is asked to review the corporate risk register and note the updates since 
the last meeting. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
Risk 4 – Providers fail to meet quality standards, leading to poor quality and unsafe care 
Risk 5 - System-wide or provider capacity shortfalls, leading to a failure to meet patient 
needs 
Risk 7 - Governance and risk management arrangements are not clear, robust and 
transparent, leading to poorly informed decisions and reputational harm to the CCG 
 
Next Steps 
• The Corporate risk register is reviewed on a regular basis by the Governance team and 

risk owners and updated to reflect the current position; 
• Updated report will be presented to the CCG committees for review and scrutiny; 
• The corporate risk register will be presented at every Board meeting; 
• The Governance Performance and Risk Committee will continue to review the 

corporate risk register and the high scoring amber risks on the operational risk register 
and will advise and provide assurance or escalate any concerns to the Board; 

• The Quality committee continues to review the quality risks to the CCG 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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Diagnostic 
Waiting 
Times

That some patients will 
not be seen in a timely 
manner for diagnostic 
tests and therefore 
their diagnosis and 
treatment may be 
delayed.    That the CCG 
will fail the 99% 
standard and suffer 
reputationally as a 
consequence.
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LTHT developing plans with each 
modality to address capacity and 
process issues
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r CCGs have made 

funding available 
to commission the 
expected demand 
for endoscopy in 
15/16 including 
projected inreases 
in demand

Perfromance monitored weekly and 
internally by LTHT and monthly by the 
CCG elective care working group

Significant progress has been made on diagnostic waiting times but the 
recruitment in endoscopy has not been sufficient to keep pace with the 
growth in demand and independent sector support has not been sufficient 
to offset this gap. The diagnostic waiting times target remains at risk until 
staffing is more secure. CCGs has arranged more cpapacity wherever 
possible but there is a risk that it may not be sufficient given the increased 
demand. There is a significant national scrutiny on diagnostoc waiting times 
becasue of their importance in the delivery of cancer waiting times 
standards.
Significant progress has been made on diagnostic waiting times but the 
recruitment in endoscopy has not been sufficient to keep pace with the 
growth in demand and independent sector support has not been sufficient 
to offset the gap. The diagnostic waiting times target is therefore currently 
being breached and remains at risk until staffing is more secure. CCG has 
arranged more capacity wherever possible but this is not likely to be 
sufficient given the increased demand. LTHT has also alerted the CCG to risks 
in ultrasound capacity.  New referral criteria will be introduced from 
September 15 but there remain risks in this service.  There is significant 
national scrutiny on diagnostic waiting times because of their importance in 
the delivery of cancer waiting times standards.
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Outpatient 
follow up 
waiting list

Failure to be seen in 
outpatient clinic by the 
date given by their 
consultant causing 
potential risk to patient 
safety, particularly in 
colorectal surgery and 
gastroenterology.
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All relevant LTHT specialties have 
clearance plans agreed with COO 
team

Not all specialities 
delivering against their 
original plans
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r Monthly op follow-up report is presented 

to Elective Care Performance Group 
(ECPG).
Concurrent with the Endoscopy Recovery 
Plan, the Recovery Plan for 
Gastroenterology has also been 
progressing successfully with a significant 
fall in the backlog of outpatient waits 
from 1415 in June to 550 in January; 
delivered whilst reducing by over a third 
its backlog of patients waiting over 3 
months for a follow up appointment.

The provider has 
produced updated and 
quantified clearance 
plans for highest risk 
specialities but not yet 
clearing.
The provider is currently 
producing updated and 
quantified clearance 
plans for highest risk 
specialties
Plans not delivering at 
required rate and not 
keeping pace with growth

Once the delivery plan is received it will be scrutinised by the 
APMG to ensure it is sufficiently robust and details firm 
timescales for expected performance improvement to deliver 
rapid reduction in waiters.
Some improvement in gastroenterology delays through 
validation but not yet seen to be sustainable.

Performance team ensuring clinical review of high volume 
specialties.  There has been significant further deterioration 
which is causing concern, with an update requested for 
Assurance Commitee required by 8 November.
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The 
achievement 
of the 
national 
Ambulance 
standards

There is risk to the 
quality of care provided 
to all patients requiring 
the assistance of the 
Yorkshire Ambulance 
Service (YAS). This is 
due to the continued 
failure of the 
ambulance service to 
meet the national 
performance targets 
across the city of Leeds. 
As a result for  patients 
requiring this level of 
service there is an 
escalated risk with the 
potential to impact on 
their health condition, 
treatment and 
recovery.

There is a continued risk to the 
achievement of the national 
standards for ambulance 
services across the Leeds CCG's. 
This is due to increased  
demand, insufficient workforce 
and the process for managing 
calls and the dispatch of 
vehicles. This has the potential 
to result is an escalated risk for  
patients with life threatening 
need and failure.

There is a further  risk in 
continued development and 
improvement of the ambulance 
services due to the current 
pressures associated with 
workforce challenges resulting 
in a lack of engagement and a 
strategic development aligned 
with the commissioners and 
local populations needs.
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NHS Wakefield CCG are the lead for 
the YAS 999 contact and are 
introducing a new governance 
structure in the commissioning and 
contracting of the ambulance 
service. This will see the System 
resilience Groups and the West 
Yorkshire Urgent and Emergency 
Care Network/Vanguard directly 
input into a new established Joint 
Strategic Commissioning Board for 
both 999 and 111. These will report 
directly to separate contract 
management boards and a joint 
quality board.   Nigel Gray 
Accountable Office Leeds North will 
be the Leeds Representative and Co-
Chair on the Commissioning Board.
The SRAB will monitor YAS 
performance to inform the 
commissioning board.
The urgent care steering group will 
be responsible for the regular 
montioring of both 999 & 111 
perofmance in terms of activity, 
quality and finance.

As the YAS 999 
contract is a Yorkshire 
and Humber wide 
contract, individual 
commissioners have 
limited flexibility and 
influence to make 
targeted 
improvements 
specifically to their 
populations.
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e Agreement to 
spend centrally 
allocated system 
resilience monies 
on commissioning 
extra capacity 
within YAS 
through sub 
contracting 
arrangments 
within YAS.

Assurance is  provided to Leeds CCG through 
governance process across, Yorkshire, West 
Yorkshire and Leeds System Resilience Assurnace 
Board.
NHS Wakefield CCG are the lead for the YAS 999 
contact and are introducing a new governance 
structure in the commissioning and contracting of 
the ambulance service. This will see the System 
resilience Groups and the West Yorkshire Urgent 
and Emergency Care Network/Vanguard directly 
input into a new established Joint Strategic 
Commissioning Board for both 999 and 111. These 
will report directly to separate contract 
management boards and a joint quality board. Nigel 
Gray Accountable Office Leeds North will be the 
Leeds Representative and Co-Chair on the 
Commissioning Board.
The Urgent care Steering group will be responsible 
for the regular monitoring of both 999 and 111 
performance including activity, quality and finance
The YAS Ambulance Response Pilot (ARP) will be 
closely monitored by YAS and commissioning 
quality leads. All serious incidents and complaints 
are being reported at CCG level
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Committee summary Reports 
Agenda Item: 156/2016 
Prepared by: Stephen Gregg, Head of Governance and Corporate 

Services 
Executive Lead: Nigel Gray, Chief Officer 
Presented by: Committee Chairs 
Other meetings presented to: Audit Committee 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
The attached summary reports highlight those issues that committee Chairs consider that 
the Board needed to be sighted on:  

• Primary Care Commissioning Committee – 19 October 2016 
• Council of Members – 1 November 2016 
• Audit Committee – 9 November 2016 
• Governance, Performance & Risk Committee – 17 November 2016 

The Joint Quality and Safety Committee summary of 24 November will follow separately. 
Key Recommendations 
The Board is recommended to note and comment on the summaries. 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
Risk 7: Governance and risk management arrangements are not clear, robust and 
transparent, leading to poorly informed decisions and reputational harm to the CCG. 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
 



 
 

Primary Care Commissioning Committee – 19 October 2016 
Summary report 

 
 

Questions from the public 
• Noted the responses to a number of written and verbal questions from members of the 

public in attendance.  Noted the need to ensure a consistent approach to CCG meetings 
held in public, and in particular, how questions would be dealt with. 
 

GP forward view 
• Noted the partnership work with NHS Leeds West CCG and NHS Leeds South and East 

CCG, to develop a joint, city-wider GPFV Delivery Plan. This plan would incorporate all 
aspects of the approach agreed by PCCC in June 2016. A draft will be presented to 
PCCC for approval in advance of the final submission on the 23rd of December. 
 

PMS premium 
• Noted the process undertaken to develop and implement the investment scheme, that 

the scheme addressed health inequalities and was assured that the scheme met the 
required investment criteria for PMS funding. 
 

Primary care risk report 
• Noted the current risks identified in General Practice providers and that going forward, 

risks will be incorporated into the Quality report. 
 

Terms of reference and scheme of delegation 
• Recommended that the Board approve amendments to the PCCC’s terms of 

reference, and approved the principles in the outline PCCC scheme of delegation. 
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Council of Members – 1st November 2016 
Summary report  

 
 

Population health management and strategic commissioning  

• Considered the strengths and weaknesses of the move towards more strategic 
commissioning and the risks that it presented. Identified opportunities in terms of greater 
consistency across the city and a more strategic approach to workforce development.  
The main risk was the potential loss of locality focus.  There was a need to establish a 
clear shared view of ‘what success would look like’ for population health management. 
 

Conflicts of interest, gifts and hospitality  

• Noted the need to declare interests, gifts and hospitality in line with the new CCG 
policies.  
 

Clinical leadership within population health management  
 

• Noted work by 5 practices in Chapeltown to define priority populations around diabetes 
and mental health and identify care gaps.  This was followed by risk stratification and 
managed care, with a strong focus on ‘keeping people well’. 

• Noted the need for clear clinical leadership and considered how members should 
formally work together as practices to appoint and empower locality leaders. 
 

General practice forward view (GPFV)  
 

• Considered the approach set out in the GPFV, with a particular emphasis on proposals 
for improving access. 

 



 
 

Audit Committee – 9 November 2016 
Summary report 

 
 
 

Committee summary reports 
• Noted concerns that the delay in developing a Primary Care quality dashboard was 

compromising the ability of the CCG to monitor quality in primary care. Noted that 
significant work was being done to monitor quality in primary care and that this was 
currently being measured in a number of different ways.  
 

Risk management framework 
• Reviewed the CCG’s risk management system, including the Board Assurance 

Framework, Risk register and the arrangements for updating and scrutinising risks. 
Noted that the framework was in line with the CCG’s risk management strategy. 
 

Conflicts of Interest – revised policies 
• Noted that following new guidance from NHSE, the CCG has agreed a new policy on 

managing conflicts of interest, and widened its policy on gifts, hospitality and 
sponsorship into a Standards of Business Conduct policy. Requested that the different 
types of interest that needed to be declared in meetings should be set out explicitly on 
agenda papers. 

 
External audit technical update 

• Noted the increasing risks facing all organisations in relation to cyber security and that 
arrangements for defending the CCG against cyber attack were captured in the risk 
register. 
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Leeds North Patient Assurance Group – 8 November 2016 

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 highlights key points for the Board’s attention from the meeting of the LNPAG 

on 8 November 2016 when 92 % of members attended the meeting. 

For the Board to note 

 Members were invited to comment on the approach and pace being adopted by the city 

for the development and delivery of the GP forward view. Feedback has included 

concerns about the availability of staff to do the work that is expected and the degree to 

which patients and the public have authentically contributed to the strategy. 

 The ‘Caring Hands’ project, a patient led piece of work at the North Leeds Medical 

Practice, was shared as an example of PPGs shaping service development in primary 

care. The experiences and challenges of recruiting volunteers, integration with other 

services and securing the future funding were discussed. Members felt that there were 

lessons to share with other PPGs to encourage greater patient involvement. 

 Members continue to enquire about CCG resources available to support the 

development of Patient Participation Groups. 

 The PAG members are keen to meet with commissioning leads to better understand how 

patient experience and insight is incorporated into the commissioning processes. 

 Medicines Optimisation and the forward plan for patient involvement continues to be a 

priority for the group. 

 Members were updated with a brief summary on progress with the STP  



 
 

Governance, Performance & Risk Committee – 17 November 2016 
Summary report 

 
 

Performance report – CCG Improvement and Assessment Framework 
• Noted the CCG’s baseline performance assessment in the six clinical priority areas of: 

cancer, dementia, diabetes, learning disabilities, maternity and mental health. 
• Noted that the CCG had been assessed as ‘Top performing’ on cancer, ‘Performing well’ 

on dementia and maternity and ‘Needs improvement’ on mental health, learning 
disabilities and diabetes.  Received an update on work in progress to deliver 
improvements in mental health and requested that updates on learning disabilities and 
diabetes be brought to the next meeting. 
 

Risk management 
• Noted the Board Assurance Framework and the corporate risk register, and that the 

current risks that have been aligned with the CCG’s revised objectives.  Requested 
some minor amendments to format and content. 

• Requested a report back on delivery of the Better Care Fund. 
 

Policy approval 
• Approved revised policies relating to Individual Funding Requests, which had been 

approved by the 3 Leeds CCG clinical directors. 
• Approved revised policies on Confidentiality and Data Protection and Freedom of 

Information. 
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reduce health inequalities and deliver improvements  
in health for local people within the resources available” 
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Summary Report 
Meeting: Board Date: 30 November 2016 
Report Title: Committee Terms of Reference 
Agenda Item: 157/2016 
Prepared by: Stephen Gregg, Head of Governance and Corporate 

Services 
Executive Lead: Nigel Gray, Chief Officer 
Presented by: Committee Chairs 
Other meetings presented to: Audit Committee 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
The Board has responsibility for approving all Committee Terms of Reference (ToR). The  
following Committees have recently reviewed their ToR, which are now attached for the 
Board’s approval: 
 
•  Audit Committee – no changes proposed  

 
• Joint Quality and Safety Committee – new ToR for joint committee  

 
• Primary Care Commissioning Committee – addition of Director of Nursing and Quality 

to membership.  Arrangements for urgent decisions. 
 

• Remuneration Committee – expansion of  its remit (in line with the Scheme of 
Delegation) to include all Board roles, except those employed on agenda for change, 
Inclusion of functions (in line with the Scheme of Delegation),  to make 
recommendations to the Board on the terms and conditions of other CCG staff.  
Amendments to the membership, quorum and meeting arrangements. The addition of 
responsibilities in relation to redundancy and severance payments 

 
In addition to reviewing its ToR, the Remuneration Committee also recommended that a 
Nominations Committee be established to oversee a range of Board leadership issues 
including recruitment, retention and succession planning. 
  



  
Mission: “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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Key Recommendations 
The Board is recommended to: 

• Approve the attached Terms of Reference 
• Approve the establishment of a Nominations Committee. 

Board Assurance Framework (indicate the strategic risks that the report relates to): 
Risk 7: Governance and risk management arrangements are not clear, robust and 
transparent, leading to poorly informed decisions and reputational harm to the CCG. 
Next Steps 
 
 
 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
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Audit Committee 

Terms of Reference  
 
1.  Introduction 

 
1.1 The Audit Committee (the Committee) is established in accordance with 

NHS Leeds North Clinical Commissioning Group’s constitution.  These 
terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the committee and shall have effect as if 
incorporated into the constitution. 

 
2.  Membership 
 
2.1 The Committee shall be appointed by the clinical commissioning group 

(CCG) as set out in the CCG’s constitution and can only include 
individuals who are on the Board.  The Chair of the Board will not be a 
member of the Committee. 

 
2.2 The Committee will be chaired by the Lay Member leading on governance 

matters. 
 

2.3 In the event of the Chair of the Audit Committee being unable to attend all 
or part of the meeting, he or she will nominate a replacement from within 
the membership to deputise for that meeting. 

 
2.4 Core membership: 

 

 Lay Members x 2 (one of whom will be the Chair) 

 GP Non-Executive Director 
 

3.  Attendance 
 
3.1 The Chief Finance Officer, a representative from Internal Audit, the Local 

Counter Fraud Specialist and a representative from External Audit shall 
normally attend meetings. 

 
3.2 In addition: 

 

 At least once a year the Committee may wish to meet privately with the 
external and internal auditors.  
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 Representatives from NHS Protect may be invited to attend meetings 
and will normally attend at least one meeting each year. 

 Regardless of attendance, external audit, internal audit, local counter 
fraud and security management (NHS Protect) providers will have full 
and unrestricted rights of access to the Audit Committee. 

 The Chief Officer should be invited to attend and discuss, at least 
annually with the committee, the process for assurance that supports 
the Annual Governance Statement. He or she should also normally 
attend when the Committee considers the draft internal audit plan and 
the annual accounts.  

 Any other directors (or similar) may be invited to attend, particularly 
when the Committee is discussing areas of risk or operation that are 
the responsibility of that director. 

 The Chair of the Board may also be invited to attend one meeting each 
year in order to form a view on, and understanding of, the Committee’s 
operations. 

4.  Committee Support 

4.1 The CCG Head of Governance and Corporate Services, or whoever 
covers these duties, will provide secretarial support to the Committee. 

 
4.2 The Chief Finance Officer will be responsible for supporting the Chair in 

the management of the Committee’s business and for drawing the 
Committee’s attention to best practice, national guidance and other 
relevant documents as appropriate. 

 
5.  Quorum 

5.1 A quorum shall be two members of the Committee.  If the Committee is 
not quorate the meeting may be postponed at the discretion of the Chair.  
If the meeting does take place and is not quorate, no decisions shall be 
made at that meeting and such matters must be deferred until the next 
quorate meeting. 

 
6.  Frequency and notice of meetings 

6.1 Meetings shall be held not less than four times a year. 
 
6.2 A minimum of seven days notice should be given when calling a meeting. 
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6.3 The External Auditor or Head of Internal Audit may request a meeting if 
they consider that one is necessary. 

 
7.  Remit and responsibilities of the Committee 

7.1 The Committee shall critically review the CCG’s financial reporting and 
internal control principles and ensure an appropriate relationship with both 
internal and external auditors is maintained and shall approve a 
comprehensive system of internal control, including budgetary control, that 
underpins the effective, efficient and economic operation of the CCG 

 
7.2 The key duties of the Audit Committee are as follows:- 

 
7.2.1 Internal audit 

 
The Committee shall ensure that there is an effective internal audit 
function that meets mandatory NHS Internal Audit Standards and provides 
appropriate independent assurance to the Audit Committee, Chief  Officer 
and CCG.  This will be achieved by: 

 

 Consideration of the provision of the internal audit service, the cost 

of the audit and any questions of resignation and dismissal. 

 Review and approval of the internal audit strategy, operational plan 

and more detailed programme of work, ensuring that this is 

consistent with the audit needs of the organisation, as identified in 

the assurance framework. 

 Considering the major findings of internal audit work (and 

management’s response) and ensuring co-ordination between the 

internal and external auditors to optimise audit resources. 

 Ensuring that the internal audit function is adequately resourced 

and has appropriate standing within the CCG. 

 An annual review of the effectiveness of internal audit. 

7.2.2 External audit 
 

The Committee shall review the work and findings of the external auditors 
and consider the implications and management’s responses to their work.  
This will be achieved by: 

 

 Consideration of the performance of the external auditors, as far 

as the rules governing the appointment permit. 
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 Discussion and agreement with the external auditors, before the 

audit commences, on the nature and scope of the audit as set 

out in the annual plan, and ensuring co-ordination, as 

appropriate, with other external auditors in the local health 

economy. 

 Discussion with the external auditors of their local evaluation of 

audit risks and assessment of the CCG and associated impact 

on the audit fee. 

 Review of all external audit reports, including the report to those 

charged with governance, agreement of the annual audit letter 

before submission to the CCG and any work undertaken outside 

the annual audit plan, together with the appropriateness of 

management responses.   

 7.2.3. Other assurance functions 
 

The Audit Committee shall review the findings of other significant 
assurance functions, both internal and external and consider the 
implications for the governance of the CCG. 

 
These will include, but will not be limited to, any reviews by Department of 
Health arm’s length bodies or regulators/inspectors (for example, the Care 
Quality Commission and NHS Litigation Authority) and professional bodies 
with responsibility for the performance of staff or functions (for example, 
Royal Colleges and accreditation bodies). 

 
7.2.4 Counter fraud 

 
The Committee shall approve  the CCG’s counter  fraud and security 
management arrangements and shall review the outcomes of counter 
fraud work. It shall also approve the counter fraud work programme. 

 
7.2.5 Management 

 
The Committee shall request and review reports and positive assurances 
from directors and managers on the overall arrangements for governance, 
risk management and internal control. 

 
The Committee may also request specific reports from individual functions 
within the clinical commissioning group as they may be appropriate to the 
overall arrangements. 
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7.2.6 Financial reporting 
 

The Audit Committee shall monitor the integrity of the financial statements 
of the CCG and any formal announcements relating to the CCG’s financial 
performance. 

 
The Committee shall ensure that the systems for financial reporting to the 
CCG, including those of budgetary control, are subject to review as to 
completeness and accuracy of the information provided to the CCG. 

 
The Audit Committee shall review the annual report and financial 
statements before submission to the Board and the Clinical 
Commissioning Group, focusing particularly on: 
 

 The wording in the governance statement and other disclosures 

relevant to the terms of reference of the committee; 

 Changes in, and compliance with, accounting policies, practices and 

estimation techniques; 

 Unadjusted mis-statements in the financial statements; 

 Significant judgements in preparing of the financial statements; 

 Significant adjustments resulting from the audit; 

 Letter of representation; and 

 Qualitative aspects of financial reporting.  

 

8. Relationship with the Board 

The Audit Committee is accountable to the CCG Board. 

The minutes of the Audit Committee shall be formally recorded and submitted 
to the Board.  The Chair of the Committee shall draw the attention of the 
Board to any significant issues or risks. 

An annual review and report is to be completed, agreed and submitted to the 
Board by March every year.  An annual work plan is to be agreed by the 
Board by March every year.   

9. Policy and best practice 

The Committee will apply best practice in its decision making processes. 

The Committee is authorised by the Board to investigate any activity within its 
terms of reference.  It is authorised to seek any information it requires from 
any employee and all employees are directed to co-operate with any request 
made by the Committee.  The Committee is authorised by the Board to obtain 
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outside legal or other independent professional advice and to secure the 
attendance of outsiders with relevant experience and expertise if it considers 
this necessary. 

10. Conduct of the Committee 

The Committee will conduct its business in accordance with relevant national 
guidance, including the NHS Audit Committee Handbook and relevant codes 
of practice such as the Nolan Principles, which are included in the CCG 
constitution. 

If any member has an interest, pecuniary or otherwise, in any matter and is 
present at the meeting at which the matter is under discussion, he/she will 
declare that interest as early as possible and shall not participate in the 
discussions.  The Chair will have the power to request that member to 
withdraw until the Committee’s consideration has been completed. 

The Committee will review its own performance, membership and terms of 
reference at least annually.  Any resulting changes to the terms of reference 
or membership should be approved by the Board. 

  

Agreed by Audit Committee: 9th November 2015 

Approved by Board: 30th November 2016 

Review date: November 2016 
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Leeds North Clinical Commissioning Group & Leeds South and East Clinical 

Commissioning Group 

 

Quality and Safety Committee 

 

Terms of Reference 
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1. INTRODUCTION 

 

1.1 The Quality and Safety Committee (the Committee) is established in accordance with the 

Constitutions, standing orders and schemes of delegation of Leeds North and Leeds South 

and East Clinical Commissioning Groups (‘the CCGs’ .  These Terms of Reference set out 

the membership, remit, responsibilities and reporting arrangements of the Committee and 

shall have effect as if incorporated into the CCGs constitutions and standing orders. 

 

1.2 The role of the Committee is to support the Governing Body/Board in delivering their 

strategic objectives of ensuring that the services commissioned on behalf of the CCGs are 

of high quality so that patients have safe, effective care and a positive experience of 

services.  The Committee aims to ensure that quality sits at the heart of everything the 

CCGs do; also to ensure that evidence from quality assurance processes drives the quality 

improvement agenda across the Leeds healthcare economy. 

 

1.3  The Committee will have a particular focus on the CCGs statutory duties to secure 

continuous improvement in the quality of services and to secure health services that have 

regard to the NHS constitution.  It will also support the Governing Body/Board in delivering 

its duties to reduce inequalities, promote integration of health and social care and promote 

the use of research, education and training. 

 

2. MEMBERSHIP 

 

2.1 The Committee membership will consist of the following members: 

 

From each CCG: 

 Clinical/Medical Director 

 Director of Nursing and Quality  

 GP Non-Executive Director  

 Independent Lay Member or Secondary Care Consultant member of the governing 

body/board 

 Public Health Consultant Lead 

 

City-wide:  

 Head of Quality 

 

2.2 The Chair of the Committee will alternate on a 12 month basis between the CCGs. The 

Chair, when hosted by Leeds North CCG, will be the Clinical  Director and the deputy Chair 

will be the Director of Nursing and Quality. When hosted by Leeds South and East CCG the 

Chair will be the Secondary Care Consultant with  the GP Non-Executive Director as 

deputy. 

 

2.3 Other Directors and senior managers will be in attendance subject to agenda requirements. 
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3. QUORUM 

 

3.1 The quorum shall be a minimum of two members from each CCG. This must include either 

the Clinical/Medical Director or Director of Nursing and Quality and one lay or non-

executive member from each CCG. 

 

3.2 If the Committee is not quorate the meeting may be postponed at the discretion of the 

Chair.   

 

4. VOTING 

 

4.1 The Committee will not be required to formally vote but will be expected to reach a 

consensus when agreeing matters of business.   

 

5. SECRETARY  

 

5.1 Secretarial support will be provided to ensure appropriate support to the Chair and 

Committee members in relation to the organisation and conduct of meetings. This support 

will rotate on a 12 month basis between the CCGs as identified within the committee 

workplan. 

 

6. STANDARDS OF BUSINESS CONDUCT AND CONFLICTS OF INTEREST 

 

6.1 Members of the Committee shall at all times comply with the standards of business conduct 

and managing conflicts of interest policies as laid down in the CCGs Constitutions and the 

Declarations of Interest and Potential Conflicts of Interest Policy. 

 

6.2 All declarations of interest will be declared at the beginning of each meeting and actions 

taken in mitigation will be recorded in the minutes. 

 

7. FREQUENCY AND NOTICE OF MEETINGS 

 

7.1 Meetings will be held bi-monthly at alternate venues between the CCGs as agreed in 

advance and recorded within the committee work plan. 

 

7.2 Additional meetings may be held at the discretion of the Chair with six weeks’ notice.  A 

minimum of seven working days’ notice should be given when calling an urgent meeting.   

 

7.3 Items of business to be transacted and all supporting papers for inclusion on the agenda 

need to be notified to the Chair of the meeting at least 7 clear working days before the 

meeting takes place. 

 

7.4 The agenda and supporting papers will be circulated to all members of a meeting at least 5 

clear working days before the date the meeting will take place. 

 

7.5 With the agreement of the Chair, items of urgent business may be added to the agenda 

after circulation to members. 

 

7.6 Minutes will be issued at latest 10 working days following each meeting and will be 

submitted to the subsequent CCG Governing Body/Board meeting. 



157.2016 Board 
 

 

8. REMIT OF THE COMMITTEE 

 

8.1 The Committee will not have any decision-making powers. 

 

8.2 The Committee is authorised by the Governing Body/Board to commission any reports or 

surveys or to create working groups as necessary to help it fulfil its obligations and will 

remain accountable for any working groups. 

 

9. RESPONSIBLITIES AND DUTIES 

 

9.1 Approve arrangements, including supporting policies, to minimise clinical risk, maximise 

patient safety and secure continuous improvement in quality and patient outcomes. Being 

assured that effective systems are in place to monitor and improve patient experience. 

 

9.2 Seek assurance that the commissioning strategy for the CCGs fully reflects all elements of 

quality (patient experience, effectiveness and patient safety) and delivery against the CCGs 

strategic objectives. 

 

9.3 Approve arrangements for supporting NHS England in discharging its responsibilities in 

relation to securing continuous improvement in the quality of primary care. 

 

9.4 Monitor the quality and safety standards of commissioned services against agreed national 

and local standards, NHS Outcomes Framework and NICE guidance; seek assurance from 

providers, raise formal queries and refer issues to the Board / Governing Body where there 

are significant concerns, which may compromise quality and patient safety. 

 

9.5 In respect of both its commissioning role and in relation to the services the CCG 

commissioners, to be assured that sound systems for quality improvement and clinical 

governance are in place in line with statutory requirements, national policy and guidance, 

and that quality and clinical governance are appropriately addressed in all service 

developments and reconfiguration of services. 

 

9.6 Monitor long term themes and trends and review regulatory and national reports in order to 

advise the Governing Body / Board of appropriate strategies to address identified issues. 

 

9.7 Oversee safeguarding arrangements to assure that the CCGs statutory responsibilities for 

safeguarding children and vulnerable adults are met and that robust actions are taken to 

address concerns; oversee and receive regular reports from the safeguarding committee 

 

9.8 Oversee and be assured that effective systems are in place in relation to Continuing Health 

Care and medicines management. 

 

9.9 Scrutinise information about serious incidents, including all Never Events, Serious Case 

Reviews (SCR’s) and other independent reports to identify themes and areas of risk and to 

ensure that actions are implemented to improve delivery of care; inform the Governing 

Body / Board of any significant or sensitive issues. 
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9.10 Provide the Governing Body / Board with assurance that risks are being effectively 

managed by reviewing and monitoring the corporate risk register and assurance 

framework, seeking assurance on the mitigation of relevant risks and considering whether 

any risks require escalation to the Governing Body / Board. 

 

9.11 Review and provide commissioner response to provider annual Quality Accounts. 

 

9.12 Seek assurance that the CCGs are fulfilling their  statutory duties for equality and diversity, 

as set out in the Equality Act 2010. 

 

 

10. REPORTING ARRANGEMENTS 

 

12.1 The Committee is accountable to each of the CCGs governing body or Board and will 

submit its minutes as well as a Chair’s summary report to the Governing Body/Board 

following each meeting. 

 

12.2 The Chair shall draw to the attention of the Governing Body/Board any issues that require 

disclosure to the Governing Body/Board or which require executive action. Where specific 

issues relating to an individual CCG require escalating to the relevant Governing Body or 

Board a separate addendum will be included in the Chair’s summary for that CCG. 

 

12.3 The Committee will submit an annual report of its effectiveness and activities to the 

Audit/Audit and Governance committee, which will report on the effectiveness of sub-

committees to the Governing Body/Board. 

 

12.4 The following groups will provide assurance to the Committee: 

 

 City-wide Safeguarding Committee 

 City-wide Quality Surveillance Group 

 CCG & LCH Quality and Performance Group 

 CCG & LTHT Quality and Performance Group 

 CCG &LYPFT Quality and Performance Group 

 City-wide Serious Incident Panel 

 CCG Primary Care Quality Groups 

 

 

11. REVIEW OF THE COMMITTEE 

 

11.1 The committee will produce an annual work plan in consultation with the Governing 

Body/Board. 

 

11.2 The committee will undertake an annual self-assessment of its performance against the 

annual plan, membership and terms of reference.  This self-assessment will form the basis 

of the annual report.  Any resulting proposed changes to the terms of reference will be 

submitted for approval by the Governing Body/Board. 

 

11.4 These terms of reference and membership will be reviewed at least annually following their 

approval. 
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Terms of Reference 
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Introduction  
 

1. Simon Stevens, the Chief Executive of NHS England, announced on 1 May 2014 

that NHS England was inviting CCGs to expand their role in primary care 

commissioning and to submit expressions of interest setting out the CCG’s 

preference for how it would like to exercise expanded primary medical care 

commissioning functions.  One option available was that NHS England would 

delegate the exercise of certain specified primary care commissioning functions 

to a CCG. 

2. In accordance with its statutory powers under section 13Z of the National Health 

Service Act 2006 (as amended), NHS England has delegated the exercise of the 

functions specified in Schedule 2 to these Terms of Reference to Leeds North 

CCG. The delegation is set out in Schedule 1.  

3. NHS Leeds North CCG (“The CCG”) has established the NHS Leeds North CCG 

Primary Care Commissioning Committee (“The Committee”). The Committee will 

function as a corporate decision-making body for the management of the 

delegated functions and the exercise of the delegated powers.    

4. The Committee comprises representatives of NHS Leeds North CCG, with 

representatives of the following organisations in attendance:  

• NHS England 

• Health and Wellbeing Board 

• Healthwatch  

 

Statutory Framework  
5. NHS England has delegated to the CCG authority to exercise the primary care 

commissioning functions set out in Schedule 2 in accordance with section 13Z of 

the NHS Act.  

6. Arrangements made under section 13Z may be on such terms and conditions 

(including terms as to payment) as may be agreed between the Board and the 

CCG. 
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7. Arrangements made under section 13Z do not affect the liability of NHS England 

for the exercise of any of its functions. However, the CCG acknowledges that in 

exercising its functions (including those delegated to it), it must comply with the 

statutory duties set out in Chapter A2 of the NHS Act and including: 

a) Management of conflicts of interest (section 14O); 

b) Duty to promote the NHS Constitution (section 14P); 

c) Duty to exercise its functions effectively, efficiently and economically 

(section 14Q); 

d) Duty as to improvement in quality of services (section 14R); 

e) Duty in relation to quality of primary medical services (section 14S); 

f) Duties as to reducing inequalities (section 14T); 

g) Duty to promote the involvement of each patient (section 14U); 

h) Duty as to patient choice (section 14V); 

i) Duty as to promoting integration (section 14Z1); 

j) Public involvement and consultation (section 14Z2). 

 

8. The CCG will also need to specifically, in respect of the delegated functions from 

NHS England, exercise those set out below: 

• Duty to have regard to impact on services in certain areas (section 13O); 

• Duty as respects variation in provision of health services (section 13P). 

  

9. The members acknowledge that the Committee is subject to any directions made 

by NHS England or by the Secretary of State. 

 
Role of the Committee  
 

10. The Committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the review, 

planning and procurement of primary care services in Leeds North, under 

delegated authority from NHS England.  
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11. In performing its role the Committee will exercise its management of the functions 

in accordance with the agreement entered into between NHS England and the 

CCG, which will sit alongside the delegation and terms of reference. 

 

12. The functions of the Committee are undertaken in the context of a desire to 

promote increased co-commissioning to improve  quality, efficiency, productivity 

and value for money and to remove administrative barriers.  

 

13. The role of the Committee shall be to carry out the functions relating to the 

commissioning of primary medical services under section 83 of the NHS Act.  

 

14. This includes the following: 

 

a) GMS, PMS and APMS contracts (including the design of PMS and APMS 

contracts, monitoring of contracts, taking contractual action such as issuing 

branch/remedial notices, and removing a contract); 

b) Newly designed enhanced services (“Local Enhanced Services” and “Directed 

Enhanced Services”); 

c) Design of local incentive schemes as an alternative to the Quality Outcomes 

Framework (QOF); 

d) Decision making on whether to establish new GP practices in an area; 

e) Approving practice mergers; and 

f) Making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes). 

 

15. The Committee will also carry out the following activities: 

 

a) To plan, including needs assessment, primary medical care services in Leeds 

North; 

b) To undertake reviews of primary medical care services in Leeds North; 

c) To co-ordinate a common approach to the commissioning of primary care 

services generally; 

d) Have oversight and review the financial plans for primary medical care 

services in Leeds North 
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e) To manage the budget for commissioning of primary medical care services in 

Leeds North.   

f) Take procurement decisions in respect of primary medical services.  These 

shall be in line with statutory requirements and guidance, the CCG’s 

Constitution and Standing Orders and the delegation Agreement between 

NHS England and the CCG.   

 
Membership 
 

16.  The Committee is established as a committee of the Board and consists of: 
 
Members 
• Lay member for patient and public involvement  

• Lay member for governance  

• Chief Officer 

• Chief Financial Officer 

• Director of Commissioning 

• Director of Nursing and Quality 

• Non Executive Board Nurse 

• Secondary Care Consultant 

• Public Health Consultant 

 
In attendance 
• A representative of Leeds Health and Wellbeing Board as nominated by 

that organisation  

• A representative of Healthwatch as nominated by that organisation 

• Representative of NHS England 

 
17. Other officers may be invited to attend any or part of any meeting as and when 

appropriate. 

 

18. General practice members shall be invited to attend meetings to participate in 

strategic discussions on primary medical care services.  They will be required to 

withdraw from the meeting during the deliberations leading up to a decision and 

from the decision making where there is an actual or potential conflict of interest. 
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Meetings and voting 
 

19. Meetings of the Committee shall be held in public.  The Committee may resolve 

to exclude the public from a meeting that is open to the public (whether  during 

the whole or part of the proceedings) whenever publicity would be prejudicial to 

the public interest by reason of the confidential nature of the business to be 

transacted or for other special reasons stated in the resolution and arising from 

the nature of that business or of the proceedings or for any other reason 

permitted by the Public Bodies (Admission to Meetings)Act 1960 as amended or 

succeeded from time to time. 

 
Chairing the Committee 
 
20. The Chair and Deputy Chair of the Committee will be a lay member of the 

Committee.  In the event of the chair of the Committee being unable to attend for 

all or part of the meeting, the Deputy Chair will chair the meeting/that part of the 

meeting. 

 
Quoracy 

 
21. Meetings shall be quorate when 4 members are present, at least one of which is 

a lay member. 

 
Voting 

 
22. The aim of the Committee will be to achieve consensus decision-making.  Should 

a vote need to be taken, only the members of the Committee shall be allowed to 

vote.  In the event of a tied vote, the Chair shall have a second and casting vote. 
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Frequency of meetings 
 

23. The Committee shall meet as business dictates and at least four times per year.  

Meetings will normally be convened to coincide with Board meetings. 

 

24. Items of business to be transacted and all supporting papers for inclusion on the 

agenda should be notified to the Chair of the meeting at least 7 clear working 

days (i.e. excluding weekends and bank holidays) before the meeting takes 

place. 

 
25. The agenda and supporting papers will be circulated to all members of a meeting 

5 working days before the date the meeting takes place. With the agreement of 

the Chair, items of urgent business may be added to the agenda after circulation 

to members. 

 

Urgent matters arising between meetings 
 

26. A sub-group consisting of the Lay Member – Patient and Public Involvement, one 

additional Lay Member, the Chief Officer and Chief Financial Officer is authorised 

to make decisions on urgent matters arising between meetings of the Committee. 

Such decisions will be ratified at the next meeting of the Committee. 

 

Standards of Business Conduct and Conflicts of Interest 
 

27. Members of the Committee shall at all times comply with the standards of 

business conduct and managing conflicts of interest as laid down in the NHS 

Leeds North CCG Constitution and the Conflicts of Interest Policy. Declarations 

of interest will be a standing item on all meeting agenda. 

 

28. Attenders who have any direct/indirect financial or personal interest in a specific 

agenda item will declare their interest.  The Chair of the meeting will decide the 

course of action required, which may include exclusion from participation in the 

discussion. All declarations of interest and actions taken in mitigation will be 

recorded in the minutes. 
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29. The Committee is authorised by the Board to investigate any activity within its 

terms of reference.  It is authorised to seek any information in requires within its 

remit, from any employee of Leeds North CCG or member of the Board and they 

are directed to co-operate with any reasonable request. 

 

30. The Committee is authorised to obtain legal or other independent professional 

advice and secure the attendance of advisors with relevant expertise if it 

considers this is necessary.   

 

31. The Committee is authorised to delegate tasks to such individuals, sub-groups, 

working groups or individual members as necessary to fulfil its responsibilities 

within its terms of reference.  The Committee may not delegate executive powers 

delegated to it within these terms of reference (unless expressly authorised by 

the CCG Board) and remains accountable for the work of any such group. 

 
Accountability and decision making 

 
32. The Primary Care Commissioning Committee has delegated authority from the 

Board to make decisions within the bounds of its remit.  Specifically: 

 

a) Financial Plans in respect of primary medical services 

b) Procurement of primary medical services 

c) Practice payments and reimbursement 

d) Investment in practice development 

e) Contractual compliance and sanctions 

 

33. The decisions of the Committee shall be binding on NHS England and NHS 

Leeds North CCG. 

 
Reporting 

 
34. The Committee will make decisions within the bounds of its remit and maintain a 

register of procurement decisions taken by the Committee. 
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35. The decisions of the Committee shall be binding on NHS England and Leeds 

North CCG.  

 

 

36. Following each meeting, the Committee will produce an executive summary 

report which will be presented to the Yorkshire and Humber Area Team of NHS 

England and the CCG Board for information together with its Minutes and those 

of any sub-groups, once approved. 

 
Conduct of the Committee 
37. Members shall have due regard to and operate within the Constitution of the 

CCG, standing orders, detailed financial policies and other financial procedures. 

 

38. Members of the Committee shall abide by the ‘Principles of Public Life’ (The 

Nolan Principles) and the NHS Code of Conduct. 

 

39. Members of the Committee have a collective responsibility for the operation of 

the Committee. They will participate in discussion, review evidence and provide 

objective expert input to the best of their knowledge and ability, and endeavour to 

reach a collective view.  

 

40. The Committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 

consistent with the parties’ relevant governance arrangements, are recorded in a 

scheme of delegation, are governed by terms of reference as appropriate and 

reflect appropriate arrangements for the management of conflicts of interest. 

 

41. The Committee shall undertake an annual self-assessment of its own 

performance against its workplan, membership and terms of reference.  The self-

assessment shall form the basis of the annual report from the Primary Care 

Commissioning Committee which will be submitted to the Board 
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42. These Terms of Reference will be reviewed annually.  The review will take 

account of any Directions issued by the Department of Health or NHS England 

and any revised model terms of reference issued by NHS England.  The revised 

terms of reference shall be submitted for approval by the CCG Board. 
 
 
 
Agreed by PCC Committee:  19 October 2016 
 
Approved by Board   30th November 2016 
 
Review Date:    November  2017 
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Remuneration Committee 

 
Terms of Reference - DRAFT 

 
1. Introduction 
 

a. The Remuneration Committee (the Committee) is established in 
accordance with NHS Leeds North CCG’s constitution, standing 
orders and scheme of delegation.  These terms of reference set out 
the membership, remit, responsibilities and reporting arrangements 
of the Committee and shall have effect as if incorporated into the 
CCG’s constitution and standing orders. 

 
2. Membership 
 

a. The Committee shall be appointed by the CCG from amongst its 
Board members.   

 
b. Core membership: 

i. Lay Members x 2  
ii. Non-Executive clinical member of the Board 
iii. GP Chair 

 
c. The Lay Member with responsibility for Audit will act as the Chair. 

 
d. It is expected that decisions will be reached by consensus. Should 

this not be possible then a vote will be required. All members of the 
Remuneration Committee have one vote. Decisions will be based 
on a majority vote. In the event of a split decision, the Chair of the 
Committee will have a second, and casting vote  

 
e. Only members of the Committee have the right to attend Committee 

meetings.  However, other individuals such as the Chief Officer and 
external advisers may be invited to attend for all or part of any 
meeting as and when appropriate.  They should not, however, be in 
attendance for discussions about their own remuneration and terms 
of service. 

 
3. Secretary 

a. The Head of Governance and Corporate Services, or whoever 
covers these duties, will provide secretarial support to the 
Committee. 

b. The secretary will be responsible for supporting the Chair of the 
Committee in the management of the Committee’s business and for 
drawing the Committee’s attention to best practice, national 
guidance and other relevant documents as appropriate. 
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4. Quorum 

a. A quorum shall be three members of the Committee.  One of these 
must be a lay member, unless lay member remuneration is being 
considered, in which case the quorum shall be two members.  

5. Frequency and notice of meetings 

a. Meetings shall normally be held twice yearly, minimum annually, but 
may be held more frequently as the need arises. 

b. A minimum of ten working days notice should be given when calling 
a meeting.  The agenda and supporting papers will be circulated to 
all members 5 working days before the meeting. With the 
agreement of the Chair, items of urgent business may be added to 
the agenda. 

c. Where agreed in advance by the Chair, members of the Committee 
or others invited to attend may participate in meetings by telephone 
or by the use of video conferencing facilities. Participation in a 
meeting in this way shall be deemed to constitute presence in 
person at the meeting. 

d. In exceptional circumstances, and with the agreement of the Chair, 
decisions on single items may be made by the exchange of emails.  

6. Remit and responsibilities of the Committee 

a. The Committee shall have delegated authority from the Board to 
approve the remuneration, including terms, conditions, pay and 
allowances (e.g. any pension scheme it might establish as an 
alternative to the NHS pension scheme) and severance, of all 
members of the CCG Board, except those employed on Agenda for 
Change terms and conditions. 

b. The Committee shall also make recommendations to the Board on: 

i. The terms and conditions of employment for all employees of 
the CCG, including pensions, remuneration, fees and 
allowances 

ii. The process and qualifying criteria for redundancy and 
severance payments.  

7. Relationship with the Board  and reporting arrangements 

a. The Remuneration Committee is accountable to the CCG Board. 

b. The minutes of the Remuneration Committee shall be formally 
recorded and stored by the Head of Governance and Corporate 
Services.  The chair of the Committee shall draw to the attention of 
the Board any significant issues or risks.  
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8. Policy and best practice 

a. The Committee will apply best practice in its decision making 
processes.  For example, when considering individual remuneration 
the Committee will: 

i. Comply with current disclosure requirements for 
remuneration; 

ii. On occasion seek independent advice about remuneration 
for individuals; and 

iii. Ensure that decisions are based on clear and transparent 
criteria. 

b. The Committee is authorised by the Board to investigate any 
activity within its terms of reference.  It is authorised to seek any 
information it requires from any employee and all employees are 
directed to co-operate with any request made by the committee.   

c. The Committee is authorised by the Board to obtain outside legal or 
other independent professional advice and to secure the 
attendance of outsiders with relevant experience and expertise if it 
considers this necessary. 

9. Conduct of the Committee 

a. Members of the Committee shall at all times comply with the 
standards of business conduct laid down in the NHS Leeds North 
CCG Constitution and Managing Conflicts of Interest and Standards 
of Business Conduct policies. Declarations of interest will be a 
standing item on all meeting agenda. 
 

b. The Committee will conduct its business in accordance with 
relevant national guidance and relevant codes of practice such as 
the Nolan Principles. 

c. If any member has an interest, pecuniary or otherwise, in any 
matter and is present at the meeting at which the matter is under 
discussion, he/she will declare that interest as early as possible and 
shall not participate in the discussions.  The Chair of the Committee 
will have the power to request that member to withdraw until the 
committee’s consideration has been completed. 

d. The Committee will review its own performance, membership and 
terms of reference at least annually.  Any resulting changes to the 
terms of reference or membership should be approved by the 
Board. 
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e. All members and attendees will ensure the discussions of the 
meeting remain confidential.  

10.   Review 

a. The Committee will review its performance and these terms of 
reference every 12 months. 

 

 

Agreed by Remuneration Committee: 9th November 2015 

Approved by Board: 30th November 2016 

Review date: November 2016 

 

 

 

 

 



Page 1 of 5 21/11/2016 

 

 
 

Board Members Register of Interests 21 Nov 2016 
 

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 financial 10/05/2012 01/01/2006  
Jenjo Healthcare Ltd Director Direct financial 10/05/2012 01/04/2009  
Airtight International Ltd Spouse’s business Indirect financial 10/05/2012 Ongoing 
Nails 17 Ltd Spouse’s business Indirect financial 10/05/2012 Ongoing 
Donisthorpe Hall Nursing Home Trustee of charity Direct non-financial 10/05/2012 01/04/2010  
Leeds Acupuncture Clinic Father’s business Indirect non-financial 10/05/2012 Ongoing 
Leeds Jewish Free School Director Direct non-financial 16/01/2014 13/07/2012  
Chapeloak Investments Ltd Shareholder / Director Direct financial 15/02/2013 June 2013  
Alpha Dealing Ltd Shareholder Direct financial 17/06/2014 05/06/2014 
Brodetsky Primary School Foundation 
Trust 

Director Direct non-financial 17/06/2014 May 2014 

Local Authority Brodetsky Primary School Foundation Trust Governor Direct non-financial 01/09/2012 01/09/2012 
Nigel Gray  
(Chief Officer) 

Bevan Healthcare Board Non-Executive Director Direct non-financial 17/08/2015 Ongoing 
Leeds Teaching Hospitals Trust Spouse employed by them Indirect non-financial 17/08/2015 Ongoing 
Leeds Community Healthcare Sister employed as Business 

Change Manager 
Indirect non-financial 17/08/2015 Ongoing 

Wetherby St James’ Church of England 
Primary School – federated with Scholes 
(Barwick and Elmet) – federated with 
Moortown Primary School  

Chair of Governing Body Direct non-financial 14/09/2015 15/09/2015 

Dr Manjit Purewal 
(Clinical Director) 

North Leeds Medical Practice Partner Direct financial 10/08/2015 01/04/2003 
Primary Care Training Centre Tutor Direct financial 10/08/2015 01/04/2003 
BMA Member Direct non-financial 10/08/2015 01/02/1994 
Diabetes UK Member Direct non-financial 10/08/2015 01/09/2006 
Local Care Direct Member Direct non-financial 10/08/2015 2005 
Circle Group Member Direct non-financial 10/08/2015 2006 
PWC Brother is a Partner Indirect financial 10/08/2015 1984  

 Reborne Healthcare Ltd Owner/part owner Direct financial 10/08/2015 01/09/2014 
 Novo nordisk, Dansoc Occasional presentations Direct financial 10/08/2015 2014 
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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 

Petra Morgan 
(Practice Manager – 
Executive) 

Street Lane Practice General Manager - services 
provided over and above 
GMS contract  - Cardiology,  
Dermatology, Minor Surgery, 
General Paediatrics, BCC 

Direct financial 01/03/2016 03/07/2000 

Enhance Primary Healthcare Ltd 
 
Company set up by SLP to host non not 
Core GMS/ Enhanced Contracts 
LNCCG Contracts: 
Wound Care & Catheter Service 
Innovation Funding 
Patient Liaison 
Changing Faces Psycho-social support 
service 

Director and Shareholder  
 

Direct financial 01/03/2016 14/12/2011 

Changing Faces  
Close links with the charity as they provide 
services based at the practice through our 
Dermatology Service 

Representative on 
Reference Group  
 

Direct non-financial 01/03/2016 22/07/2013 

Lucy Jackson 
(Public Health 
Consultant) 

Leeds City Council Employee Direct financial 
 

13/04/2013 01/04/2013 

Martin Wright 
(Chief Financial 
Officer) 

South West Yorkshire Partnership NHS 
Foundation Trust 

Spouse employed as  
Finance Manager 

Indirect financial 14/08/2015 1988  

Grant Thornton UKLLP Son employed 
 

Indirect 2014  Ongoing 
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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 

Graham Prestwich 
(Non-Executive Lay 
Member – PPI) 

Astra Zeneca Pension Provider Direct financial 17/05/2012 1978  
Pfizer Ltd Pension Provider Direct financial 17/05/2012 1997  
Pfizer Ltd Shares Indirect financial 01/08/2013 1997  
Graham Prestwich Ltd Director Direct financial 17/05/2012 28/03/2007  
Bradford School of Pharmacy Joint Chair, External 

Advisory Board 
 11/11/2015  

University of Leeds Member of Consensus 
Development Panel for 
Action to Support Practices 
Implementing Research - a 
5 year £2m research 
project  

Direct financial 11/07/2012 July 2012  

Change Member of the Board of 
Trustees 

Direct non-  financial 13/04/2013 24/04/2013 – 10/04/2016 
(Closed) 

British Standards Institute Member, Clinical Service 
Specification Steering 
Group  

 11/11/2015 
 

 

Leeds Area Prescribing Committee Patient Representative Direct non-financial 04/10/2013 04/10/2013  
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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 

Graham Prestwich 
(Non-Executive Lay 
Member – PPI) 

National Blood Transfusion Audit 
Programme promoting the use of evidence 
based guidelines (AFFINITIE) 

Member of the PPI 
Advisory Panel 

Direct non-financial 15/01/2014 October 2013  

Faculty of Medical Leadership and 
Management 

Associate Member of the 
Faculty 

Direct non-financial 15/01/2014 
(amended 
30/3/16) 

January 2014  

Medicines Communication Charter Task and 
Finish Group of the Leeds Area Prescribing 
Committee 

Chair Direct non-financial 15/01/2014 January 2014  

Leeds Teaching Hospitals NHS Trust  Sister is employee Indirect non-financial 11/11/2015 Ongoing 
Allied Health Professions Medicines Project 
Board 

Member Direct non-financial 01/12/2014 02/10/2014  

Royal College of Physicians, Joint Advisory 
Group on Gastrointestinal Endoscopy 

Member Direct; financial 01/12/2014 31/10/2014  

Clinical Standards Accreditation Alliance  Lay Member of Project 
Board 

Direct non-financial 06/01/2015 05/01/2015  

NHS England, Medical Directorate, Quality 
and Outcomes Working Group 

Member Direct non-financial 01/12/2014 18/08/2014  

NHS England Patients and Information 
Directorate 

PPI Lay Member Network 
Facilitator 

Direct financial 13/01/2015 12/01/2015  

Yorkshire and Humber AHSN,  Medicines 
Safety Expert Reference Group 

Member Direct Non-financial, 22/6/2015 1/6/2015 

Journal of Medicines Optimisation, Clinical 
Editorial Group 

Member Direct Non-financial 22/6/2015 22/6/2015 

NHS England,  Cross-system sepsis 
Programme Board 

Member  Direct non-financial 26/6/2015 4/6/2015 

Chief Professional Officers Project Board  
Medicines Prescribing, non-pecuniary with 
effect from  

Lay member Direct Non-financial 25/1/2016 25/1/2016 

Primary Care PPG Research Group Leeds 
University  

PPI Group Member Direct financial 
(honorarium) 

25/1/2016 22/1/2016 

NHS England  Independent Investigation 
Governance Committee for Mental Health 
Homicides 

Member Direct financial 
(honorarium) 

05/02/2016 05/02/2016 

NHS England North Region Independent 
Investigations Review Group,  
 

Patient and Public Voice 
Expert Advisor. 

 12/05/2016 16/05/2016 
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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 

Peter Myers 
(Non-Executive Lay 
Member, Governance) 

Beverley Building Society Chief Executive Direct financial 05/08/2015 Ongoing 
Finance Yorkshire Ltd Director Direct financial 05/08/2015 Ongoing 

Dr Simon Robinson 
(GP Non- Executive 
Director) 

SACAR (Specialist Autism Services) Leasee Direct financial 19/02/2013 19/02/2013  
Street Lane dermatology Rent for sessions run in 

our premises 
Financial 20/11/2015 01/11/2015  

Ceased Mar 16 
Westgate Surgery  Partner Direct; financial 27/06/2014 December13-March 

2016 Ceased Mar 16 
AQP vasectomy and minor surgery service  Direct, financial 05/02/16 01/10/2014  

Ceased March 16 
OneMedicalGroup Employee Direct financial 30/3/2016 1 March 2016  

Ceased Sep 16 
Dr Nick Ibbotson 
(GP Non-Executive 
Director) 

One Medicare, Arthington, Leeds Employee Direct Financial 15/05/2015 01/02/15  

Dr Mark Freeman 
(Secondary Care 
Consultant) 

Mid Yorkshire Hospitals Consultant Physician Direct financial 18/03/2013 01/08/2002 
Glycosmedia Partner Direct financial 18/03/2013 01/03/2008 
Univadis Scientific Committee Advisor Direct financial 18/03/2013 01/08/2012 
Freemans Pharmacy Brother – Owner Indirect financial 18/03/2013 01/02/2001 
BMA Member Direct financial 18/03/2013 01/08/1992 

Gina Davy 
(Interim Director of 
Commissioning – New 
Models of Care) 

Mike Long Associates Ltd – management 
training 

Director - resigned Direct, non financial 18/08/2015 12/03/2004 - 21/01/2016 

Leeds and York Partnership Foundation Trust Member Personal–non 
financial 

9/11/2016 2008 

CSU and Leeds CCGs Friend - Communication 
consultant for 
Informatics 

Indirect 9/11/2016 09/2014 

Diane Hampshire 
(Non- Executive Board 
Nurse) 

Nil return Nil return Nil return 20/01/2016 N/A 

Claire Linley 
(Director of Nursing 
and Quality) 

Leeds Teaching Hospital Employee - Nurse Director 
(Corporate) and Deputy 
Chief Nurse 

Financial 12/10/2015 Ceased 7/9/16. 
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HEALTH AND WELLBEING BOARD

THURSDAY, 20TH OCTOBER, 2016

PRESENT: Councillor R Charlwood in the Chair

Councillors D Coupar, S Golton, G Latty 
and L Mulherin

Representatives of Clinical Commissioning Groups
Dr Jason Broch NHS Leeds North CCG
Dr Andrew Harris NHS Leeds South and East CCG
Dr Gordon Sinclair NHS Leeds West CCG
Nigel Gray NHS Leeds North CCG
Matt Ward NHS Leeds South and East CCG

Directors of Leeds City Council
Dr Ian Cameron – Director of Public Health
Cath Roff – Director of Adult Social Services
Sue Rumbold – Chief Officer, Children’s Services

Representative of NHS (England)
Brian Hughes - NHS England 

Third Sector Representative
Kerry Jackson – St Gemma’s Hospice

Representative of Local Health Watch Organisation
Lesley Sterling-Baxter – Healthwatch Leeds 

Representatives of NHS providers
Dawn Hanwell - Leeds and York Partnership NHS Foundation Trust
Julian Hartley - Leeds Teaching Hospitals NHS Trust 
Thea Stein - Leeds Community Healthcare NHS Trust

15 Welcome and Chair's Opening Remarks 
The Chair welcomed all present to the meeting and took the opportunity to 
note the following matters:
Nigel Richardson – Councillor Charlwood noted the recent retirement of 
Nigel Richardson, former member of the Board and LCC Director of Children’s 
Services. Councillor Charlwood expressed her thanks to Nigel for his service 
to the City, particularly his success in transforming Children’s Services; and 
his work as a member of the Board.
Inspection Outcomes

a) St Gemma’s Hospice – Councillor Charlwood congratulated St 
Gemma’s Hospice on the outcome of a recent Inspection which rated 
the Hospice as “Outstanding”. Kerry Jackson responded that the 
outcome was a reflection of how the city and local community, 
including staff, commissioners and volunteers worked together and 
their relentless focus on the individual service user
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b) Leeds Teaching Hospital Trust – Councillor Charlwood congratulated 
the Trust on the outcome of a recent Inspection which rated the Trust 
as “Good” which she described as an outstanding achievement for an 
organisation of its size. Julian Hartley responded the outcome could be 
attributed to the “Leeds Way” adopted approach where the focus is on 
the patient right across the service. He expressed thanks for the 
support offered by staff and from across the Leeds health and social 
care system.

16 Appeals against refusal of inspection of documents 
There were no appeals against the refusal of inspection of documents.

17 Exempt Information - Possible Exclusion of the Press and Public 
The agenda contained no exempt information.

18 Late Items 
No formal late items of business were added to the agenda.

19 Declarations of Disclosable Pecuniary Interests 
No declarations of disclosable pecuniary interests were made.

20 Apologies for Absence 
Apologies were received from Phil Corrigan, Cath Roff, Steve Walker, Moira 
Dumma, Tanya Matilainen and Sara Munro. The Chair welcomed Sue 
Rumbold (LCC Children’s Services) Brian Hughes (NHS England) and Dawn 
Hanwell (Leeds and York Health Partnership Trust) as substitutes.

21 Open Forum 
No matters were raised by members of the public under the Open Forum.

22 Minutes 
RESOLVED – To approve the minutes of the last meeting held 6th September 
2016 as a correct record.

23 Matters Arising 
No matters arising were identified.

24 The Leeds Approach to Commissioning and Decommissioning 
Chris Dickinson, Head of Commissioning & Market Management, LCC 
Children’s Services and Rob Goodyear, Director of Commissioning 
(Partnerships & Performance), NHS Leeds North CCG, presented a report on 
the approach to commissioning and de-commissioning in Leeds.

The report identified the need to work towards a shared and integrated 
approach to commissioning in Leeds. This required the support of both the 
HWB Board and the Leeds Integrated Commissioning Executive (ICE). An 
overview of those areas where integration and/or similar approaches already 
existed and those areas where there are differences was provided along with 
future ambitions or work already in motion to achieve integration.
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Rob Goodyear described the approach adopted by the Leeds CCGs, noting 
that until very recently, CCGs had undertaken annual commissioning and de-
commissioning (C/DC) but that the latest NHS Guidance has moved this to 
two years. This is new guidance, which is not reflected in the paper. The 3 
CCGs have developed a shared toolkit for ‘commissioning for value’ which  
took consideration of the LCC approach as an example of best practice. The 
Board received assurance that the Leeds CCG approach to C/DC would 
continue to learn from other parts of the system more experienced in de-
commissioning and re-commissioning, was fit for purpose, and with 
engagement and consultation built in.

Chris Dickinson outlined the approach adopted by LCC, with differing 
commissioning cycles often set to budget setting cycles and some contracts 
set for 3 to 5 years with annual review discussions. LCC had an established 
approach to governance but sought to align with the Leeds CCGs.

A correction to page 11 was reported to properly reflect that the LCC budget 
was set by full Council, not Executive Board as stated.

The challenges were highlighted as being the budget reductions and the 
different commissioning cycles operated. In response to this, a new cross-
services post of Deputy Director of Integrated Commissioning had been 
created to facilitate closer working across the CCGs and LCC Adult Social 
Services. Recruitment is underway to this post. Additionally, the CCGs had 
undertaken recent work looking at how they could operate as “one voice”.

The Board broadly welcomed the approach outlined and the following key 
issues were discussed:

 Engagement with LCC community committees and the suggestion that 
General Practitioners could discuss local health issues with local ward 
Councillors in the first instance.

 Consideration of how commissioning could challenge and improve the 
Leeds health targets.

 Commissioning for outcomes is best practice - such as the 
commissioning of the drug and alcohol treatment service. Need to 
move to this being the default

 The focus on the Leeds £ whilst acknowledging procurement rules
 Recognition of the role of the Third Sector as both service provider and 

commissioner 
 The balance of tensions between city-wide high-level decisions and 

local provider led consultation on C/DC
 A cost benefit analysis was required to ensure all partners share the 

same approach to C/DC 
 The need for meaningful consultation with appropriate timeframes, 

noting a comment on the approach taken to the West Yorkshire STP
 The expectation that commissioners should have a common 

understanding of what engagement and consultation is and develop a 
shared engagement framework. The Chair suggested that this should 
be considered by PEG.

RESOLVED -
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a) The Board agreed that the current approach and future steps 
adequately supported the vision and role of the Board

b) The Board identified two matters to refer to PEG to develop:
(i)  the development of a shared consultation and engagement 
framework as an opportunity to progress towards a shared approach to 
commissioning and decommissioning. 
(ii) opportunities for; and development of; joint procurement.
With a report back to HWB on the outcome of those discussions in due 
course.

c) The Board agreed to provide strategic direction for future progress 
towards a shared approach to commissioning and decommissioning.

d) To take learning from best practice within the system and apply to 
future decision making.

e) To support the Integrated Commissioning Executive to set system 
priorities for shared challenges and testing further integrated 
commissioning models.

25 Staying Focussed on the Wider Determinants of Health 
The Board considered the report of the Director of Public Health presented to 
prompt discussion and give direction to achieve continued focus on the wider 
determinants of health.

The report referenced Leeds’ Anti-Poverty work programmes which indirectly 
supported most priorities within the Leeds Health and Wellbeing Strategy, the 
strongest links being with Priority 5 ( a strong economy with quality local jobs) 
and Priority 10 (Promote mental health and physical health equally). The 
report referenced existing work to tackle poverty and improve health. A copy 
of the report entitled ‘Supporting Communities and tackling poverty update’ 
considered by LCC Executive Board on 21st September 2016 was attached 
as appendix 1.

Dave Roberts, LCC Financial Inclusion Team, and Myrte Elbers, LCC Public 
Health, presented the report and identified the continuing link between poverty 
and health - financial worries continued to exacerbate mental health issues 
and the Public Health Team had a commitment to support the Money Advice 
Centre and enhance current provision.

Partners commented that the effects of poverty were reflected in the 
increased demand for their services. Discussions focussed on the following:
Key Workers

 Leeds Community Healthcare staff had reported that, as they visited 
people at home to deliver services it would be useful to have access to 
a “4 Numbers you need” or “one portal” approach – in order to pass on 
information about clients in need to relevant organisations. HWB 
discussed this initiative, recognising the value of key workers being 
able to signpost and link into follow-on services
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 Where a community health worker identified a client in need, they could 
pass details to their local ward Councillor who was publically 
accountable and could assume responsibility for engagement with and 
support for that individual

 A new portal for Mental Health advice had recently been launched

Funding and Resources
 A comment was noted that certain areas of the city disproportionately 

required services, particularly primary care. Debt was a common theme 
impacting on health which could be dealt with through the developing 
social prescribing approach

 Frank discussions would be needed with communities to understand 
the funding that is available to ensure the areas of real need are 
properly resourced. The agreement of all parties is required to divert 
funding from one area to another

 Recognition that some communities have the capacity and ability to 
deliver for themselves and others don’t

Service Links
 The value of workshop type meetings where service providers can 

develop a much better awareness of each other’s provision – such as a 
recent LCC Community Committee focussing on vulnerability.

 The links to the previous agenda item on commissioning for better 
outcomes. The Board noted the new Community Hub way of working 
was being rolled out across the city with various services based under 
one roof to allow better access to services and closer working between 
services. A comment that more health providers based in the Hubs 
would be welcomed was noted.

Economic activity and opportunity:
 LTHT provision of apprenticeships was highlighted as a means of 

targeting the most disadvantaged localities in order to provide better 
quality opportunities.

 The role of the developing “Innovation District” was recognised, 
seeking to bring economic benefits to the area.

 Additionally, the HWB features some of Leeds’ largest employers who 
could consider the opportunity to take on apprentices and staff from 
Leeds most deprived communities when recruiting to the health and 
care workforce Information on the number of staff from Leeds 
postcodes was requested.

The whole family approach
 One in five Leeds' children live in poverty. The LCC Early Years Team 

included Leeds Community Health officers and focussed on the child 
and the whole family’s wellbeing. 

 Supporting parents back to work would lift families out of poverty. 

The role of Non-Medical and Social Prescribing Solutions
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 Discussions focused on crisis/preventing crisis before it happened and 
HWB noted a suggestion for HWB to support work on the theme of 
‘relationships’ – identified as a key issue 

 Figures on the impact of social prescribing were requested – have 
savings been made and can the savings be re-invested into services?

 The over-medicalisation of people presenting with issues when health 
services may not be appropriate

In conclusion, the Board recognised the links between the work focussing on 
the wider determinants of health and the Annual Report from the Director of 
Public Health; and also identified the need for the Leeds and the West 
Yorkshire STPs to retain the same focus
RESOLVED - 

a) To note the contents of Appendix 1 – the supporting communities and 
tackling poverty update to Executive Board - and information on 
initiatives being undertaken around poverty to improve health and 
reduce inequalities.

b) In response to the questions put to the Board in the reports’ 
recommendations relating to how the Board can support ongoing work 
and the links between the issues; the Board 

(i) Noted the comments made during the discussions 
(ii) Agreed to include the matters raised during todays’ discussions, 

particularly around workforce, into the Work Plan for the 20th 
February 2017 meeting

26 Making A Breakthrough: Impact of Breakthrough Projects on Health 
Outcomes and Reducing Health Inequalities 
Mike Eakins presented a report on Leeds City Council’s eight Breakthrough 
Projects, including an outline of the key aims and activity of each Project. The 
report highlighted the cross-cutting and outcome focused nature of the 
Projects; and importantly, the links to the most recent Health and Wellbeing 
Strategy recognising the Boards’ role in helping to make a breakthrough in 
these areas.

The report identified those areas which the LCC Project Leads felt the Boards’ 
support and influence would be of valuable assistance.

The Board noted comments that the 8 Breakthrough Projects did not 
necessarily align with the JHWS and that the Projects included hard 
challenges to be addressed. 

During discussions, the Board identified work already undertaken by partners 
which supported four of the Breakthrough Projects; and the issues which the 
Board could do further work on: 
Best Place to Grow Old

 Accessibility/public transport and whether there was a role for HWB to 
influence provision of a localised public transport network between 
localities, recognising the link to the carbon/air quality BTP

 Identified the work done at St James’s Hospital 
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Cutting Carbon & improving Air Quality
 Future work was identified as HWB partners all had a fleet of vehicles 
 The Universities and Hospital Trusts had charging points for electric 

vehicles
 The City offered free parking in the city centre for electric cars and 

whether advertising placed enough emphasis on this
 LTHT was building a new generator which would cut carbon emissions
 Director of Public Health’s Annual Reports for 2014/15 and 2015/16 

commented on the impact of overall planning for Leeds – the city had 
densely filled and over polluted roads and was in danger of getting 
worse. The planning process should consider public health matters and 
provide for easier movement of vehicles

Tackling domestic violence and abuse
 GP’s and General Practice commissioners could link into the Domestic 

Violence project
 Copies of the DV annual report were made available for partners at the 

meeting. Councillor Mulherin, as lead on this Project, sought a 
commitment from the CCGs to support the work to address the number 
of children taken onto care resulting from domestic violence

Strong communities benefitting from a strong city
 Councillor Coupar as project lead sought partners involvement and 

influence 
Early intervention and reducing health inequalities and More jobs, better jobs 
– acknowledged the links to previous discussions as outlined in minute 25 
above

The Chief Officer, Health Partnerships emphasised the importance of 
recording where HWB partners already support the Breakthrough Projects 
through their existing work in order to link the work together. The Board 
requested a schedule of partners/organisations already working to support the 
BTPs so that HWB could identify instances of overlap with their own work and 
other colleagues who could participate. 
RESOLVED - 

a) To note the contents of the report and the aims of the eight 
Breakthrough Projects.

b) To note the contents of the discussions on each of the Projects which 
identified those areas where HWB members might help to make a 
breakthrough 

c) To request a schedule of partners/organisations already working to 
support the BTPs be provided to Board members to enable them to 
identify instances of overlap with their own work and other colleagues 
who could participate and contribute towards the aims of the 
Breakthrough Projects.

d) To note that this work will feed into the Annual refresh of the LCC 
Breakthrough Projects
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27 Future in Mind Leeds - A Strategy to Improve the Social, Emotional and 
Mental Health and Wellbeing of Children and Young People aged 0-25 
years 
Jane Mischenko, NHS Leeds CCG’s, and Anne Scarborough, LCC Children’s 
Services, presented a report which set out the Board’s shared and ambitious 
strategy to transform, support and improve the emotional and mental health of 
Leeds’ children and young people and therefore, ultimately impact on the 
wellbeing of all the population.

The report sought the Board’s support and approval of ‘Future in Mind: Leeds’ 
(attached as Appendix 1 of the report) which set out an overarching strategy 
and Leeds’ response to the recommendations from the Department of 
Health’s publication Future in Mind (2015) and its duties within the Children & 
Family Act (2014), in terms of the SEND requirements for pupils with Social 
Emotional and Mental Health needs. This was underpinned by the Future in 
Mind: Leeds Local Transformation Plan (included as Appendix 2). It was 
noted that NHS England required the Future in Mind: Leeds strategy to be 
published on the three NHS Leeds CCGs and LCC websites by the end of 
October 2016.

It was reported that children and young people had assisted in the 
development of the plan and had particularly identified the need for a ‘single 
point of access’ to services. The Plan focussed on prevention and working 
together, recognising that early support was critical to making a difference to 
adult life.

It was noted that the Future in Mind approach was relatively new with national 
guidance expected shortly; however Leeds had taken this approach for some 
time. The Executive Member for Children and Families expressed her thanks 
to the team who had led the service this far. Leeds was the only LA pursuing 
this approach which included:

 Three new £45m world class special schools developed within Leeds 
to ensure provision for Leeds children within the city. The reduced 
travelling times will also benefit their learning

 A review of Targeted Services and how transition occurs as children 
and young people transfer between services

 Recognition and value of focussing on the workforce; future difficulties 
can be prevented if front-line staff get it right first time; and they can 
also pass on their expertise to others

The Board welcomed the strong partnership approach taken and noted the 
huge demand for services and support. Discussions identified the following 
key issues:

 Consultation with children and young people revealed that Mental 
Health and Wellbeing was their No.1 priority and also a priority for 
school head teachers. Additionally, anxiety and depression was 
recorded at 25% in girls and young women.

 A national pilot – Children’s Outcomes Consortium – would measure 
the success of this approach. Additionally, a dashboard was being 
developed having regard to the national standards set by NHS England
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Discussion identified the role of the HWB as being to ensure that the work 
outlined in the report was delivered. The Board also agreed a suggestion for 
PEG to consider how HWB continues this work
RESOLVED - 

a) To support, approve and champion the Future in Mind: Leeds strategy 
and underpinning Local Transformation Plan (LTP), noting that the 
refresh of the Leeds LTP has to be published on NHS Leeds CCGs 
and council websites by the end of October 2016 (NHS England 
requirement).

b) To recognise and share the achievements to date (detailed in the plan), 
progressed in the first years of the Future in Mind LTP funding 
allocations.

c) To endorse how the child and young person’s voice has been integral 
in developing the priority work-streams and going forward is embedded 
in the co-production of their delivery.

d) To note the contents of the discussions on how the Board will support 
the delivery of the vision, the strategy and underpinning plan.

e) To receive regular updates on progress

28 Director of Public Health Annual Report 2016 
Dr Ian Cameron, Director of Public Health, presented his Annual Report 
entitled “1866-2016: 150 years of Public Health in Leeds – a story of 
continuing challenges” which included reviews of the Health and Wellbeing 
Strategy and the recommendations of Annual Report 2014/15. 

Discussions noted the significant reductions in health budgets at a time when 
more is asked of the services and emphasised the benefits of working 
collectively with partners and external organisations to make a difference. 
The Board also welcomed the historical context contained within the report 
and; in terms of specific issues, briefly discussed the findings of the “feeling 
anxious “ and breastfeeding indicators.

In conclusion, Dr Cameron noted that Public Health England had reviewed all 
Leeds Public Health outcomes against the prescribed indicators and 
concluded that Leeds was doing well.
RESOLVED - 

a) To note the availability of:
(i) This year’s digital Annual Report at www.leeds.gov.uk/dphreport
(ii) The digital materials on 150 years of Public Health in Leeds
(iii) Indicators on the current health status for the Leeds population

b) To support the inclusion, by Leeds City Council, of ‘improving health 
status’ as a specific objective within the new Council approach to 
locality working, regeneration and the Breakthrough projects as a 
contribution to the delivery of the Health & Wellbeing Strategy and the 
Best Council plan.

c) To recommend that ‘improving health status’ is a specific objective 
within the development of New Models of Care being led by the NHS, 
as a contribution to the delivery of the Health & Well Being Strategy.

http://www.leeds.gov.uk/dphreport
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d) To note the progress made on the recommendations of the Director of 
Public Health Annual Report 2014/15.

29 For Information - Update on Leeds Transforming Care Three Year Plan 
The Board received a report from the Chief Officer, NHS Leeds North CCG 
which provided an update on the Transforming Care Programme – developed 
to address the national programme of work set out in the “Building the Right 
Support” (2015) national plan.
Nigel Gray presented the update report and highlighted two specific issues:

 The work undertaken in conjunction with LCC Adult Social Services 
which looked at an holistic approach to care when moving an individual 
from institutional to community care

 The aim to prevent patients being treated outside of the Leeds locality.
RESOLVED - 

a) To note the partnership work which is already happening to meet the 
requirements of the transforming care programme.

b) To receive further reports on progress against the Transforming Care 
programme

30 For Information - Leeds Let’s Get Active Evaluation Findings 
The Board received a report from the Director of Public Health providing an 
outline of the Year 3 evaluation report of the Leeds Let’s Get Active scheme. 
The key findings of the evaluation report were detailed; emphasising the 
scheme’s potential to engage with individuals with wider lifestyle risk factors 
and be used as a vehicle for promoting wider lifestyle changes. The HWB 
noted LCC’s thanks to CCG partners who had resourced the final 8 months of 
the initiative in order for the evaluation to take place
RESOLVED - To note the update of LLGA and evaluation findings based on 
research from Year 3 of project delivery.

31 Any Other Business 
RESOLVED – To note that Board members had received invitations to the 
Kings Fund Conference scheduled for 12th December 2016

32 Date and Time of the Next Meeting 
RESOLVED - To note the date and time of the next formal Board meeting as 
Monday 20th February 2017 at 9.30am (with a pre-meeting for Board 
members from 9.00 am)



    

 
Page 1 of 2 

 

 
Public Board – Forward work plan 2016-2017  

Agenda Item / Issue 
Board Dates 2016 – 2017 Comments 

25 May 
2016  

27 July 
2016  

28 Sept 
2016  

30 Nov 
2016  

25 Jan 
2017 

29 Mar 
2016 

 

Declarations of interest        
Questions from Members of Public        

Patient story        

Locality view        

Chair’s Report        
Chief Officer’s Report        
Strategy and forward view 
Forward work plan        
Sustainability and Transformation Plan        
NHSE Planning guidance        
Health and Well Being Strategy (tbc)        
Commissioning futures        
Performance 
Patient and Public Involvement        
Performance update        
Quality update        
Finance and Contract update        
Clear and Credible Plan update        
Investors in Excellence         
High performing CCG        
The nursing annual report        
Annual report and accounts        
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Assurance 
Risk management – BAF, Risk register        
Director of Public Health Report        
CCG Annual Assurance         
Quality strategy (tbc)        
Safeguarding annual report        
Governance 
Annual governance statement        
Committee Terms of Reference        
Amendments to constitution (as 
required) 

       

Board Declarations of Interest Register        
Summary reports 
Council of Members        
Quality & Safety Committee        
GPR        
Audit Committee        
Primary Care Commissioning 
Committee 

       

Patient Assurance Group        

Minutes for Info only (as available) 
• System Resilience 
• Health and WellBeing Board 
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