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LEEDS NORTH CCG BOARD MEETING 
Wednesday 28 January 2015 

The Eldan Suite 
The Marjorie & Arnold Ziff Community Centre

311 Stonegate Road, LS17 6AZ
14:00 – 17:00 

(Held in Public) 

AGENDA 
Chair:  Dr Jason Broch 

Item No. Item Presented By Paper Y/N Time 

087/2015 Board Welcome and Apologies Dr Jason Broch N 
14:00 

088/2015 Board Declarations of Interest Dr Jason Broch N 

089/2015 Board 
Questions from Members of the 
Public 

Dr Jason Broch N 14:05 

090/2015 Board 
Approval of Board Minutes from 
meeting held, 26 November 2014 

Dr Jason Broch Y 

14:15 

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

Dr Jason Broch Y 

092/2015 Board 
Forward Look – Planning 
Guidance 2015/16  

Liane Langdon Y 14.20 

093/2015 Board Chair’s Report Dr Jason Broch Y 14:40 

094/2015 Board Chief Officer’s Report Nigel Gray Y 14:50 

095/2015 Board 

Co-commissioning of Primary Care 

a. Cover sheet

b. Concept Paper

c. Constitution

d. Terms of Reference

Nigel Gray /  

Dr Jason Broch 
Y 15.00 

096/2015 Board 
Patient and Public  
Involvement Update 

Liane Langdon Y 15:20 

097/2015 Board 
Quality Update Dr Manjit Purewal / 

Russell Hart-Davies 
Y 15:30 

098/2015 Board Finance and Contract Update Martin Wright Y 15:40 

099/2015 Board 

Board Assurance Framework: 

a. Cover Sheet

b. BAF

Richard Gibson / 

Martin Wright 
Y 15.50 

Mission Statement 
“In the next three years, 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” 

Cover sheeta.



LNCCG Board Agenda – 28 January 2015 

Page 2 of 2 

100/2015 Board 

Corporate Risk Register: 

a. Cover Sheet

b. Register

Richard Gibson / 

Martin Wright 
Y 16:00 

101/2015 Board 

Revised Terms of Reference: 

a. Cover Sheet

b. Governance Performance and
Risk Committee

c. Quality and Safety Committee

Stephen Gregg Y 16.10 

102/2015 Board Feedback from Committees Stephen Gregg Y 

102a/2015 Board 

Summary Report - Governance, 

Performance & Risk Committee  

4 December 2014 

Martin Wright Y 16:20 

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

Dr Manjit Purewal Y 16:30 

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

Dr Simon Robinson Y  16:40 

103/2015 Board Any Other Business All N 16:50 

104/2015 Board Review of the meeting All N 16:55 

Public Bodies (Admissions 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’, Section 1 (2) Public 
Bodies (Admission to Meetings) 
Act 1960. 

Next Public Board Meeting: 
Wednesday 25 March 2015 
14.00 – 17:00 
Venue:  
Reginald Centre 

Reginald Street, LS7 3EX 

Papers for  
information only 

LNCCG Board Members Declaration of Interest Register 

Summary Report – Patient Advisory Group 
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NHS Leeds North Clinical Commissioning Group 

Public Board 

Minutes of the meeting held on Wednesday 26 November 2014 

Tech North, 9 Harrogate Road, Leeds 

Chair:  Dr Jason Broch 

Minutes: Gemma Reed 

 

Members  Initials Role Present Apologies 

Dr Jason Broch JB Clinical Chair   

Nigel Gray NG Chief Officer   

Dr Manjit Purewal  MP Clinical Director   

Dr Simon Robinson SR GP Non-Executive    

Dr Nick Ibbotson NI GP Non-Executive    

Dr Mark Freeman  MF Secondary Care Consultant   

Martin Wright MW Chief Financial Officer   

Liane Langdon LL 
Director of Commissioning and Strategic 
Development 

  

Petra Morgan PM Practice Management Executive   

Lucy Jackson LJ Consultant in Public Health   

Ellie Monkhouse EM Director of Nursing and Quality   

Peter Myers PMy Lay Member – Governance   

Graham Prestwich GPr Lay Member – PPI   

In Attendance Initials Role Present Apologies 

Stephen Gregg SG 
Head of Governance and Corporate 
Services 

  

Gemma Reed GR Business Manager (Minutes)   

Kenyetta Cohen KC Governance Officer (observer)   

Jenny Davies JD Deputy Chief Financial Officer   

Amelia Letima AL 
Primary Care Development Manager 
(item 070/2014) 

  

 
Key Words / Abbreviations 
 

 Leeds North Clinical Commissioning Group (LN CCG) 

 Commissioning Support Unit (CSU) 

 Health and Wellbeing Board (HWB)  
  

090/2015 
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Item No. Agenda Item Action 

067/2014 Board Welcome and Apologies  

 

The Chair, Dr Broch, welcomed all to the Leeds North CCG Board.  
Board members introduced themselves to the members of the public 
in attendance. Apologies were noted as above. 
 

 

068/2014 Board Declarations of Interest  

 

Dr Broch reminded members of the Board that any conflicts of interest 
should be declared. There were no new declarations of interest at this 
stage of the meeting.  However Dr Purewal clarified that his brother 
works for PWC and Graham Prestwich had recently informed the 
LNCCG governance team of his additional interests. 
 

 

 
Action:   Governance team to update the declaration of interest 
register. 
 

 
SG 

069/2014 Board Questions from members of the public  

 
Dr Broch asked members of the public if they would like to raise any 
questions. There were no questions raised. 
 

 

070/2014 Board Chapeltown Locality Update  

 

Lucy Jackson highlighted work in the Chapeltown area over the last 
12 months, focussing on health inequalities.  A number of practice 
engagement schemes are addressing the gap in mortality rates and 
tackling health inequalities across the health and social care system.  
These include: 

 Commissioning of a new Alcohol and Drug Service 

 Hypertension 

 SMI 

 Diabetes  
 
Local practices are working well together to develop a number of 
initiatives to address issues in the locality.  These include: 

 GP access and a new appointment system in a local practice.     

 Diabetes – sharing good practice and looking at other models of 
care.   

 
Dr Ibbotson commended the CCG on work within the primary care 
locality team to facilitate practices working well together and 
developing GP relationships.   
 
Lucy Jackson informed members of the Due North report which 
focuses on inequalities and the role of the health sector, highlighting 
the need for equitable access, targeted resources, community 
orientated practice, and the role of health sector as employer and 
procurement of services.   
 
Graham Prestwich commended the CCG on the work to respond to 
patient needs, and supported its continuation.  Equity of access to 

 



 

090/2015 Board – Draft Minutes Public Board Meeting – 26/11/2014 
      

Page 3 of 11 

Item No. Agenda Item Action 

services is key. 
 
It was noted that the use of potential years of life lost (PYLL) as a 
measure doesn’t always show what improvement has been made; 
there is a need to develop performance measures which demonstrate 
how interventions contribute to longer term outcomes.  Lucy Jackson 
informed members that the area with the largest impact is smoking 
prevalence.  The Joint Health and Wellbeing strategy in Leeds which 
also links to the work taking place as the methodology helps to 
highlight where difference is being made. 
 

 

Members of Public were asked to comment: 
 
Early intervention of alcohol is crucial.  There is an issue with chronic 
addiction and facilities available.  There are 3 addiction units as part 
of the local church which currently provides support to this service.  
Very limited resources to this are available in Leeds.   
 
Lucy Jackson responded that historically funding was targeted 
towards drugs services.  There will be a re-procurement for drug and 
alcohol services in Leeds, where a model will be put forward for an 
integrated drug and alcohol service in Leeds.  One of the CCG’s 
priorities is alcohol and there is an outreach centre at Reginald Centre 
and a number of other facilities across the Leeds area. 
 
Diabetes - this is an exciting time and lots of positive work has taken 
place and a patient led diabetic group is now in place, which 
facilitates patients and members of the public coming together to 
learn what is happening in the city.  Is there now an opportunity to 
involve patients regarding self-management work which will be taking 
place? 
 
Graham Prestwich said that work is taking place to re-launch the 
network groups to enthuse attendance at PRG Meetings / PRG 
Network.  Only approx. 12 – 14 people attending at present, not 
sending representatives is a missed opportunity.  Further work is also 
taking place to undertake a diagnostic as there is variability practice 
to practice.  Patient groups need guidelines on how to run.   
 

 

071/2014 Board Approval of Board Minutes from meeting held on 1 October  2014  

 
There were a number of minor amendments to be made to the 
minutes of the previous meeting. 
 

 

 
Action: Amendments to be made to minutes from the 1 October 
2014. 
 

 
GR 

 
RESOLVED: The minutes of the meeting of the Leeds North Clinical 
Commissioning Group held on 1 October 2014 were agreed as an 
accurate record, once minor amendments were made. 
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072/2014 Board Matters Arising / Actions from 1 October 2014  

 

Liane Langdon informed the Board that members of the Executive 
Team were scheduled to attend future Patient Assurance Group 
(PAG) meetings.   
 
Dr Purewal confirmed that further work is taking place to work 
through the Quality Strategy at the next Quality and Safety 
Committee meeting and would provide a further update at a future 
Board meeting. 
 
Stephen Gregg confirmed that the revised NHS Leeds North CCG 
constitution will be represented to the Board once it has been 
considered by NHS England and Council of Members.   
 

 

 Matters Arising  

 
There were no matters arising. 
 

 

073/2014 Board Chair’s Report    

 

Dr Broch highlighted areas from the report.  Primary Care Co-
Commissioning allows the opportunity for CCGs to commission 
primary care services, starting with general practice in 2015.  
 
Care.data - Leeds has a strong informatics strategy to enable the 
sharing of information to ensure patients can be cared for 
appropriately, facilitate self-care where possible and ensure 
clinicians provide care at the right time.  This enables the sharing of 
non-sensitive information in an open way.  Leeds is a path finder and 
is working with NHS England to develop this and form how this 
consultation would look like.  Dr Purewal advised that discussions 
are taking place between Caldicott Guardians in relation to this. 
 

 

 
RESOLVED: The Chair’s report was received. 
 

 

074/2014 Board Chief Officers Report  

 

Liane Langdon highlighted areas from the report. The CCG is 
forecasting to achieve its key financial duties & responsibilities in 
2014/15.   The Leeds Better Care Fund submission will now be 
brought in line with national planning timescales/cycles. 
 
Planning 15/16 - confirmation of key dates has been received.  Draft 
planning guidance will be available on 10 December.  This guidance 
will be agreed at NHS England’s Board meeting 17 December and 
the final draft guidance will be published 18 December.  LNCCG is 
working through commissioning intentions in line with this.  The 
submission on initial headline data is due 13 January, and final 
submission on27 February 2015.   
 
It was noted that the CCG has planned accordingly but that 
timescales are constrained, and work is taking place across the 
health economy to support this.  There may be a requirement to call 
an extraordinary Board.  The final submission will be agreed at the 
28 March Board. 
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Contracts are to be signed 20 February 2015, and the arbitration 
process is to be concluded by 30 March 2015.  Initial discussions 
with Patient Assurance Group are taking place regarding CCG 
commissioning intentions.   
 
David Whiting, Chief Executive of Yorkshire Ambulance Service 
(YAS) has resigned. It was noted that YAS are struggling to deliver 
performance targets, however additional system resilience monies 
have been made available to support this, and work is taking place to 
address this.  Commissioning arrangements are becoming more 
robust, but it is anticipated performance will not improve over the 
next few months. 
 
Graham Prestwich thanked the Executive team for raising PAG 
awareness. The next PAG meeting will emphasise the challenge 
ahead to ensure the public become more involved.  There is a need 
to recognise that this is not always easy to work through with 
members of the public.  Liane Langdon confirmed that it is the 
intention to hold a public briefing on 19 December following receipt of 
planning guidance. 
 

 
RESOLVED:  The Chief Officer’s report was received. 
 

 

075/2014 Board Patient and Public Involvement Update  

 

Liane Langdon outlines key work areas.  Liane stated in her verbal 
report that the PPI report would in future would be improved to 
ensure it covered the outcomes of involvement activity and the 
actions taken by the organisation as a result of that feedback. This 
is also an action for inclusion in future PPI reports.  There have 
been capacity issues over the last 6 months and work is taking 
place to develop this further.  A recent internal audit has highlighted 
the need to further develop assurance and infrastructure for patient 
involvement. 
 
Dr Robinson highlighted the need to develop communication 
methods between the CCG and Practice Reference Groups (PRGs).  
Liane Langdon confirmed that a PRG network will be launched in 
the near future to address some of these issues.  The initial focus 
would be on co-commissioning and commissioning intentions. Dr 
Robinson also raised the issue of communication between the CCG 
and PRGs. Board discussed potential information governance 
issues arising. Work is taking place looking at an affordable, 
pragmatic way of meeting the need of these groups. Dr Robinson 
asked the commissioning team to inform the agendas of future 
PRGs to improve information flows between PRGs and the CCG.   
 
Liane Langdon informed the Board that a draft work plan has been 
approved which aims to empower people to take control to ensure 
patients can influence what happens in practices.  The Patient 
Assurance Group is also looking at how to engage more people. 
  
Dr Ibbotson stated that it is difficult for smaller practices to support 
patient reference groups and that more support is needed. The 
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support from the CCG primary care development team has made a 
huge impact to address issues in the Wetherby area.  It was felt that 
the PRG network has to be enticing to get people there or other 
ways to communicate needed to be worked through. 
 

 

Action: 
i. Explore ways of better supporting patient reference groups. 
ii. Future PPI reports to have a stronger focus on learning and 

the outcomes of involvement. 
iii. Ensure future reports cover the outcomes of involvement 

activity and the actions taken by the organisation 
iv. Future agendas for PAG meetings to be informed by the 

commissioning team. 
v. PPI would be included in future Chair’s reports 

 

 
LL 
LL 
LL 
LL 
 
JB/SG 

 
RESOLVED : The PPI report was received 
 

 

076/2014 Board Quality Update  

 

Dr Purewal reported on key quality issues: 
 
The Board congratulated LTHT on work over the past year to reduce 
healthcare acquired infections. This is now at trajectory and the 
benefits showing.  Dr Broch to write to LTHT to congratulate them. 
 
Current numbers of C.Difficile cases remains at threshold and the 
number of MRSA bacteraemia remains at four.  The staff Friends 
and Family Test is now published.  However the Board were made 
aware of the major staffing issues at LTHT.   
 
The CQC inspection has taken place at LYPFT and the report is 
expected at the end of the month. Leeds Community Healthcare 
(LCH) will be inspected week commencing 24 November. The CQC 
has also given notice of an inspection of the Yorkshire Ambulance 
Service in January 2015. 
 
LCH has reported concerns relating to staffing levels in the district 
nursing service.  A comprehensive action plan has been 
implemented.  The Community Rehabilitation Unit has also been 
closed temporarily due to staffing problems. 
 
Walk round visits have taken place in Maternity Services at Leeds 
Teaching Hospitals and in the Single Point of Access service and 
Community Teams at Leeds and York Partnerships Foundation 
Trust. 
 
Dr Ibbotson raised concerns in relation to the workforce issues at 
LCH when work is taking place across the health economy to move 
care into the community.  It was noted that there is a nursing 
shortage overall.  LCH have undertaken work to ensure that the 
right people are doing the right job at the right time.  It was noted 
that work is currently underway to develop a more joined up 
approach to community nursing. 
 
The Board asked that evidence of clinical effectiveness to be 
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included in all future reports. 
 

 

Action: 
i. Dr Broch to write to LTHT regarding HCAI. 
ii. Staffing issues to be worked through strategically linking to 

the work taking place at LCH. 
iii. Evidence of clinical effectiveness to be included in future 

quality reports. 
 

 
JB 
MP/EM 
 
MP/EM 

 
RESOLVED:  The Quality Report was noted. 
 

 

077/2014 Board Finance and Contract Update  

 

Jenny Davies introduced the finance report and noted the new 
format which is intended to be more informative and easier to 
understand.  The CCG is on track to achieve targets and £5.1m 
surplus as set out in plans.   
 
The main financial risks are in relation to mental health and learning 
disabilities.  Learning disabilities is overspending due to complex 
cases.  A further risk relates to continuing healthcare and following a 
review of current case load, this has increased by £0.5million. 
 
Jenny Davies informed the Board that the NHS England position is 
included and confirmed that the main cause of overspend is in 
specialist commissioning.  This is being monitored as there is a 
potential for this to adversely impact in Q4.  A further discussion 
regarding specialist commissioning is required.  
 
The Board noted the financial limits for expenditure requiring Board 
approval. 
 
Item 6.2 typo, this should read £240 million. 
 

 

 

RESOLVED: 
i. The Leeds North CCG financial position and performance 

against key financial duties was noted. 
ii. The financial limits for items of expenditure requiring Board 

approval were approved. 
 

 

078/2014 Board Clear and Credible Plan Update  

 

Liane Langdon acknowledged that at present the focus of the 
update was more on actions rather than outcomes. Work has taken 
place to improve the links between clear and credible plan 
measures, staff objectives and strategic objectives such as reducing 
health inequalities.  The Q3 report will focus more on organisational 
objectives. 
 
Typo – Living the values should state Living our values. 
 

 

 
RESOLVED:  The highlights presented for Quarter 2 of the Clear 
and Credible Plan were accepted. 
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079/2014 Board Primary Care Co Commissioning   

 

Dr Broch reported on progress in developing the approach of Leeds 
CCGs to jointly commissioning primary care services with NHS 
England from April 2015.   
 
Jenny Davies reported that finance teams are investigating the 
budget available to support this, on the basis of the 2014/15 forecast 
outturn.  
 
Dr Robinson raised concerns about the potential risk of handling the 
primary care budget and emphasised the need for all parties to 
understand the implications.  It was noted that the Patient 
Assurance Group are involved in this, but further work is required to 
determine how this involvement will take shape.  It is crucial to 
ensure that communication is clear and comprehensive in order that 
the public can engage effectively. 
 
Graham Prestwich asked that the benefits of co-commissioning in 
addressing the health and wellbeing needs of the population be 
clearly articulated in future communications.   
 
Dr Ibbotson highlighted the potential reputational risk to the 
organisation.  Dr Broch stated that the guidance from NHS England 
is clear in relation to the need to manage probity and transparency.  
It was noted that the CCG already manages conflicts of interest in 
every decision it makes.  The proposed city-wide joint committee 
was intended to strengthen further the management of these risks in 
relation to joint commissioning.  The Board reiterated that there is a 
need to ensure communication on co-commissioning is better. 
 

 

 

Action: 
i. The benefits of co-commissioning for the health and 

wellbeing of the public be highlighted in future co-
commissioning reports  

ii. Clear and comprehensive communication to be developed 
for the public to ensure that they are engaged effectively. 

 
 
JB/NG 
 
JB/NG 
 
 

 

RESOLVED  
i. The proposed citywide approach was endorsed. 
ii. That further reports on the development of co- 

commissioning be presented at the Council of Members and 
Board meetings in 
January 2015. 

iii. That future reports have a stronger patient focus and that 
key messages are communicated to the public 
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080/2014 Board Corporate Risk Register  

 

Stephen Gregg reported that following a review of corporate 
citywide risks, the risks have been updated to reflect the local risk 
for the population of Leeds North.  As a result, the risks are no 
longer escalated to corporate level. 
 

 

 
RESOLVED: That there are currently no risks considered significant 
enough to require escalation to Board. 
 

 

081/2014 Board Audit Committee Terms of Reference  

 

Stephen Gregg presented the revised Terms of Reference.  As part 
of the refresh of the CCG constitution, some duties were now 
reserved for the Audit Committee in the scheme of delegation. This 
was reflected in the Terms of Reference. 
 

 

 
RESOLVED:  The revised Audit Committee Terms of Reference 
were approved.   
 

 

082/2014 Board Feedback from Committees  

 

Stephen Gregg informed members of the new approach to 
streamline information flows between the Council, Board and CCG 
committees by producing summary reports of each meeting. 
 

 

 
RESOLVED: The new approach to improving information flows 
between Council, Board and its Committees was noted.   
 

 

082a/2014 Board Quality and Safety Committee  

 

Dr Purewal presented the summary from the Quality and Safety 
Committee on 21 October 2014.  He highlighted that processes for 
managing Serious Incidents are robust.  Cost Improvement Plan 
(CIP) feedback confirms that the process is being worked through 
with providers.  A ‘Star Chamber’ is being developed to review the 
CIP process. Graham Prestwich asked that support for continual 
improvement be added to future reports. 
 
Progress with the Leeds Institute of Quality Healthcare would be fed 
back through the Transformation Board and Quality and Safety 
Committee. 
 

 

 
RESOLVED:  The summary of the Quality and Safety Committee 
meeting was noted. 
 

 

082b/2014 Board Governance, Performance and Risk Committee  

 

Liane Langdon presented the summary from the Governance, 
Performance and Risk Committee held on 9 October 2014, 
highlighting that work is taking place regarding Health and Safety 
within the CCG.  It was noted that the physical environment is good 
but additional work needed regarding the impact of stress on staff. 
 
Liane Langdon confirmed that the urgent care team coordinates the 
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response to industrial action across the city and manages 
communication.  It is anticipated that this will continue over future 
months.  Work is taking place with providers to assess the impact on 
any industrial action against performance and staffing levels. 
 

 
RESOLVED: The summary of the Governance, Performance and 
Risk Committee meeting was noted   
 

 

082c/2014 Board Feedback from Council of Members  

 

Dr Robinson presented the summary from the Council of Members 
held on 4 November 2014.  The Board invited Graham Prestwich to 
attend the next Council of Members meeting scheduled for 13 
January 2015. 
 

 

 
RESOLVED: The summary of the Council of Members meeting was 
noted.   
 

 

082d/2014 Board Feedback from Audit Committee  

 

Stephen Gregg presented the summary from the Audit Committee 
held on 12 November 2014.  The Committee had noted financial 
assurance and governance mechanisms.  3 recent internal audit 
reports had led to a ‘green’ opinion, with no high priority 
recommendations.  The Committee was concerned that 7 
recommendations from previous internal audit reports remained 
outstanding.  5 of these are in relation to the signing of the SLA with 
the Commissioning Support Unit. Work is taking place to address 
this.   
 
Liane Langdon noted the large number of audit reports covering her 
areas of responsibility.  She advised that a review of collaborative 
commissioning arrangements and capacity has taken place.  Part of 
this was to identify work which may need to stop to take on new 
areas of work. The workload of the commissioning team has 
increased by 30%. It was noted that CCG staff sickness levels are 
on the increase.  
 

 
 

 
RESOLVED:  The summary of the Audit Committee meeting was 
noted.   
 

 

083/2014 Board Any Other Business  

 
The Board requested that a summary of PAG meetings be brought 
to future meetings of the Board. 
 

 

 
Action: PAG summary to be submitted to future Board meetings.  

 

GPr/SG 

084/2014 Board Review of the Meeting  

 

Themes identified: 
i. Papers were more structured and concise, and had been 

read and understood by Members. This enabled good 
debate of issues. 

ii. At future meetings, the Chair to review actions at end of each 

 
 
 
 
JB 
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item. 
iii. Comments to be provided in advance of meeting where 

possible  
iv. Future meetings to have a locality specific topic which is to 

be planned appropriately.  This needs to be included in the 
annual forward planner. 

v. Non-Executive Director pre meet – these are useful, and the 
level of challenge seems to be right 

 
Members of the public were asked to comment: 

i. Transparency and honesty is appreciated 
ii. Opportunity to feedback – would like to see prevention form 

part of a future Board agenda  
 

 
 
 
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’, Section 1 (2) Public 
Bodies (Admission to Meetings) Act 1960. 

 

 

Date of next meeting: 

Wednesday 28 January 2015 

14:00-17.00 

 

Venue: 

Marjorie and Arnold Ziff Centre 

311 Stonegate Road 

Leeds 

LS17 6AZ 
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NHS Leeds North Clinical Commissioning Group 

Public Board 

Action Points of the meeting held on Wednesday 26 November 2014 

Item No. Action Required By Whom Completion 
Date 

Progress 

058/2014 Quality Update – Quality 
Impact Assessment 

 Five Year, Three CCG 
Quality Strategy – this was 
unofficially ‘launched’ at 
the Workshop in advance 
of discussions with Quality 
Committee.   

 EM will schedule for a 
future Board Workshop 
and arrange for this to be 
available on the website. 

 
 
Ellie Monkhouse 

  
 
The Quality Strategy 
was approved by the 
Quality and Safety 
Committee on 16th 
December. 

 

063/2014 Feedback from Council of 
Members Meeting – 16 
September 2014 

 Constitution to be 
resubmitted to Council for 
formal ‘sign off’ by 
practices. 

 

Stephen Gregg January 2015 Revised Constitution 
approved by NHS 
England 24 December 
2014. Formal signing 
sheet to be submitted 
to next Council, 
following further 
amendment to 
constitution on 13th 
January. 

068/2014 Declarations of Interest 
Register 

 Register to be updated  

Stephen Gregg December 
2015 

Complete 27 
November 2014 

071/2014 Approval of Board Minutes 
from meeting held on 1 
October  2014 

 Minor amendments to be 
made to minutes 

Gemma Reed December 
2015 

Complete 27 
November 2014 

075/2014 Patient and Public 
Involvement Update 

 Explore ways of better 
supporting patient 
reference groups. 

 Future PPI reports to have 
a stronger focus on 
learning and the outcomes 
of involvement. 

 Ensure future reports 
cover the outcomes of 
involvement activity and 
the actions taken by the 

 
 
Liane Langdon 
 
 
 
Liane Langdon 
 
 
Liane Langdon 
 
 
 

 
 
Ongoing 
 
 
 
Ongoing 
 
 
Ongoing 
 
 
 

 

 

091/2015  
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Item No. Action Required By Whom Completion 
Date 

Progress 

organisation 

 Future agendas for PAG 
meetings to be informed 
by the commissioning 
team. 

 This item would form part 
of future Chair’s Reports 
 

 
Liane Langdon 
 
 
 
Dr Jason Broch 

 
Ongoing 
 
 
 
Ongoing 

076/2014 Quality Update 

 Dr Broch to write to LTHT 
regarding HCAI. 

 Staffing issues to be 
worked through 
strategically linking to the 
work taking place at LCH. 

 Evidence of clinical 
effectiveness to be 
included in future reports. 
 

 
Dr Jason Broch 
 
Dr Manjit 
Purewal / Ellie 
Monkhouse 
 
Dr Manjit 
Purewal / Ellie 
Monkhouse 

 
December 
2015 
 
Ongoing 
 
 
Ongoing 

 
Complete 27 
November 2014 

079/2014 Primary Care Co 
Commissioning 

 The benefits of co-
commissioning for the 
health and wellbeing of the 
public be highlighted in 
future co-commissioning 
reports  

 Clear and comprehensive 
communication to be 
developed for the public to 
ensure that they are 
engaged effectively. 

 
 
Dr Jason Broch / 
Nigel Gray  
 
 
 
 
Dr Jason Broch / 
Nigel Gray 

 
 
Ongoing 
 
 
 
 
 
Ongoing 

 

083/2014  Any Other Business 

 PAG summary to be 
submitted to future Board 
meetings. 

Stephen Gregg Ongoing First PAG summary 
report is included on 
this agenda. 

084/2014 Review of the meeting 

 At future meetings, the 
Chair to review actions at 
end of each item. 

 Future meetings to have a 
locality specific topic which 
is to be planned 
appropriately.  This needs 
to be included in the 
annual forward planner 

 
Dr Jason Broch 
 
Stephen Gregg 

 
Ongoing 
 
Ongoing 

 

Next Meeting: 
Wednesday 28 January 2014 
14:00 – 17:00 
 
Venue: 
Leeds Jewish Welfare Board (Ziff Centre)  
311 Stonegate Road 
Leeds LS17 6AZ 
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Summary Report 

Meeting: LNCCG Board Date: 28 January 2015 

Agenda Item: 092/2015 

Report Title: Forward look – Planning Guidance 2015/16 

Prepared by: Rob Goodyear – Head of Planning and Performance 

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

Presented by: Liane Langdon 

Other meetings presented to: Council of Members 13 January 2015 

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

 
NHS England published planning guidance for 2015/16 on 18th and 23rd December 2015 
as part of six bodies including the Trust Development Agency, Public Health England and 
Monitor. This was a suite of documents building on and operationalising the October 
publication NHS Five Year Forward View by Simon Stevenson. 
 
The guidance requires finance and activity templates as well as a new narrative for 2015/16. 
The narrative has a number of points that each CCG must commit to or provide / signpost 
evidence; it will also contain a narrative on the achievement of the trajectories / targets / 
ambitions outlined within the two-year operational plan 2014/15 – 2015/16. There is no 
option to revise any figure outlined in the two-year operational plan. The measures within 
the NHS Constitution remain paramount in delivery. 
There are no requirements to revise the Leeds 5-year plan or BCF. 
 
The guidance looks at how CCGs will move towards being able to deliver elements 
contained within the Five Year Forward such as the implementation of the urgent and 
emergency care review or fully interoperable care records. The guidance also offers the 
opportunity to apply for funding via the PM Challenge Fund and the opportunity to join a 
small cohort of vanguard sites in piloting new models of care. 
 
The attached presentation outlines some more of the key details from the guidance, 
including a timeline for submissions. 
  

Key Recommendations 

 
The Board is asked to note the process, deadlines for submissions, and role at March Board 
to agree the final narrative plan for the CCG. 
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Assurance Framework 

 
 

Next Steps 

 
 

Corporate Impact Assessment 

Regulatory Implications  

Financial Implications  

Legal Implications  

Workforce Implications  

Equality Impact Assessment  
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Summary Report 

Meeting: LNCCG Board Date: 28 January 2015 

Agenda Item: 093/2015 

Report Title: Chair’s Report 

Prepared by: Joanne France – Office Manager / PA 

Executive Lead: Dr Jason Broch – Clinical Chair 

Presented by: Dr Jason Broch 

Other meetings presented to: N/A 

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

 
This report highlights to the Board an overview of key issues of strategic importance and 
provides a reflection of key issues for us locally. 
 
 
Elections 
 
As a membership organisation, it is vitally important that members of the CCG are fully 
involved in the clinical leadership of the CCG.  The CCG is now inviting nominations to join 
its Board and Clinical Leadership Team (CLT).  These roles provide an exciting and 
challenging opportunity for GPs, practice nurses and practice managers to ensure that the 
CCG is truly representative of its member practices and has their confidence and 
engagement.  The roles are open to anyone, including GP locums, currently associated with 
a Leeds North CCG practices. 
 
The recruitment process has begun and for the next three years Term of Office, from April 
2015.  An outline of the process was shared with Council of Members on 13 January 2015.  
Role profiles and person specifications were circulated on Friday 16 January to each 
Practice.  Further Information about the elections can also be found on the ‘About us’ 
section of the website under ‘Board and Clinical Leadership Team Elections’. 
 

 
Clinical Leadership Team  
 

Clinical Chair    }  

Clinical Director   } Also Board roles  

Practice Manager Executive }  

GP Executive Lead (3 posts)  

Practice Manager – Engagement and Involvement  

Practice Nurse Executive  

 
Board  
 
GP Non Executive Director  
(2 posts)  
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Primary Care Co-Commissioning - Update 
 
Following our previous update - Council of Members discussed and agreed the way forward, 
Level 2 Co-Commissioning from April 2015.   
 
Documents shared: 
 
- Draft Concept Paper (V8) 
- Draft Terms of Reference (V2) 
- Amendments to the constitution (Appendix 1)  
 
Council was asked to approve an amendment to the constitution to enable a Joint 
Committee to be established with NHS England and the other Leeds CCGs. The Joint 
Committee would help to ensure that conflicts of interest were managed effectively in 
commissioning decisions. The draft terms of reference is presented to the Board before 
submission to NHS England on 30 January 2015. 
 
 
CQC Report – Leeds and York Partnership NHS Foundation Trust (LYPFT) 
 
Manjit Purewal and Ellie Monkhouse were at the recent CQC Summit.   The overall report 

and rating outcome is ‘requires improvement’. However, the report does not separate York 

from Leeds in the overall guidance - Leeds received a ‘good’ score rating with York 

requiring improvement. CQC feel that a deeper dive will be begin following the outcome of 

the report.  Board can be assured that we have no concerns following the visits and 

inspection. 

 
 
Dementia Diagnosis Rates as at end of November 2014 
 
We have been passed an email from Dr Damian Riley, Regional Medical Director, 
congratulating everyone on the progress being made with dementia diagnosis rates.  This is 
fabulous work highlighting that we are really making a difference.  Work is ongoing led by 
our Clinical Director for us to achieve 67% uptake by 31 March 2015. 
 
 
Patient and Public Involvement (PPI) 
 
Our Communications and Engagement Lead, Stuart Barnes has now been in post for 4 
months and has integrated well into the organisation, working closely with our Lay Member 
(PPI) and our Executive Lead (PPI) to improve engagement and communication with our 
Patients.  An additional full-time support will soon be in place to assist with our 
communication and engagement work. 
 
Our engagement with Patients on both urgent care and dementia is progressing well along 
with the “working voices” pilot. 
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Paul Storey will retire from his position at the Oakwood Lane Medical Practice, 9 May 2015 
and will not therefore be eligible for re-election as Executive Lead for PPI. The CCG will, 
therefore, be hoping that a new Practice Manager will be appointed to replace Paul on the 
Executive!  
 
I would like to thank Paul for his contributions to NHS Leeds North over the past 5 years.  
 
 
Care.data – Update  
 
As Council of Members have previously been advised, Leeds has signed up as a potential 
pilot site, Dame Caldecott is appointed as the NHS Data Guardian and has conducted a 
review of the care.data programme and has made a number of recommendations.  These 
will result in an increased accountability sitting at CCG level and so we are now in 
discussions with NHSE and HSCIC about what this means for the practicality and 
timescales and potential pilot roll out but it’s likely to result in a delay. 
 

 

Ebola - Update 
 
As part of the agreed protocol for expected Ebola LTHT has received 2 suspected patients 
both heath care workers returned from working in West Africa, after testing both were 
subsequently negative.  

 
 

Tamiflu 
 
 The large central stocks held for pandemic outbreaks is now to be more widely available for 
local flu outbreak, in Nursing and care homes.  Acute trusts in Y&H will hold small stock that 
can be accessed and administered within 48 hours of a local outbreak.   
 
 
 
The Board is asked to receive the Chair’s report. 
 
 
 
PUBLICATION UNDER FREEDOM OF INFORMATION ACT  
This paper has been made available under the Freedom of Information Act.  
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Summary Report 

Meeting: Leeds North CCG Board Date: 28 January 2015 

Agenda Item: 094/2015 

Report Title: Chief Officer’s Report 

Prepared by: Joanne France – Office Manager / PA 

Executive Lead: Nigel Gray – Chief Officer 

Presented by: Nigel Gray 

Other meetings presented to: N/A 

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

This report highlights to the Board an overview of key issues of strategic importance and 
provides a reflection of key issues for us locally. 
 
Recent Primary Care Developments 
 
Over recent months Chevin Medical Practice and Charles Street Surgery have been 
exploring the benefits of a potential practice merger. Following engagement with NHS 
England, patient groups, numerous stakeholders and the CCG, NHS England approved 
the merger of Chevin Medical Practice and Charles Street Surgery in Otley. Aligning 
systems and merging patient populations was completed on the 14th of January 2015. The 
Charles Street practice will now operate as a branch surgery of the Chevin Medical 
Practice with Dr(s) Hide and Shaw joining the existing Chevin Medical Partnership. 
  

As a result of the merger, patients will be offered greater choice of sites they can attend, in 
terms of extended hours opening, male or female clinicians as well as greater access to 
more specialist services such as minor surgery. The merger will also enable the practice to 
operate more efficiently by reducing reliance on locum staff through more flexible use of 
workforce across the three practice sites. 
 
Ofsted Inspection of Local Authority Arrangements for the Protection of Children 
 

The Lead Inspector from Ofsted will be undertaking a single assessment of services for 
children in Leeds. The inspection started 21 January 2015 and will last for four weeks. It 
will look at services for children in need of help and protection of children; children looked 
after and care leavers; and the effectiveness of partnership working, including the Leeds 
Safeguarding Children Board. 
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The inspection will follow the journey of the child, and therefore inspectors will be 
interested in multi-agency working between partners at both an operational and strategic 
level.   
 
Inspectors will soon be identifying the first set of cases they wish to look at and also who 
they want to meet over the next weeks. The inspection will be an opportunity for us to tell 
inspectors about all that we do to support vulnerable children in Leeds 
 
 
Annual Assurance 
 
Positive feedback was received on our transformation plan, our approach to co 
commissioning of primary care, our partnership working with the 10CCs across West 
Yorkshire and our support and joint working with LTHT.   Our response from the Area 
Team confirms that for quarter 2 the CCG is assured across all six domains. 
 
 
CCG Financial Performance 
 
The CCG remains on target to achieve its key financial duties & responsibilities in 2014/15 
and deliver a £5.1m surplus in line with financial planning expectations and the control 
total agreed with NHS England. Future years will be particularly challenging with the 
financial sustainability of the Leeds health economy relying heavily on the delivery of 
outcomes and financial savings from the citywide transformation programmes. 
 
 
CCG Allocations 2015/16 
 
Allocations for 2015/16 were published by NHS England on 19 December 2014.  These 
include the recently announced £1.9bn of additional funding for frontline health services 
and to help kick start the Transformation Agenda set out in the NHS Five Year Forward 
Vision. Although the national headlines indicate a 3.4% uplift in CCG allocations, there is a 
differential impact on individual CCGs with most of the uplift being directed to CCGs that 
are deemed to be under funded against their target allocation. 
 
For Leeds North CCG this means: 
 

 The CCG programme allocation has increased by £3.2m (1.4%), on top of this the 
CCG will received £1.272m, being its fair share of the £350m resilience funding to be 
added to CCG baselines.  The total uplift for the CCG is therefore £4.5m (1.94%).  
After adjusting for estimated population changes the actual increase is 0.74% per 
capita. 

 

 The CCG running cost allocation has reduced by £0.45m (9.4%) to £4.36m. 
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Better Care Fund (BCF) 
 
NHS England has formally approved plans following the publication of the 2015/16 
Mandate. Following the subsequent Nationally Consistent Assurance Review (NCAR) 
process, our plan has been classified as ‘Approved’. Essentially, our plan is clear and 
ambitious and supported by NHS England, this puts us in a strong position for delivering 
change. 
 
NHS England has advised us they are confident that there are no areas of high risk in our 
plan and as such we should progress with our plans for implementation.  
 
Ongoing support and oversight with our BCF plan will be led by our NHS England 
Regional/Area Team along with our Local Government Regional peer. 
 
 
Performance 
 
HCAI – There were 4 reported C.Difficile cases in October, which is below the CCGs 
profile target. There was one MRSA case reported in October. 
 
A&E Waiting Times – LTHT failed to achieve the 95% standard in November with 
performance at 92.1% (Type 1). HDFT also failed to achieve the standard with 94.6% 
(Type 1). 
 
18 Weeks Admitted – The 90% standard was achieved in October with performance at 
92.7%. The non-admitted and incomplete pathway standards were also achieved with 
performances of 95.4% and 96.2% respectively. Leeds North CCG had no 52+ week 
breaches on incomplete pathways. 
 
Cancer 62 Day RTT (Urgent GP Referral) – Performance was below the 85% standard in 
October at 80.0%. 
 
Cancer 2 Week Waits – The cancer 2 week first outpatient appointment target was 
achieved in October with performance at 96.2%. The 2 week wait breast symptoms 
performance also achieved the national standard in October with performance of 96.9%. 
 
Diagnostic Test Waiting Times – The headline 99% was achieved in October with 
performance at 99.9%. All 15 diagnostics tests met the national standard. There were no 
13 week breaches in October. 
 
Ambulance Response Times – For Leeds North, YAS did not achieve the Red One or Red 
Two 8 minute standards of 75% in November, at 72.5% and 67.7% respectively.  
 
IAPT - The CCG has met the 50% standard in only one of the first eight months of 2014/15 
and is below target for YTD. The CCG has been below trajectory for the number of people 
entering psychological therapy each month so far in 2014/15. 
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YAS - Performance for the R1 8 minute target was 72.5% in November against the 75% 
standard. Performance for the R2 8 minute target also remained below the 75% standard 
in November at 67.7%.  
 
YAS - For the third consecutive month, R1 19 minute performance was above the 95% 
target in November with performance at 100%. R2 19 minute performance remained 
slightly above the 95% standard in November at 95.2%. 
 
 
Planning for 2015/16 
 
The Leeds CCG Network on 13 January is due to finalise the absolute cost pressures that 
have been identified and put forward by the three CCGs. After this, there will be clarity 
about the position of finances across the city and consideration given to the division of 
monies between city wide commissioning intentions and local ones. A process for both is 
clearly identified and forms part of the Council’s agenda. 
 
NHS England published the planning guidance later than the expected October target 
date; the first documents were published on 18 December and the final ones on  
23 December. There are many requirements within the guidance including a refresh of our 
two-year operational plan (although not its trajectories) and an alignment of the Leeds Five 
year Plan to the Forward View. The city is required to take several decisions regarding 
various opportunities including putting our name forward to be part of a small initial cohort 
of sites prototyping four different types of care models outlined in the Forward View. 
 
There are many “must be done” and “must be planned for” and Liane will be covering the 
most important ones we have identified in her presentation.  
 
 
Urgent Care Issues 
 
Overall LTHT A&E attendances are average for this time of year with marginally lower 
proportion of admissions at LGI, and a notably higher proportion of admissions at St. 
James’.   
  
Additional bed capacity (70 and 140 additional beds) has been opened at LTHT to support 
patients in need of an admission along with the flexibility across specialties wards to 
accommodate extra patients which has resulted in the cancellation of planned operations 
for some patients, particularly during the last 4 weeks. 
  
The challenges associated with this higher level of acuity and complexity presenting 
through the A&E department and therefore making the delivery of the 4 hour waiting time 
target more difficult to sustain.   Associated with this we have also seen an increasing 
trend of patients needing longer hospital stays, and more care from community health, 
social care or third sector providers on discharge from hospital.  
The major limit on opening further additional capacity across the system is the shortage of 
trained nurses and therapists (Physio and Occupational Therapy), and the shortage of 
suitable home care providers. 
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So far in 2015, the system has reported approximately 70 DTOC’s daily. This has meant 
that on average between 60 and 70 patients daily have been declared medically fit for 
discharge from an acute bed but unable to be discharged for a number of reasons. The 
factors that can cause a DTOC are clearly defined in national guidance, and include 
among them the provision Adult Social Care assessments and services and Intermediate 
Care Packages.   
  
The CCG Urgent Care Team are working with all our providers across the city (Primary 
Care, YAS, LTHT, LCH, ASC, LYPFT) to find shared approaches and solutions for the 
immediate pressures and find learning for future redesign of services. £7,888,064 of 
centrally provided non-recurrent funding has gone into the Leeds health and social care 
economy this winter supporting additional capacity in hospital, community, mental health 
crisis services, 999, 111, Out of Hours general practice, social care and third sector 
provision across the urgent care system. This has been invested across all providers, with 
the focus being on maintaining system flow (i.e. the rapid and smooth movement of 
patients through the system). 
 
The CCG will recognise that the increasing pressures felt throughout the health and social 
care system have also been seen in primary care.  Some of the figures gathered suggest 
as much as a 40% increase in demand over the last few weeks.  The CCG has 
represented this in city wide discussions and there has been an acknowledgement of how 
well general practice has responded, in particular, to the difficulties faced in A&E.  We 
would like to thank the Membership for the additional focus on admissions avoidance 
throughout the winter despite increasing pressure. 
 
Discussions coming out of the West Yorkshire Health Resilience partnership are that the 
same system wide pressures are being experienced by all providers and commissioners. 
 
The agreement of a regional wide adoption of the REAP trigger levels and descriptors has 
started to provide consistency across providers in West Yorkshire and feedback from all 
organisations has been extremely positive. Due to the reconfiguration of the area team it 
was felt that this should now be rolled out across all of Yorkshire and Humber. 
 

New Appointments  
 
Leeds City Council 
 

Following the retirement of Sandie Keene from the council last month, Cath Roff has been 
appointed to the position of Director of Adult Social Care at Leeds City Council.  Cath is 
currently the Strategic Director: Adults, Health and Housing at Derby City Council, where 
she has been a Director for the last 4 years. Before working at Derby, Cath was the 
Director of Adults’ Services at Sheffield City Council.  Cath’s start date is being finalised, 
but it will probably be early spring 2015.   
 

Dennis Holmes will continue to provide leadership to the Adult Social Care Directorate until 
Cath commences in her new role. 



 
 

094/2015 Board – Chief Officer’s Report 
 

Page 6 of 6 

 

 
NHS England Change to Regional and Area Responsibilities 
 
We have been advised by NHS England of new appointments to the Directors of 
Commissioning Operations (DCO) roles in NHS England in the North which are as follows:  
 

Moira Dumma - Yorkshire and the Humber  
Graham Urwin - Lancashire and Greater Manchester  
Clare Duggan - Cheshire and Merseyside  
Brian Hughes – West Yorkshire Locality Director 

 
The DCO role for the North East has not yet been appointed but anticipated over the next 
few weeks; in the meantime Mike Prentice has agreed to undertake this role on an interim 
basis, in addition to his Medical Director responsibilities.  
 
On 5 January 2015, the DCO designates will take over from the existing Area Directors.  
This will include assuming formal accountability for all of their responsibilities.   
 
Personal Safety 
 
We have been made aware of a couple of incidents around Leafield House over the last 
couple of weeks, the latest happened in the car park on Saturday evening - the police 
were involved. 
 
If you are planning to work after 5pm please do not do this if this means you are the last 
person in the building. 
 
We are now looking into external CCTV and the safety of our reception. 
 
 
 
Thank you to all staff for all your hard work during a time of significant pressure. 
 
 
 
Board is asked to receive the Chief Officer’s report. 
 
PUBLICATION UNDER FREEDOM OF INFORMATION ACT  
This paper has been made available under the Freedom of Information Act. 
 
 



 
 

095a/2015 Board – Co-commissioning Primary Care Cover Sheet 
 

Page 1 of 3 

Summary Report 

Meeting: LNCCG Board Date:  28 January 2015 

Agenda Item: 095a/2015 

Report Title: Primary Care Co-commissioning 

Prepared by: Stephen Gregg – Head of Governance and Corporate 
Services 

Executive Lead: Nigel Gray – Chief Officer 

Presented by: Nigel Gray – Chief Officer, Jason Broch – Clinical Chair 

Other meetings presented to:  

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

 
At its meeting on 26th November,  the Board 
 

 Endorsed the proposed citywide approach to the co-commissioning of primary care. 

 Requested that further reports on the development of co-commissioning be presented 
at the Council of Members and Board meetings in January 2015. 

 Requested that future reports on co-commissioning have a stronger patient focus and 
that key messages are communicated to the public 

 
This report updates the Board on progress and seeks approval to submit a joint proposal with 
the Leeds CCGs to undertake primary care co-commissioning. 
. 
Approvals process 
 
CCGs wishing to assume joint commissioning responsibilities will need to submit their 
proposals to NHS England by 30 January 2015.  This requires submitting a template and 
supporting information on their proposed governance structure. Regional moderation will be 
early February, with implementation by 1 April 2015. 
 
The template requires a clear statement of the benefits of the arrangements, particularly for 
patients, together with confirmation that: 
 

 CCG members and other stakeholders have been involved 

 The Board has ratified the proposed governance changes 

 The CCG has reviewed its conflicts of interest policy in line with statutory guidance 
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Developing the proposals 
 
A Task and Finish group, led by Nigel Gray, is delivering a range of workstreams designed to 
support the co-commissioning of primary care. Progress to date on the development of the 
model is outlined in the Concept Paper attached at Appendix 1, an earlier draft of which was 
presented to the Board on 26th November. 
 
Governance 
 
Constitution change  
 
NHS England recommends that to support co-commissioning, CCGs should establish a joint 
committee with NHS England.   At its meeting on 13th January 2015, the Council of Members 
approved an amendment to the constitution enabling the formation of a joint committee.   The 
amendment to the constitution is attached at Appendix 2.  The amendments are worded to 
allow flexibility to establish joint committees with other CCGs and/or with NHS England.  
 
It is important to note that these amendments simply enable the CCG to form a joint 
committee, and do not commit the CCG to doing so. The detailed arrangements of any joint 
committee (including terms of reference) need to be agreed separately by the relevant parties 
and approved by the CCG’s Board. 
 
Joint Committee 
 
The terms of reference for a possible joint committee with the other Leeds CCGs and NHS 
England are currently being developed. The latest draft is attached for comment at Appendix 
3.  Further detailed arrangements, including a partnership agreement between all the parties, 
will need to be agreed before co-commissioning can commence on 1st April.  These 
arrangements will be brought to the Board for approval on 25th March. 
 
Conflicts of interest 
 
The submission proforma requires confirmation that the CCG has reviewed its conflicts of 
interest policy in line with statutory guidance.  This statutory guidance was not issued by 
NHSE until 18th December. An initial assessment of the guidance has identified that some 
aspects of it appear to be contradictory, ambiguous or overly bureaucratic.  The governance 
leads from each of the CCGs will be meeting with the City-wide governance team to carry out 
a comprehensive review of our respective policies in the light of this statutory guidance. 
 
Public engagement 
 
Following comments at the last Board, a more patient and public-friendly version of the 
concept paper was produced and presented to the CCG’s Patient Assurance Group (PAG). It 
was explained that the proposed change to a city-wide co-commissioning model would not, in 
itself, immediately affect patient experience of services. Subsequent changes made to GP 
commissioning / contracts would be engaged upon in future as appropriate, but the position of 
the CCG at this stage is that the proposal to pursue a model for co-commissioning does not 
require further public engagement.  
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The PAG was advised that information would be provided to PRGs, the PRGN and the 
CPPG, as well as being made available on the CCG’s website. Furthermore, it was agreed 
that the CPPG will dedicate one of its meetings to the presentation and discussion (for 
information only) of the co-commissioning paper and proposals. 
 
Questions regarding conflict of interest were discussed as was NHS England’s guidance on 
practical recommendations to help CCGs deal with this effectively. 
 
PAG members accepted the paper for information and accepted the CCG’s position that there 
was no requirement for consultation or engagement with patients and the public beyond the 
commitment to post information on the CCG’s website, conduct a CPPG meeting dedicated to 
discussion around Co-Commissioning, and provide PRGs, PRGN and practices with the 
position paper. 
 

Key Recommendations 

The Board is recommended to: 
 

1. Note that the Council of Members agreed at its meeting on 13th January to amend the 
CCG’s constitution to enable the establishment of a joint committee, if required. 

 
2. Comment on the draft Terms of Reference for the Joint Committee. 

 
3. Approve the proposal for the CCG to submit a joint proposal with the Leeds CCGs to 

undertake primary care co-commissioning under the Joint Commissioning model.  This 
approval to be subject to further consultation with the Council of Members on 3rd March 
and a report to the Board on 25th March to formally approve the detailed arrangements, 
before commencement on 1 April. 

 

Assurance Framework 

 
BAF risk 8 – the changing commissioning landscape. 
 

Next Steps 

 

 Subject to agreement by the Board, the Leeds CCGs will submit by 30th January an 
application to NHS England to undertake primary care co-commissioning under the 
joint commissioning model.   
 

 The detailed arrangements for joint commissioning to be brought back to the Board on 
25th March for approval. 

Corporate Impact Assessment 

Regulatory Implications  

Financial Implications  

Legal Implications  

Workforce Implications  

Equality Impact Assessment  
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Concept Paper for Co-commissioning of Primary Care  
Draft 8 

 
1. What is co-commissioning? 
 
Co-commissioning is a term used when two or more commissioners come together to commission healthcare services. In this instance, it 
means NHS England working with CCGs to commission primary care services. 
 
2. What are the key benefits of the change? 
 
Co-commissioning will support, and act as an enabler, to allow the broader primary care change and transformation.  By working more closely 
with the Area Team, we have a greater ability to help the city change the way it delivers primary care by: 

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

 Providing greater investment in primary care which is required if it is to provide a high quality service and take on the shift of work from 
in hospital care to out of hospital care 

 Potentially cementing CCG relationships with their member practices and supporting practices to develop to take on new roles. 

 Enabling our patient and clients to be seen nearer to where they live. 
 

Additional benefits of co-commissioning include the ability to allow us to work with our local practices to deliver changes that benefit patients.  
We recognise that practices know their patients well.  We want to use this knowledge to co-produce an outcomes based approach that means 
we can measure and improve quality.  We will do this by working with practices to ensure they are fit to deliver quality care for patients and to 
take on care from secondary care.  We will be able to align incentives to reduce waste and duplication at practice and CCG level, making the 
Leeds pound go further!  Locally we will be able to tailor national contracts to enable local commissioning for local health priorities and known 
inequalities to enable people to live healthier for longer. 

 
A small task and finish group has been developed which consists of Nigel Gray, Dr Gordon Sinclair, Dr Chris Mills, Dr Jackie Campbell, Dr 
Jason Broch, Kirsty Turner, Deborah McCartney, Gina Davy, Kathryn Hilliam, Stephen Gregg, Stuart Barnes and Ruth Gordon. 
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3. What has happened so far? 
 
Following discussions with our member practices, the three Leeds CCGs submitted a combined expression of interest to NHS England (NHSE) 
to co-commission primary care from April 2015.  Since that time, the clinical leads and primary care managerial leads from the Leeds CCGs 
have worked together to scope what co-commissioning of primary care across Leeds could look like including how we can:  

 Realise the benefits of bringing primary care commissioning closer to the CCG. 

 Ensure that primary care is ready to take on the challenge of new models such as more work coming from hospital settings into the 
community. 

 Work with primary care to ensure that we make the best use of the money being spent on health and social care. 
 
Three models for co-commissioning have been described by NHSE and Leeds has agreed to submit a further Expression of Interest to proceed 
at Level 2. 
 
Each CCG has had discussion with members in November.  There has been broad support for progressing at level 2.  There was recognition 
that co-commissioning would support a local proactive approach to service delivery, which would address health inequalities and that it might 
increase the interest of member practices in commissioning processes.  Some issues have been raised including: 

 Why are we taking a city wide approach? 

 How this links to PMS changes? 

 Are there workforce issues? 

 Concerns about conflicts of interest, financial and reputation risks. 
 
These have been responded to in a simple communication which has been shared with members. 
 
4. What concerns have been raised? 
 
Through discussions with a range of key people, including the members in each CCG as well as patients and the public, some key concerns 
have been raised.  The responses to these are being worked though, with some responses being more straightforward than others. 

 

Concern Response so far Next steps 

Conflicts of interest 
and financial probity. 

The three CCGs acknowledge we already have audit 
probity and public forums in CCG to ensure transparency.  
National guidance is expected in November, we expect it 

To establish how a city wide function may operate 
and look at governance options. 
To be prepared for any public or media ‘perceived’ 
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to advise us regarding joint committee arrangements, lay 
chair membership 
 

conflict of interest questions 
Consider ‘concordat of interest’ principles  

Will there be cost 
implications for 
Leeds practices? 

GP colleagues believe they could have more local 
influence over payments to GP practices if we took this 
commissioning responsibility and could positively engage 
primary care in greater investment options. 
 

Working up examples of enhanced services to 
integrate more with core budgets 

Do we have the staff 
to do this? 

The AT is reducing nationally as the NHS strives to make 
managerial changes.  Although these changes will not 
affect capacity in the primary care contracts team, CCGs 
have been asked to consider primary care commissioning.  
We have staff with the skills but not the capacity.  We may 
need to recruit a small team, with skills that complement 
the work of the area team, to support this. 

We are developing a list of what is required to deliver 
primary care co-commissioning effectively.  Once 
this is complete we will see what we have on offer 
already in the city and what else we might need.  

Will it affect the 
relationship between 
practices and 
CCGs? 

CCGs are aware of how valuable their relationship to 
primary care is.  Every effort will be made to work with 
member practices to ensure that we co-produce work and 
agree on the outcomes required and how these will be 
measured. 
CCGs recognise the need to invest on primary care to 
ensure sustainability of out of hospital care. 

CCGs leads are involved in sharing information with 
members.  We have started to develop principles by 
which we would wish to work (appendix 2). 
 
The structures through which functions such as 
contract and performance management are 
delivered will be key to maintaining the positive 
relationship between members and CCGs. 

City wide approach The communication has been written to describe the 
benefits of working taking a city wide approach including 
the positive impact on financial probity and on managing 
conflicts of interest and reputational risks. 

Further engagement with members to ensure that 
this is supported. 

Links to PMS 
changes 

The communication has been written to describe how the 
work of the proposed Joint Committee will be able to 
maximise the use of the total financial resource needed to 
support practices to deliver the quality of care needed. 

Further engagement as functions of the Joint 
Committee and financial allocations become clear, 
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5. What will the governance look like? 
 
It has been agreed that we will make use of the recent change to legislation to create a Legislative reform Order (LRO)1 to progress by creating 
a Joint Committee.   
 
Further clarity on how to respond to conflict of interest will be shared once the guidance, expected soon, is available and how to make effective 
use of delegated powers2 is still being considered. 
 
Importantly, whatever we do we will do it through co-production with GP providers and together we will decide what outcomes we want to 
deliver for patients and how we can measure those in terms of costs and quality.   
 
6. Is there an impact on GP Contracts? 
 
There will still be a national contract and this won’t be removed.  However, this process will allow us to work with practices to introduce local 
flexibility to make changes to local contracts should we want to.  This allows us to address inequalities and tackle areas where there is 
unwanted variation.  The work to make these changes will be done with member practices. 
 
7. What assumptions have we made? 
 
NHSE retains accountability for primary care commissioning – although we will move to share responsibility only one organisation can retain 
accountability and this is NHSE (as stated it the Health and Social Care Act 2012). 

 That this will provide an opportunity to streamline Area Team and CCG payments processes to practices. 

 CQC will continue to undertake the assurance for the annual declaration about compliance.  

 The finance and management of primary care estates remains the responsibility of NHSE.   

 Practitioner revalidation, appraisal and individual practitioner performance will stay with the Area Team. 
 
8. What are the financial implications? 

                                                           
1 A LRO enables: (a) two or more CCGs to form joint committees to exercise their functions jointly; and (b) one or more CCGs and NHS England to form joint committees so 

that the CCG(s) and NHS England can exercise functions jointly.  
2
 Delegated powers are where certain powers are delegated onto a nominated person or group to enable them to make decision without the need to refer back.  It is one of the 

ways Accountable Officers work in the CCGs 
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Financial accountability for primary care commissioning remains with the Area Team under Level 2 co-commissioning.  We will still need to 
work within affordable limits but co-commission allows us to work more creatively within the budget that we spend across the city on health and 
social care.   Our intended shift is to move services to primary and community care with a move of money to recognise the changes in clinical 
practice this requires.  There are, however, some pressures in the system currently that we need to be aware of as patients default to hospital. 
 
9. How is the work on the 8 domains progressing? 
Significant work has been undertaken to describe how the functions will be distributed under Level 2.  Four areas have been considered: 

 What the CCGs teams would do. 

 What the Area Team would do. 

 What the Joint Committee would do. 

 What a Co-commission team would do. 
 
The present thinking is shown in appendix 1. 
 
Next Steps 
 
Submission of the expression of interest is due on the 30th January to stay in line with national timescales.  The work will require further 
approval by boards and possible changes to the constitutions of CCGs.  Recent national guidance has offered some model wording which has 
been agreed by governance leads as appropriate and no in conflict with present constitutions. This model wording will be taken to Boards and 
Governing bodies in January for discussion.  Changes to constitutions can only happen once there has been approval of the expression of 
interest.  We are committed to staying engaged with member practices and will report work back to them. If any members want to become 
more involved then please contact Gina Davy, Kirsty Turner, Deborah McCartney or Ruth Gordon. 
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Version control 
 

Version number Date Comments received from 

0.1 16:10:14 Authors Ruth Gordon and Nigel Gray 

0.2 20:10:14 Nigel Gray 

0.3 21:10:14 Nigel Gray and Gina Davy 

0.4 23:10:14 Altered after meeting with Kath Hiliam and Alison Knowles 

0.5 24:10:14 Dr Jackie Campbell, Dr Gordon Sinclair, Gina Davy 

0.6 29:10:14 Phil Corrigan, Dr Any Harris, Alison Knowles, Kathryn Hilliam, Dr Simon Hall, Dr Richard Vaughtry 

0.7 04:11:14 From the primary care co-commissioning steering group 

0.8 17:12:14 Members councils/groups in all three CCGs in November and also update for actions arising from network meeting 
of 25

th
 November and 11

th
 December and primary care co-commissioning steering group of 3

rd
 December. 
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Proposed wording for the CCG’s Constitution relating to joint commissioning 

arrangements 

6.5 Joint commissioning arrangements 

6.5.1 The clinical commissioning group (CCG) may wish to work together with other 

CCGs and/or NHS England in the exercise of its commissioning functions 

and/or specified NHS England functions. 

6.5.2 The CCG may make arrangements with one or more CCG in respect of: 

6.5.2.1 delegating any of the CCG’s commissioning functions to another 

CCG; 

6.5.2.2 exercising any of the commissioning functions of another CCG; or 

6.5.2.3 exercising jointly the commissioning functions of the CCG and another 

CCG. 

6.5.3 The CCG may also make arrangements with NHS England, and other CCGs 

to: 

6.5.3.1 exercise any of the CCG’s commissioning functions jointly; 

6.5.3.2 exercise such functions as specified by NHS England under delegated 

arrangements; or 

6.5.3.3 jointly exercise such functions as specified with NHS England.  

6.5.4 For the purposes of the arrangements described at paragraph 6.5.2, the CCG  

may:  

6.5.4.1 make payments to another CCG; 

6.5.4.2 receive payments from another CCG; 

6.5.4.3 make the services of its employees or any other resources available 

to another CCG; or 

6.5.4.4 receive the services of the employees or the resources available to 

another CCG. 

095c/2015 Board 
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6.5.5 Where joint commissioning arrangements pursuant to 6.5.2 or 6.5.3 are 

entered into, the parties may establish a joint committee to exercise those 

functions, which may include making decisions which are binding on the CCG, 

as per the agreed scheme of delegation. 

6.5.6 Arrangements made pursuant to 6.5.2 or 6.5.3 above may be on such terms 

and conditions (including terms as to payment) as may be agreed between 

the parties. 

6.5.7 For the purposes of the arrangements described at paragraphs 6.5.2 and 

6.5.3 above, the CCG, other CCGs and/or NHS England may establish and 

maintain a pooled fund made up of contributions by any of the parties. Any 

such pooled fund may be used to make payments towards expenditure 

incurred in the discharge of any of the commissioning functions in respect of 

which the arrangements are made.  

6.5.8 Where the CCG makes arrangements with other  CCGs and/or NHS England 

as described at paragraph 6.5.2 and 6.5.3 above, the CCG shall develop and 

agree with those CCGs and/or NHS England an agreement setting out the 

arrangements for joint working, including detailed terms of reference and 

including: 

How the parties will work together to carry out their commissioning 

functions; 

The duties and responsibilities of the parties; 

How risk will be managed and apportioned between the parties; 

Financial arrangements, including, if applicable, payments towards a 

pooled fund and management of that fund; 

Contributions from the parties, including details around assets, employees 

and equipment to be used under the joint working arrangements; 

Reporting and public engagement arrangements; 

Notice periods for withdrawing from the arrangements. 
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6.5.9 The liability of the CCG and/or NHS England to carry out its functions will not 

be affected where the parties enter into arrangements pursuant to paragraphs 

6.5.2 or 6.5.3 above.  
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DRAFT 
Terms of reference 

Joint Committee for co-
commissioning Primary Care Services 

NHS England, Leeds North, South and 
East and West CCGs  

Version 1 Stephen Gregg – Nigel Gray 

Version 2 Nigel Gray – Gordon Sinclair  

Version 3 Stephen Gregg (following meeting with Paul Crompton and Sue Mumby of LSE) 

Version 4 Stephen Gregg 

Version 5 Nigel Gray (following Co-commissioning Steering Group meeting 21/01/15) 

Version 6 Ruth Gordon after comments by Area Team and Co-commissioning Steering Group 
members 

Version 7 Ruth Gordon after comments Co-commissioning Steering Group members 

Updated 27 January 2015 –11.00 am
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Draft terms of reference for Joint Committee 

Introduction 

1. The NHS England Area Team,  Leeds North, Leeds South and East
and Leeds West CCGs (the Leeds CCGs) have agreed to come
together to jointly exercise NHS England’s functions in relation to
commissioning primary medical services for the people of Leeds.
These functions will be exercised by a Joint Committee of NHS
England and the CCGs. These Terms of Reference set out the role,
responsibilities, membership and reporting arrangements of the Joint
Committee.

Statutory Framework 

2. The National Health Service Act 2006 (as amended) (“NHS Act”)
provides, at section 13Z, that NHS England’s functions may be
exercised jointly with CCGs, and that functions exercised jointly in
accordance with that section may be exercised by a joint committee of
NHS England and the CCGs.  Section 13Z of the NHS Act further
provides that arrangements made under that section may be on such
terms and conditions as may be agreed between NHS England and the
CCGs.

Role of the Joint Committee (JC) 

3. The Joint Committee will be responsible for the final approval of
decisions relating to NHS England functions regarding the
commissioning of primary medical services in Leeds.

4. It shall provide assurance on delivery of the functions relating to the
commissioning of primary medical services under section 83 of the
NHS Act except those relating to:

individual GP performance management, 

terms of GMS contracts and nationally determined elements of 
PMS/APMS contracts 

administration of payments and list management 
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5. These functions include:

GMS, PMS and APMS contracts (including the design and 
procurement of PMS and APMS contracts, monitoring of contracts, 
taking contractual action such as issuing branch/remedial notices, 
and removing a contract including dispersal of practice lists where 
appropriate); 

Decisions about enhanced services (“Local Enhanced Services” 
and “Directed Enhanced Services”); 

Ensuring quality surveillance and assurance of quality in services 
and contracts. 

Working jointly to agree future premises developments and estates 
strategy across the City; 

Decisions about local incentive schemes as an alternative to the 
Quality Outcomes Framework (QOF); 

Decision making on whether to establish new GP practices in an 
area; 

Approving practice mergers; and 

Making decisions on ‘discretionary’ payment (e.g., returner/retainer 
schemes). 

6. It will be responsible for ensuring that proposals contribute to the
delivery of health and wellbeing outcomes across Leeds, taking
account of the city wide health and wellbeing strategy.

It will ensure that conflicts of interest have been managed effectively 
during every stage of decision-making. It will ensure that co-
commissioning decision-making is clear and robust, and that the public 
and providers have confidence in the integrity of the decisions made.  It 
will do this by assuring itself that: 

appropriate needs assessments, engagement and consultation 
processes underpin all commissioning proposals 

the benefits, costs and intended outcomes  of commissioning 
proposals are set out clearly 

commissioning proposals take into account the three elements of 
quality – effectiveness, safety and patient experience 

commissioning proposals take into account advice from appropriate 
health and social care professionals 

there has been appropriate engagement with both incumbent and 
potential new providers  over potential service changes 

procurement procedures are robust 
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the rationale for all commissioning proposals is clear, robust and 
transparent. 

7. In performing its role the Joint Committee will act in accordance with
the agreement entered into between NHS England and the Leeds
CCGs, which will sit alongside the scheme of delegation, these terms
of reference and the terms of reference of the Operational Group in
Appendix 1. This agreement deals with matters such as information
sharing, resource sharing, contractual mechanisms for service delivery
(and ownership) and interplay between contractual and performance
list management.

Membership 

8. The Joint Committee shall consist of:

a) 3 current CCG lay members, 1 from each of the CCGs

b) All 3 CCGs Accountable Officers or their nominated representatives

c) 2 senior representative from NHS England

d) 1 external lay or non-executive member external to the CCGs and
the area teams.

9. The Chair of the Joint Committee shall be appointed from the lay
members of the CCGs as agreed by the CCGs and the area team.

10. The Vice Chair of the Joint Committee shall be appointed from the lay
members of the CCGs as agreed by the CCGs and the area team.

11. There will be a standing invitation for a Health Watch representative, a
Health and Wellbeing Board representative and members of the
Operational Group to attend in a non-voting capacity.

12. The Joint Committee may call additional experts to attend meetings on
an ad hoc basis to inform discussions. This may include finance,
clinical, quality, nursing, public health and governance experts.

Quoracy and voting 

13. A minimum of 4 members will constitute a quorum. This must include
one member from the Area Team and one from each CCG, at least
one of which must be a lay member and one an Accountable Officer.
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14. Each member of the Joint Committee shall have one vote.  The Joint
Committee shall reach decisions by the agreement of 75% of members
present.

Meetings 

15. Meetings will be held at least quarterly. Papers will be circulated
electronically at least 5 working days before the date of the meeting.  A
minimum of seven days notice will be given when calling an urgent
meeting.

16. Formal minutes will be taken and will be issued at latest 10 working
days following each meeting.  Minutes will include:

The names of all those present at the meeting 

Declarations of interest of members and participants 

A record of action points, matters arising and issues to be carried 
forward 

17. Meetings of the Joint Committee

a) Shall, subject to the application of 17(b), be held in public.

b) The Joint 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.

18. Members of the Joint Committee have a collective responsibility for the
operation of the Joint 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.

19. Members of the Joint Committee shall respect all relevant
confidentiality requirements as set out in the Standing Orders of their
respective organisations, unless separate confidentiality requirements
are set out for the Joint Committee in which event these shall be
observed.
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Conflicts of interest 

20. Members of the Committee shall at all times comply with the highest
standards of business conduct and statutory guidance in relation to
managing conflicts of interest. Declarations of interest will be a
standing item on all meeting agenda.

21. Attendees 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

22. All declarations of interest and actions taken in mitigation will be
recorded in the minutes.

Decisions 

23. The Joint Committee will make decisions within the bounds of its remit
as set out in the scheme of delegation.

24. The decisions of the Joint Committee shall be binding on NHS England
and the Leeds CCGs.

25. Decisions will be published by both NHS England and the Leeds
CCGs.

26. The secretariat will produce an executive summary report and minutes
which will presented to the Area Team of NHS England and the
governing bodies of the Leeds CCGs for information following each
meeting

Review of Terms of Reference 

27. These terms of reference will be formally reviewed by the Area Team
of NHS England and the Leeds CCGs in April of each year, following
the year in which the joint committee is created, and may be amended
by mutual agreement between the Area Team of NHS England and the
Leeds CCGs at any time.

[Signature provisions] 

List of Members – [populate once membership agreed] 
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Appendix 1 

The Joint Committee will be supported by an operational group with clinical/ 
managerial membership. This group will make recommendations relating to 
the key responsibilities highlighted below. This group will report to the Joint 
Committee. 

GMS, PMS and APMS contracts (including the design and 
procurement of PMS and APMS contracts, monitoring of contracts, 
taking contractual action such as issuing branch/remedial notices, and 
removing a contract including dispersal of practice lists where 
appropriate); 

Decisions about enhanced services (“Local Enhanced Services” and 
“Directed Enhanced Services”); 

Decisions about local incentive schemes as an alternative to the 
Quality Outcomes Framework (QOF); 

Ensuring quality surveillance and assurance of quality in services and 
contracts. 

Working jointly to agree future premises developments and estates 
strategy across the City; 

Decision making on whether to establish new GP practices in an area; 

Approving practice mergers; and 

Making decisions on ‘discretionary’ payment (e.g., returner/retainer 
schemes). 
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Summary Report 

Meeting: LNCCG Public Board Date: 28 January 2015 

Agenda Item: 096/2015 

Report Title: Patient and Public Involvement 

Prepared by: Paul Storey – Management Executive PPI Lead 

Executive Lead: Liane Langdon – Director of Commissioning & Strategic 
Development 

Presented by: Liane Langdon 

Other meetings presented to: N/A 

Purpose of Report 

Approval Decision 

Assurance Information and Comment 

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



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

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

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

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

Executive Summary 

We are actively involving our patients and the wider public in the work we do and this 
update report captures some of the key activities we have undertaken during November 
and December 2014 and the impact which these are having on our commissioning 
activities. Service areas develop CEED’s (Communications Engagement, Equality and 
Diversity) plans for each area and are assured by the PAG (Patient Assurance Group). 

Key Activities and Progress Made 

Subject and 
Description 

Involvement What we have 
learned 

Outcome of 
Involvement 

Urgent Care 

NHS Leeds North 
C.C.G. is 
currently 
reviewing the 
provision of 
urgent care on 
behalf of the City 
with a view to 
planning as much 
care as possible, 
and being 
responsive where 
it is not possible 
to plan. This will 

CEED plan 
developed, and 
assured by PAG.  To 
include: Online and 
paper questionnaires, 
engagement sessions 
in member practices 
and community 
sector partners, 
social media 
promotion activity to 
encourage debate 
and disseminate 
information, focus 

4,000 questionnaires 
have been completed 
and analysis will be 
underway and 
completed by early 
2015. This delay is 
due to the large 
response as the 
collation of results 
has had to go out to 
procurement.  

This will be added to 
the learning from the 

The October 
engagement event 
shaped the 
principles and focus 
areas for the Urgent 
Care 
Transformation 
Programme, which 
as a result is 
shaped around 
care, 
communications 
and consistency. 
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include a review 
of the walk in 
provision at the 
Shakespeare 
Medical Centre. 
 
 
 
 

groups and 1:1 
interviews, 
canvassing in walk in 
centre. 
 
When we have 
analysed our  
questionnaires we will 
co-produce a report 
incorporating 
Healthwatch’s survey 
in A & E.  

October engagement 
event. 
The CCG Comms 
and Engagement 
Lead (Stuart Barnes) 
and urgent care team 
are working closely 
with Leeds Beckett 
University on the first 
draft of the Urgent 
Care Engagement 
report.  
 
900 questionnaires 
have been completed 
in A & E and the 
results analysed and 
available for co-
production. This work 
was undertaken by 
Healthwatch 

The huge volume of 
patient evidence 
has already served 
to inform the urgent 
care 
communications 
plan for this winter, 
as well as the 
system resilience 
schemes and 
ongoing urgent care 
transformational 
work. In the recent 
periods of high 
pressure in the 
acute system it is 
evident that the 
number of people 
presenting to ED 
with minor illness 
has actually 
decreased, which is 
likely to be partially 
attributable to our 
different approach. 

    

Leeds Care 
Record – To get 
a better 
understanding of 
the views and 
concerns of the 
public of Leeds 
about the sharing 
of personal data 
within the 
healthcare and 
social care 
setting. 
 
 
 
 
 
 
 
 
 

Patients and Carers 
from the 4 pilot 
practices have 
designed a survey 
with the Leeds Care 
record Group. 
 
The most recent 
engagement has 
been carried out by 
Leeds Involving 
People (LIP) and has 
involved positive 
engagement with 
mental health users.  
 
There was a recent 
Look North feature on 
this and the video can 
be seen at 
https://www.youtube.
com/watch?v=i4cOxu

Survey has now been 
assimilated and 
results will be given 
to PAG for 
assurance. 
 
27 out of a possible 
29 Practices have 
signed up with the 
exception of the 
Collingham and 
Aireborough 
Practices. 
Unfortunately those 
Patients in these 
Practices will not be 
able to participate in 
the scheme.  
 
Other organisations 
that have signed up 
include Hospital 

These discussions 
have shaped both 
our feedback to 
NHS England teams 
and the shaping of 
local information 
campaigns. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.youtube.com/watch?v=i4cOxudt7Ew
https://www.youtube.com/watch?v=i4cOxudt7Ew
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Care.data 
 
NHS England 
have asked a 
number of CCG’S 
(including the 3 in 
Leeds) to help 
them with the re-
launch. 
Healthwatch 
Leeds is involved 
in this work 
stream. 
 
 
 
 
 
Working Voices 
 
We have been 
successful 
bidders, along 
with Bassetlaw 
and Wakefield 
C.C.G., to pilot a 
project to work in 
partnership with 
NHS England to 
launch “working 
voices” to unlock 
the potential of 
“the silent 
majority” of the 
UK workforce.   
 
 
 
 
 
 

dt7Ew  
 
 
 
 
 
 
 
 
2 stakeholder events 
have taken place and 
the 3 comm’s leads at 
the Leeds CCG’s are 
working together on 
this project. 
NHS Leeds North 
have raised concerns 
about the timescales 
as NHS England 
were hoping to have 
materials printed in 
December, this 
deadline has passed. 
 
 
 
The steering group 
has been established 
and has held 4 
meetings and the 
CEED plan has been 
developed. 
The working group 
has been established 
and three meetings 
have taken place, 
terms of reference 
have been 
established and 
agreed and 5 local 
potential partner 
employers have been 
identified. 
5 National employers 
have also been 
identified.  
 
 

Social Workers, 
LYPFT and LTHT. In 
addition it is now 
been piloted in the 
Garforth 
Neighbourhood 
Team.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Members of the 
Leeds working group 
have contacted the 5 
local employers to 
request their 
participation in the 
project. 
 
At a recent 
Healthwatch meeting, 
in Leeds, 
representatives of 
many local 
organisations 
(including LTHT, 
LYPFT, Leeds City 
Council and Leeds 
Community 
Healthcare Trust) 
were keen to use the 
tool to seek views 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The project is, as 
yet, in the early 
stages, but we are 
finding that 
employers are 
reluctant to engage 
with us to work in 
this way, so this 
may not be the most 
effective route to 
reaching working 
age people.  We will 
continue with the 
pilot to gather 
further learning, but 
will progress 
alternative options 
in parallel. 
 
 
 

https://www.youtube.com/watch?v=i4cOxudt7Ew
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City-Wide 
Strategy 
 
Multi-partner 5 
year strategy 
development for 
health, social 
care and public 
health in Leeds 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commissioning 
Intentions for 
2015/16 
 
Engage with our 
Patients to seek 
their views on our 
proposed 
commissioning 
intentions for 
2015/16.   
 
 
 
 
 
 
 
 

 
 
 
 
The CEED plan has 
been developed. The 
oversight group has 
been established, 
reporting to the 
Transformation 
Board. Specific 
engagement and Call 
to Action activities 
underpin the priorities 
and planned 
changes, we are now 
consulting on the 
consolidated picture 
for the city. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our draft 
commissioning 
intentions for 15/16 
with a supporting 
paper explain the 
context and process 
were shared with all 
our Patient Reference 
Groups and others on 
our engagement 
database.  
Commissioning 
intentions were 
stratified to show the 
level of available 
influence and the 

from working people.  
 
 
 
 
Work on this project 
is on-going. 
 
Initial ‘Twitterthon’ 
activities (with parallel 
face to face and 
online survey options) 
have reached 30,000 
people, initial analysis 
shows that people 
appreciate the ‘plan 
on a page’ views and 
the transparency of 
the communications 
approach 
 
The city wide 
engagement plan has 
now been produced 
and is being 
implemented through 
the transformation 
board. 
 
 
 
 
 
Approximately 25 
Patients attended the 
event and no other 
written responses 
were received.  
The results of the 
engagement which 
identified a prioritized 
list were then taken to 
the Council meeting 
on the 13th January, 
where the Member 
Practices took the 
Patient views into 
consideration when 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A prioritized list of 
commissioning 
intentions informed 
the discussions at 
the Council of 
Members, shaping 
the direction of the 
CCG for the coming 
year.  Explicit 
reference as to the 
similarities and 
differences in public 
and clinical views 
was referenced in 
the development of 
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Co-
commissioning 
 
A question was 
raised at the 
Council meeting 
on the 13th 
January as to 
whether we 
should be 
engaging with our 
Patients on this 
matter. 
 

sources of 
engagement in 
establishing the 
intention.  A written 
feedback mechanism 
was included for 
people to respond to 
comment and/or rate 
the commissioning 
intentions. 
 
A Public meeting to 
support this and offer 
the public an 
opportunity to ask 
questions was 
arranged on the 18th 
December at the 
Moortown Methodist 
Church and all 
Patients on our 
various groups were 
invited to attend 
along with all local 
MP’s and Councillors. 
In addition posters 
were sent to all 
Practices inviting all 
Patients to attend. 
 
 
 
 
Following discussion 
and reflection on 
guidance and utility, it 
was agreed that we 
should be informing 
our Patients but as 
there will be no 
change to the 
services provided in 
primary care there is 
no necessity to 
engage and consult 
with our Patients at 
this stage.  

making the final 
prioritisation. 
The CCG received a 
feedback from some 
of the people 
attending the meeting 
saying that it was not 
reasonable to expect 
people to comment 
on such a large 
number of schemes 
in an hour. 
Many of the people 
attending fed back 
that they struggled to 
get to grips with the 
nature of the 
commissioning 
intentions.  We will 
reflect on this 
learning for the 
process next year. 
 
   

the final list, and 
shaped the relative 
prioritization, with 
some items being 
included which 
would not otherwise 
have been. 
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Assurance Framework 

 
The NHS Leeds North CCG Patient Assurance Group continue to meet monthly to review 
the effectiveness and appropriateness of the patient and public engagement activities 
undertaken by the CCG and others in the city conducting these on our behalf. 
Graham Prestwich has advertised has interviewed and appointed new representatives for 
the P.A.G. bringing additional diversity to the Group. 
 

Next Steps 

 

 Continue with scheduled engagement activities. 

 Review and update the PPI programme for 2014/15 regularly.   
 

Corporate Impact Assessment 

Regulatory Implications The CCG has a duty to involve patients and the public  

Financial Implications  

Legal Implications The CCG has a duty to involve patients and the public 

Workforce Implications  

Equality Impact Assessment The PAG responsibilities include providing assurance that 
equality and diversity are appropriately addressed in our 
involvement activities 
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Meeting: Board Meeting Date: 28 January 2015 

Agenda Item: 097/2015 

Report Title: Quality Update 

Prepared by: Russell Hart-Davies - Head of Quality 

Executive Lead: Ellie Monkhouse - Director of Nursing and Quality 

Presented by: Dr Manjit Purewal / Russell Hart-Davies 

Other meetings presented to: 

Purpose of Report 

Approval Decision 

Assurance Information and Comment 

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



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

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

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

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

Executive Summary 

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

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

The CQC inspection has taken place at LYPFT and the report published on 16 
January 2015 following presentation of findings to stakeholders, including CCG 
Directors on 7th January. A total of 23 recommendations were made that the Trust 
must address. 

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

A CQC inspection is due to take place in January of the Yorkshire Ambulance 
Service. 

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

Walk round visits have taken place in Maternity Services at Leeds Teaching Hospitals 
and in the Single Point of Access service and Community Teams at Leeds and York 
Partnerships Foundation Trust. 
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Key Recommendations 

The Board is asked to receive this paper and note the issues highlighted. 
 

Assurance Framework 

 
 

Next Steps 

The CCG will have oversight of LYPFT’s CQC Inspection Action Plan via the joint 
CCG/Trust Quality Group. Updates will be provided to the Board. 
 
The CQC report of the inspection of Leeds Community Healthcare Services is due for 
publication; a summary will be provided to the Board accordingly. 
 
Key quality issues continue to be monitored via the quality groups. Oversight is maintained 
by the CCG Director of Nursing and Quality and Medical Director who will continue to report 
to the Board. 
 

Corporate Impact Assessment 

Regulatory Implications  

Financial Implications  

Legal Implications  

Workforce Implications  

Equality Impact Assessment  
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Leeds North CCG Board Meeting 
Quality Report Summary  

January 2015 
 

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

Provider Objectives 14/15 

Leeds TH 127 

 
 
 
2.1 C Difficile (C Diff) 
CCG Allocation  

2014/15 year end 
objective 

65                                  Current 
total 

           39                  

Monthly objective Plan Actual Community 
attributed 

Acute Trust 
attributed 

April 6 3 2 1 

May  5 9 6 3 

June 5 4 1 3 

July 5 6 6 0 

August 5 3 1 2 

September 5 4 2 2 

October 5 4 2 2 

November 5 4 4 0 

December 6 2 1 1 

Total to date 47 39 25 14 

 
 
Year to date 2014/15 attribution for C Diff for LN CCG is 14 to acute providers and 25 within the 
community.  
 
Leeds Teaching Hospitals has a year to date total of 93 cases against a year to date trajectory of 94 
 
The most common themes identified remain as previously reported and include antimicrobial 
usage, proton pump inhibitor treatment, recent hospitalisation, relapsing/recurring cases and care 
home residence. Targeted training and education continues to take place across primary care in 
Leeds in conjunction with the medicines management team. As previously reported, a project nurse 
has been appointed to support care homes in the implementation of good practice in relation to 

CCG Objectives 14/15 

Leeds North 65 

Leeds South and 
East 

106 

Leeds West  97 
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infection control. It has also been agreed to convene a city-wide HCAI group led by clinical 
prescribing leads to support a consistent approach to the Leeds antimicrobial strategy. 
 
2.2 MRSA 

CCG Allocation 

Three cases of MRSA bacteraemia have been reported for Leeds North CCG patients. All were 
assigned to the acute trust. November’s report incorrectly stated that one case had been assigned 
to the CCG. 
 
Acute Trust Assignment 
Seven cases have been attributed to Leeds Teaching Hospitals April - December. This brings the 
year to date total equal that of the whole year 2013-14. Two cases were within the same area and 
related to patients with dementia who have parotitis, three related to peripheral lines and one 
unclear. No details available on the seventh case at time of writing. The Trust’s HCAI action plan has 
been reviewed and will be submitted to the Trust Board. The plan will also be reviewed at the next 
quality meeting. Risks identified – decanting for HPV has been restricted due to increased winter 
pressure on beds.  
 
3. Provider Updates 
3.1   Leeds Teaching Hospitals NHS Trust 
Following a review by NHS England, the method of publishing the Friends and Family Test score has 
changed from a ‘Net Promoter Score’ to percentages of patients who recommended or did not 
recommend the hospital. The inpatient Friends and Family Test scores for the Trust for October 
were 92% recommending and 1% not recommending the Trust as a place to receive treatment 
(national average 94% recommended) and 81% recommending and 11% not recommending for 
A&E; national average is 87% recommending. The response rates for patients completing the 
Friends and family test for A&E has dropped slightly against the previous month to 14.5%. For 
inpatients the response rate is 44.4% for inpatients, which is above the national average of 37.6%. 
 
The staff Friends and Family Test is now published – for Q2 64% of staff recommended the Trust as 
a place to work and 80% recommended the Trust as a place to receive care - both scores represent 
a 7% improvement over the previous quarter. 
 
A total of four ‘Never Events’ have been reported by the Trust since April. These all relate to wrong 
site surgery, with two occurring within the dermatology service. Full reports are awaited on the 
latest incidents which are discussed in full at the monthly joint CCG/LTHT quality meeting. Reports 
are reviewed at the Serious Incident review panel which is chaired by the Directors of Nursing. 
 
The Trust continues to recruit nurses to vacancies and uplifted nursing establishments; over 370 
nursing staff have commenced with the Trust since August.  
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3.2 Leeds and York Partnerships Foundation Trust 
The Trust was subject to a full inspection by the CQC at the end of September 2014, and the 
resulting report published on 16 January 2015. CCG Directors were invited to a CQC quality summit 
on 7 January where the findings of the inspection were presented. The Trust was given an overall 
rating of ‘Requires Improvement’ with each of the five inspection domains rated as follows: 
 

Safe Requires improvement 

Effective Requires improvement 

Caring Good 

Responsive Requires improvement 

Well-led Requires improvement 

 
Inspectors had inspected 12 services across both Leeds and York. Key areas of concern included the 
unsuitable accommodation at Bootham Park, ligature points in Leeds facilities that were not 
recorded on the Trust risk register, difficulties for patients, carers and relatives in making 
complaints and the recording of staff training for the Mental Health Capacity Act. In general it was 
found that York services required more improvements than the Leeds services. 
 
Areas of good practice highlighted in the report include the development of a service-specific 
research framework at the eating disorder service and the implementation of exit interviews for 
patients leaving the service. Inspectors also highlighted the piloting of the Street Triage Team, the 
meaningful and extensive patient activities programme on Wd 2 in the Newsham Centre and the 
short term care service at Woodland Square as other areas of note. 
 
As a result of their visit, CQC inspectors made 23 recommendations that the Trust should take 
action to improve, and 19 recommendations that the Trust must take action to improve, some of 
which applied to York services. However, a number of the ‘must’ recommendations applied to both 
or were specific to Leeds: 
 

 The provider must ensure that comments and complaints are handled appropriately 

 The provider must ensure that the seating is appropriate at the health based place of safety 
at the Becklin Centre, Leeds, as this could potentially be used to cause injury. 

 The provider must ensure that the ligature points (sink taps and door handles) in the 
bathroom at the health based place of safety at the Becklin Centre, Leeds are removed 

 The provider must ensure that the patient group directions (PGD) medication at the crisis 
assessment service – Becklin Centre, Leeds is reviewed and brought in line with the trust 
policy and legal requirements. 

 The provider must ensure consent to care and treatment is obtained in line with legislation 
and guidance including the Mental Capacity Act 2005. 

 The provider must take action to ensure rehabilitation wards are both adequately and safely 
maintained. 

 The provider must ensure that Ward 5 Newsam Centre undertakes an environmental risk 
assessment, and acts upon any identified risks, particularly in relation to aspects of the 
environment which could potentially be used to self-harm. 

 The provider must take action to ensure children and young people who require inpatient 
care are cared for in an appropriate environment 
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 The provider must take action to ensure that all staff receive their mandatory training 

 The provider must take steps to ensure all appropriate staff receive training in relation to 
the Mental Capacity Act and Mental Health Act 

 The provider must take action to ensure that all medication charts, observation records and 
records of Gillick competency and mental capacity assessments are always fully 
documented. 

 The provider must ensure that adequate medical cover is available, both within and out of 
working hours that meets the needs of the patients across the trust. 

 The provider must ensure that the supported living service reports all safeguarding incidents 
to the national reporting and learning system (NRLS). 

 
It was agreed at the meeting that Monitor would be the primary body responsible for monitoring of 
the action plan. However, Leeds North CCG as lead commissioner for the Trust will also require 
progress updates; this will take place through the joint CCG/LYPFT quality group. A report on 
progress will be provided at the next Board meeting. 
 
Concerns had been highlighted by the quality manager relating to staffing levels on some wards in 
the Becklin and Newsome Centres. This had been due to a number of vacancies which the Trust was 
not able to recruit to. Discussions have taken place with the Director of Nursing for the Trust and 
assurance received that the wards have been assessed for impact on quality of care and skill mixes 
adjusted to mitigate against any adverse effects of the shortage. The Trust is continuing to recruit 
to the vacancies, and staffing fill rates have improved overall. However, one of the wards 
(Newsome Centre Wd 3 Forensic Psychiatry) continues to show reduced fill rates for qualified staff. 
We have asked the Trust to provide assurance on how they assess and monitor staffing levels, and 
the thresholds for action. 
 
For the staff Friends and Family Test, 52% recommended the Trust as a place to work and 69% 
recommended the Trust as a place to receive care. This represents a 3% and 7% improvement 
respectively over the previous quarter. 
 
3.3 Leeds Community Healthcare NHS Trust 
Due to acute staffing shortages, the Community Rehabilitation Unit at St Mary’s remains closed 
temporarily following consultation with CCG Commissioners. Alternative arrangements have been 
made for patients due to be admitted to the unit and the CCG has been assured that the impact on 
quality of care has been minimal. It is anticipated that the ward will reopen in January. 
 
For the staff Friends and Family Test, 43% recommended the Trust as a place to work and 77% 
recommended the Trust as a place to receive care. This represents a 4% and 6% drop respectively 
against the previous quarter. This deterioration in both scores will be discussed at the next quality 
meeting  
 
The CQC undertook a full inspection of the Trust in November; no details are known of the outcome 
and the report is awaited. 
 
In December admissions to the South Leeds Independence Centre were temporarily suspended 
following a number of issues raised by the Trust relating to staffing, patient acuity and a number of 
low-level incidents. Although the CCG does not commission Leeds Community Healthcare Trust 
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directly in the provision of services relating to the Centre, the Director of Nursing and Quality has 
been supporting the Trust in the management of these issues. An action plan to mitigate against 
risks was implemented and a quality summit held to assess the issues and any concerns. 
 
 
3.4. Harrogate District Foundation Trust 
Friends and Family Test 
The Friends and Family test the inpatient scores for October were 95% of respondents 
recommended the Trust and 1% did not recommend the Trust, and for A&E 93% of respondents 
recommended the Trust and 2% did not recommend the Trust. 
 
For the staff Friends and Family Test, 74% of responding staff recommended the Trust as a place to 
work whilst 12% did not, and 87% recommended it as a place to receive care and treatment whilst 
3% did not recommend it. 
 
HCAI’s 
Harrogate have reported eight cases of C. Difficile year to date against an annual threshold of 15, 
and zero cases of MRSA bacteraemia. 
 
The Director of Nursing and Quality Manager continue to attend the joint Harrogate CCG and 
Harrogate Trust Quality meetings. There are no areas of significant concern identified to date. 
 
3.5 Yorkshire Ambulance Service 
Red performance targets are regional targets; therefore YAS are contracted to delivering 
performance on a regional level as oppose to CCG level. CQUIN 2 (Improving red performance in 
underperforming CCG's) does provide this.  
 
Red 1 and 2 combined performance (calls resulting in an emergency response arriving within 8 
minutes) in November was 67.9% for Leeds North, 78.8% for Leeds South and East and 65.3% for 
Leeds West against a target of 75%. All Leeds CCGs’ performance has decreased since October 
2014. Leeds South and East, Bradford City and Calderdale CCG are the only CCG's in West Yorkshire 
that achieved the target in November.  
  
Red 1 and 2 combined performance (calls resulting in an emergency response arriving within 19 
minutes) in November was 95.8% for Leeds North, 98.7% for Leeds South and East and 98.7% for 
Leeds West against a target of 95%.  
 
YAS as an organisation failed to achieve the target for Red 1&2 combined 8 mins in November and 
YTD, although performance as a whole has improved slightly since July 2014. YAS are using System 
Resilience monies which was allocated directly to YAS via the lead commissioner  to support the 
performance improvement plan over the winter period. 
 
The Trust has developed a recovery plan which will be updated following review of the Good 
Governance Institute report on YAS performance, recovery plans and sustainability. The plan is 
monitored by the West Clinical Business Unit led by Wakefield CCG. A trajectory has been agreed 
envisaging that combined Red 1 and 2 8-minute performance for the region as a whole will reach at 
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least 75% in each month from January to March 2015. Contract queries have been raised for 
performance in September and October. 
 
Further industrial action is planned to for the end of January and will be for a 12 hour period. 
No further SIs have been reported by YAS for the 999 service since July 2014. 6 in total have been 
reported so far for the year 2014-15. 
 
The LNCCG contract team and quality manager continue to work closely together to monitor the 
performance and quality of the service, and attend the Quality Meeting  on behalf of the three 
Leeds CCGs. 
 
A CQC inspection is scheduled for January 2015 and the CCGs have provided a narrative to inform 
inspectors of key issues and concerns. As lead CCG Wakefield has collated and provided the 
response on behalf of all the CCGs; this has included comments from the three Leeds CCGs. 
 
4. Quality Updates 
4.1 CQUIN Schemes 
Each of the three main providers has achieved their CQUIN requirements for Q2. However, Leeds 
Community Healthcare Trust has informed the CCG that they believe that there is a risk to 
achievement of the required reduction in pressure ulcers by end of Q4 as required. Progress is 
monitored via the joint CCG/LCH quality group. Leeds Teaching Hospitals has highlighted a concern 
that they may not achieve the requirements for Quarter 3 in relation to the ‘Making Every Contact 
Count’ indicator, which aims to assess patients for lifestyle behaviours relating to smoking, alcohol 
and weight management and provide appropriate advice and onward assessment. This is being 
monitored through the joint Leeds West CCG/Leeds Teaching Hospitals quality group. 
 
CQUIN proposals for 2015-16 are currently being collated for prioritising and development. 
Member practices across the city have been consulted via locality meetings and events to ascertain 
their priorities with regards to areas of work that should be taken forward for development into a 
CQUIN indicator. An outline of the agreed indicators will be provided in the next Board report. 
 
4.2 Safer Staffing 
Safer staffing levels continue to be published and monitored by the quality team as previously 
reported. All of Leeds’ main providers published staffing levels as required and reported previously. 
Other than the issues referred to above, no immediate concerns have been identified. Although the 
requirement to publish only applies to inpatient areas, work is taking place nationally to develop 
appropriate establishment calculation tools for community based services. However, it is 
anticipated that this will not be until 2016. 
 
4.3 Cost Improvement Plans 
Quarterly update meetings have continued with providers with regards to monitoring the quality 
impact of cost improvement plans. An agreed cross-city procedure has been developed by the 
Director of Nursing and Head of Quality to manage this process in a more formal manner in the 
forthcoming months. It is intended that the first star chamber will be held in January/February 2015 
to review the process and outcomes for 2014/15 and to identify key issues for 2015/16.  
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CCG executives met with the Director of Operations at Leeds and York Partnership Foundation Trust 
on 18th December as part of the update programme. They received assurance that all CIP proposals 
had been assessed for impact upon quality and an example given of a scheme which had been 
returned due to their concerns on quality of care. 
 
4.4 Safeguarding 
The Local Safeguarding Children Board and the Safeguarding Adult Board’s annual reports have 
been published and are available on each of the Boards respective websites. Both Annual Reports 
will be shared with the Board at a future date.  
 
Leeds has not been selected as a pilot site for a joint inspection by Ofsted and the CQC for child 
protection and looked after children. However, preparation continues for the unannounced 
Inspection by CQC of services provided to children and families who are subject to child protection 
and for Children who are looked after. This inspection is expected before 31st march 2015.   
 
5. Next Steps 

The board is asked to be aware of the following: 

 Forthcoming publication of the LCH CQC Inspection 

 Forthcoming CQC inspection of the Yorkshire Ambulance Service 

 Agreement of CQUIN indicators for the 2015-16 contract 

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

 
 
Paper prepared by: 
  
Ellie Monkhouse    Russell Hart-Davies 
Director of Nursing and Quality  Head of Quality 
January 2015 
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Summary Report 

Meeting: LNCCG Board Date: 28 January 2015 

Agenda Item: 098/2015 

Report Title: Finance Report – January 2015 Board 

Prepared by: Jenny Davies – Deputy Chief Financial Officer 

Executive Lead: Martin Wright – Chief Financial Officer 

Presented by: Martin Wright 

Other meetings presented to: N/A 

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

 
This report summarises the financial position of NHS Leeds North Clinical Commissioning 
Group (CCG). It incorporates performance against key financial duties as at 31 December 
2014, highlighting any areas of potential risk and potential action for the board to discuss 
and ratify. 
 
Leeds North CCG is required to meet a number of key financial duties and responsibilities 
as follows:- 
 

 
Target 
 

 
2014/15 forecast 

Revenue Resource Limit (RRL) Forecast to achieve 

Cash Limit (CL) Forecast to achieve 

Running cost limit £25 per head Forecast to achieve 

Better payment practice code Forecast to achieve 

 
 

Key Recommendations 

 
(a) Receive and comment on the Leeds North CCG financial position and 

performance against key financial duties. 
 

Assurance Framework 

 
Board Assurance Framework risk 7: Financial stability & sustainability. 
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Next Steps 

 
Financial performance and risks are reported to the Board on a bi-monthly basis. 
 

Corporate Impact Assessment 

Regulatory implications  

Financial implications Forecast to achieve statutory financial duties, maintaining 
overall costs within budget. 

Legal implications  

Workforce implications  

Equality impact assessment  
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FINANCIAL PERFORMANCE AS AT 31 DECEMBER 2014 
 
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 December 2014, 
highlighting any areas of potential risk and action for the board to discuss. 
 
1.1  Financial Duties & Targets 
 
The CCG is required to meet a number of key financial duties and responsibilities as follows:- 
 

 
Target 
 

 
RAG 

 
Forecast 

Revenue Resource 
Limit (RRL) 

 The CCG has a statutory duty to remain within its allocation; however 
the national planning guidance set a minimum target surplus of 1%. 
The CCG agreed a target surplus of £5.1m (2.1%) with NHS England at 
the start of the year, being the surplus brought forward from 2013/14. 
The CCG is currently forecasting to deliver a £5.7m surplus. 

Cash Limit (CL)  The CCG has a statutory duty not to exceed its cash limit. NHS England 
has yet to confirm the maximum cash drawdown.  
The CCG expects to manage within the cash limit available. 

Running Cost 
Allowance (RCA) 

 The CCG has a statutory duty to remain within its designated allocation 
for running costs.  
The CCG is currently forecasting to underspend by £0.3m against a 
£4.81m running cost allocation. 

Better Payment 
Practice Code (BPPC) 

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

 
 

1.2  Forecast Revenue Position 
 
The CCG has been forecasting an underspend of £5.1m in line with financial planning expectations 
and the control total agreed with NHS England before the start of the financial year. However due 
to the return of £563k of the continuing care risk pool contribution (further details in 3.5) the 
surplus has now increased to £5.7m 
 
1.3  Financial Risks 
 
The CCG is managing financial risks in year through utilisation of commissioning and contingency 
reserves. 2015/16 will be particularly challenging with potential risks already identified as: 

 Co-commissioning of primary care and specialist services. 

 Better Care Fund & Transformation. 

 Provider sustainability. 
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1.4  2014/15 Summary Financial Position as at 31 December 2014. 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 

Initial 14/15 Resource Baseline 228,020     

Growth 4,880     

Sub Total - 14/15 Revenue Allocation 232,900     

Running Cost Allowance 4,810     

Sub Total - Initial Resource Limit 237,710     

Return of 13/14 Surplus   5,144   

In-year Adjustments 1,150 3,186   

Total – Revenue Resource Allocation 238,860 8,330 247,190 

 
 

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 77,710 77,784 74 103,613 102,890 (-724) 

Acute Services – Non NHS 5,321 5,247 (-74) 7,094 6,775 (-319) 

Urgent Care 8,733 9,075 342 11,644 12,169 526 

Mental Health & Learning 
Disabilities 

22,557 22,970 413 29,823 30,383 561 

Community & Other Services 21,803 21,615 (-188) 29,071 28,848 (-223) 

Continuing Care 8,978 9,344 367 11,970 12,460 490 

Transformation 6,297 5,695 (-601) 8,094 8,531 437 

Total – Purchase of Healthcare 151,397 151,730 332 201,309 202,057 748 

              
Prescribing 24,964 24,546 (-418) 33,286 32,985 (-301) 

              
Primary Care 1,823 1,686 (-137) 2,431 2,286 (-145) 

              
Running Costs 3,607 3,214 (-393) 4,810 4,507 (-303) 

              
Reserves:             

Planned Surplus 0 0 0 5,144 (-563) (-5,707) 

Earmarked reserves 0 0 0 210 210 0 

Contingency & Other Reserves 0 0 0 0 0 0 

Total – Reserves 0 0 0 8,242 3,363 (-4,879) 

              
Total – Net Operating Costs 181,175 181,175 0 247,190 241,483 (-5,707) 

 
 

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

In-year Revenue Resource Allocations Adjustments 
Recurrent Non Rec. 

£’000 £’000 

GP Information Technology   521 

Continuing Healthcare: baseline realignment 403   

Tees, Esk & Wear Valley: baseline realignment  293   

Psychological Disorders Network   720 

SWYMHT :baseline realignment (-14)  

Secondary Care Health & Justice   117 

Urgent Care: baseline realignment 77   

BMI Harrogate 139   

Shakespeare Centre 265   

Specialist Services Bradford FT Adjustment (-13)   

Over seas Visitors defund 
 

(-188)  

Winter Resilience Funding (1st Tranche)   1,265 

Winter Resilience Funding (2nd Tranche)  44 

Winter Resilience Funding (3rd Tranche)  106 

Quality Premium   601 

Total – In-year Allocation Adjustments 1,150 3,186 

 
In Month 9 an additional allocation of £106k for winter resilience has been received pertaining to Mental 
Health services. The Quality Premium for achievement of both national and local targets of £601k will be 
spent to further enhance the quality of patient experience in primary care. 
 

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 59,974 59,273 (-701) 79,966 80,031 65 

Harrogate & District 15,017 14,528 (-489) 20,022 19,375 (-647) 

York Hospitals 1,223 1,208 (-14) 1,630 1,600 (-30) 

Bradford Teaching Hospitals 585 446 (-139) 780 673 (-106) 

Mid Yorkshire Hospitals 436 309 (-127) 582 461 (-121) 

Airedale 267 192 (-75) 356 273 (-84) 

Other NHS Trusts 123 1,742 1,619 164 177 13 

Commissioning Reserve 85 85 0 114 300 186 

Total – Acute NHS 77,710 77,784 74 103,613 102,890 (-724) 
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Leeds Teaching Hospital NHS Trust (LTHT): Based on activity to month 8 LTHT is broadly in line 
with CCG plans after adjusting for data challenges. Non-elective admissions remain under planned 
levels due to the increased use and effectiveness of the assessment units although it should be 
noted that this is before the impact of winter. In recent weeks St James’s has born the brunt of 
increased demand within acute medicine, acute surgery, respiratory and elderly medicine with 
increased length of stay and delayed transfers of care. The CCG has invested £1m non-recurrently 
to address these issues. 
 
High cost drugs is currently over trading. The highest cost increase has been drugs relating to 
rheumatoid arthritis patients.  

 
The planning exercise to collect and collate cost pressures for 2015/16 has begun and a significant 
pressure is the potential increase in cost through improved counting and coding of activity, which 
is estimated to be £3m citywide. The increase in high cost drugs has also been identified as a cost 
pressure of approximately £4m citywide. 
 
Harrogate and District Foundation Trust (HDFT): The contract continues to under trade due to 
increases in lower cost specialties such as general surgery and urology while the lower volume but 
higher cost specialties such as cardiology and trauma and orthopaedics are under trading. 
Further trend analysis on Harrogate activity is in progress to inform 2015/16 contract negotiations. 
 
3.2  Acute Services – Non NHS 
 

Acute Services – Non NHS 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Nuffield 1,288 942 (-346) 1,718 1,314 (-403) 

Eccleshill Treatment Centre 209 11 (-197) 278 11 (-267) 

Spire 1,988 1,823 (-165) 2,651 2,548 (-103) 

Other Private Providers 1,233 1,856 623 1,655 1,913 258 

GPSIs & AQPs 602 614 12 792 989 197 

Total – Acute Non NHS 5,321 5,247 (-74) 7,094 6,775 (-319) 

 
The activity previously provided by Eccleshill has transferred to other Private Providers and AQPs. 
 
Winter could significantly impact on all areas of acute services and the forecast includes an 
estimate of £300k for unexpected costs that are usually incurred in the last quarter of the year in 
line with previous year’s outturn. 
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3.3  Mental Health & Learning Disabilities 
 

Mental Health & LD 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Leeds & York Partnerships 17,011 17,009 (-2) 22,400 22,400 0 

Bradford District Care Trust 30 30 0 40 40 0 

Tees, Esk & Wear Valley 833 833 0 1,111 1,111 0 

Voluntary Sector Organisations 732 732 0 998 996 (-2) 

Psychological Therapies (IAPT) 164 164 (-0) 224 224 0 

Learning Difficulties 3,469 3,892 422 4,626 5,189 563 

Collaborative Fees 68 68 0 91 91 0 

MH Non Contracted Activity 77 77 0 102 102 0 

MH PSD/Other 60 58 (-2) 80 80 0 

Specialist Services (Elective Panel) 46 41 (-5) 61 61 (-0) 

MH Service Developments 67 67 (-0) 89 89 0 

Total – MH/LD 22,557 22,970 413 29,823 30,383 561 

 
Within Learning Difficulties (LD) a cost pressure of potentially £2.4m per year citywide has arisen 
due to complex cases moving from a secure care provision, currently NHS England’s responsibility, 
to a CCG non-secure service and service users with escalating needs. The impact for the CCG this 
year is £563k. The LD service review has been completed.  The Leeds and York Partnership 
Foundation Trust (LYPFT) re-configuration of inpatient provisions is underway with the 
consolidation of the assessment and treatment service at Parkside lodge to be completed by 
November 2015. The Respite care model has been identified and is due to be completed by 
September 2015. 
 
The LYPFT 14/15 tariff deflator of £1.4m citywide was ring fenced for mental health investment at 
the start of the financial year. £655k has been invested recurrently in the development of a Crisis 
Assessment Unit at Becklin Centre to enable provision of extended assessments over 72 hour 
period. £680k has been invested non-recurrently in rehabilitation and recovery service to support 
a move away from 3 inpatient units to 2, whilst creating a dedicated community recovery team. 
The move will reduce the bed base from 51 to 36. The new inpatient model will also include an 
increase in involvement by the third sector to truly develop a multidisciplinary approach focused 
on community rehabilitation. 
 
£1m was allocated to the citywide Mental Health Programme Management Group (MH PMG) to 
develop the Mental Health Framework. Collaborative workshops have developed this framework 
and identified cross cutting themes as priorities; Information, Community services, Children and 
families, Crisis Care Concordat and data. Funding has been agreed to enable primarily Voluntary 
sector partners to develop these priorities.   
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The MH Choice guidance has now been published. The impact is currently unquantifiable and 
understanding of this will be developed in 15/16. The development of Personal Health Budgets 
(PHBs) in mental health continues. 
 
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 4,863 4,726 (-137) 6,483 6,337 (-146) 

Patient Transport Services 931 908 (-23) 1,241 1,210 (-32) 

Urgent Care – 111 313 324 11 470 432 (-38) 

Urgent Care – OOH/MIU 1,614 1,512 (-102) 2,099 2,050 (-49) 

Non Contracted Activity 1,013 1,605 593 1,350 2,140 790 

Total – Urgent Care 8,733 9,075 342 11,644 12,169 526 

 
Yorkshire Ambulance Service (YAS) activity has fluctuated throughout the year; forecast spend 
has reduced by £119k from last month’s position. 
  
The forecast for 111/WYUC/MIU/WIC has reduced by £122k due to a combination of lower than 
anticipated activity, and further clarification regarding additional funding for 111. 
  
Non Contracted Activity (NCA) forecast outturn has increased significantly by £800k. Due to the 
adhoc nature of NCAs it’s incredibly difficult to accurately forecast. The month 9 forecast is based 
on invoices received and validated up to month 9; however there is a risk that this is could change 
in future months. 
 
System resilience funding has been used for: 

 LCH additional staffing for the Bed Bureau and within the Community for 10 additional 
beds at Suffolk Court and for the introduction of a roaming Multi Disciplinary Team (MDT) 
to support areas of significant pressure. 
 

 LYPFT are using the funding to enable an extension to the Crises Service Pilot. Tranche 3 
funds will be used for the provision of training to facilitate faster mental health 
assessment and to provide alternatives to attending the Emergency Department for 
people requiring urgent assessment for mental health problems. 

 

 Leeds City Council enhancing the Leeds Equipment Service to enable the provision of 
additional equipment to meet increased demand. 
 

 LTHT will be increasing capacity to increase consultant cover for admission avoidance and 
for an additional 3 critical care beds over the winter period. 
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3.5  Continuing Healthcare (CHC) 
 

Continuing Care 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Funded Nursing Care 1,566 1,545 (-21) 2,088 2,061 (-27) 

Continuing Healthcare 7,012 7,421 409 9,349 9,894 545 

Continuing Care 188 178 (-9) 250 238 (-12) 

Continuing Care Staff 213 201 (-12) 284 268 (-16) 

Total – Continuing Care 8,978 9,344 367 11,970 12,460 490 

 

The CHC forecast for 2014/15 is an overspend of £545k. Continuing care is a demand led service 
and hence fluctuations can be difficult to anticipate. At the start of the year the CCG contributed 
£901k to the national CHC risk pool for outstanding appeals, a legacy issue from Leeds PCT. In 
January NHS England have returned £563k of this contribution on the basis that this must be used 
to increase the CCG surplus from £5.1 to £5.7m. 
 
The 2015/16 planning guidance confirms that a similar contribution will be needed in 2015/16 and 
this has been reserved in CCG plans. 
 
3.6  Community & Other Services 
 

Community & Other 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Leeds Community Healthcare 16,904 16,904 0 22,538 22,538 0 

Hospices 833 814 (-19) 1,111 1,086 (-25) 

GP CIC Beds 589 546 (-43) 786 737 (-49) 

Reablement 804 809 5 1,073 1,079 6 

Long Term Conditions 1,895 1,767 (-128) 2,527 2,375 (-152) 

Children’s Services 705 701 (-3) 940 936 (-4) 

Safeguarding & Other 73 73 0 97 97 (-0) 

Total – Community & Other 21,803 21,615 (-188) 29,071 28,848 (-223) 

 
In line with the Board’s approval of the use of the contingency reserve, £1.7m has been invested 
non recurrently in the areas below: 
 
Partnerships with the voluntary sector:  The recently published ‘Five Year Forward View’ 
recognises that the NHS needs to build stronger partnerships with charitable and voluntary sector 
organisations. The CCG is keen to work more closely with these organisations, using their expertise 
to help deliver more focussed care and improve health outcomes and will invest £0.75m in this 
sector. 
 
Mental health focus:  The Targeted Mental Health in Schools (TaMHS) project is an evidence 
based whole school approach to supporting emotional wellbeing and mental health needs in 
schools. Through multi professional cluster teams, schools are given quicker access to specialist 
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advice and support than previously available. Outcomes of pilot programmes within Leeds have 
already demonstrated measurable improvements in the mental health of children and young 
people, family issues, school improvement and keeping them safe from harm. The CCG is to invest 
a sum of £0.40m to expand the scheme. 
 
Working to support Leeds City Council:   A non recurrent sum of £0.55m is to be invested via 
Leeds City Council to support a range of schemes to help protect health & social care services, 
particularly over the winter period. The proposal includes contributions towards reablement 
services, physical impairment placements, SLIC, Carers, Domestic Violence Teams. 
 
3.7  Prescribing 
 

Prescribing 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

GP Prescribing 604 533 (-71) 805 720 (-85) 

Central Drugs 23,826 23,517 (-309) 31,769 31,593 (-176) 

Out of Hours 101 123 22 135 157 22 

Oxygen 187 163 (-25) 250 225 (-25) 

Medicines Management 245 210 (-36) 327 290 (-37) 

Total – Prescribing 24,964 24,546 (-418) 33,286 32,985 (-301) 

 
Data has been received from the NHS Business Services Authority (NHSBA) up to November 2014. 
The Practice Prescribing PMD forecast has increased by £600k this month.  The change takes into 
account the increases in Category M prices from October 2014.  The increase in forecast will be 
funded from the Prescribing Reserve.  It is also expected that majority of the Reserve will be spent 
which includes an estimated 3% increase in general prescribing, changes in practice population, 
increases in fully funded drugs and new drugs within Primary Care. 
 
3.8  Primary Care 
 

Primary Care 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Local Enhanced Services 325 189 (-136) 433 288 (-145) 

GP over 75s 750 755 5 1,000 1,000 0 

Clinical Engagement 358 358 0 477 477 0 

Primary Care IT 391 384 (-6) 521 521 0 

Total – Primary Care 1,823 1,686 (-137) 2,431 2,286 (-145) 

 
A small underspend on Local Enhanced Services (LES) has been forecast due to delays in 
agreement and the roll out of the Amber drugs LES. 
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4. RUNNING COSTS  
 
The CCG is currently operating within the running cost budget with a forecast year end 
underspend of £300k. 
 
5. FINANCIAL RISKS 
 
The CCG is managing financial risks in year through utilisation of commissioning and contingency 
reserves. 2015/16 will be particularly challenging with potential risks already identified as: 

 Co-commissioning of primary care and specialist services:  at this stage there is still 
uncertainty around the scope of services that will be transferred and/or co-commissioned 
by the CCG. There is a risk that these will not be fully funded, creating an immediate cost 
pressure for the CCG. 

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

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

 
6. OTHER FINANCIAL TARGETS & INFORMATION 
 
6.1  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 December 2014 is: 
 

BPPC 14/15 to 31 December 2014 Number £’000 

Non NHS Creditors 

Total bills paid in year 2,357 20,383 

Total bills paid within target 2,276 20,062 

Percentage of bills paid within target 96.56% 98.43% 

NHS Creditors 

Total bills paid in year 1773 132,553 

Total bills paid within target 1764 132,490 

Percentage of bills paid within target 99.49% 99.95% 

 
6.2  Cash Drawdown 
 
Leeds North has remained within the 5% tolerance for the monthly cash drawdown which will 
reduce to 1.25% from January 2015. 
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Month 
Drawdown 

Month end 
balance % 

£’000 £’000 

April 17,790   165   0.93% 

May 16,523   297   1.80% 

June 17,223   594   3.45% 

July 15,590   63   0.40% 

August 15,850   113   0.71% 

September 17,267   215   1.25% 

October 16,543   334   2.02% 

November 15,585   149   0.96% 

December 20,466   28   0.14% 

Total 152,837   1,958    1.28%  

 
The CCG’s maximum cash drawdown limit for the year is currently £241,376k. This limit includes 
cash drawn down directly by NHS Business Services Authority for prescribing related payments, 
which are not included in the table above. 
 
6.3  Debtors 
 
The CCG age debt profile as at 31 December 2014 is shown below: 
 

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

£’000 £’000 £’000 £’000 £’000 

NHS 8 0 0 0 0 

Non NHS 29 0 0 19 0 

Total 37 0 0 19 0 

 
7. FINANCIAL PLANNING 2015/16 
 
In mid to late December NHS England published the planning guidance “The Forward View Into 
Action: Planning for 2015/16”. The suite of documents describes the approach for national and 
local organisations to make a start in 2015/16 towards fulfilling the vision set out in the NHS “Five 
Year Forward View” whilst at the same time delivering high quality timely care. 
 
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: 

 A surplus which is the higher of 1% or 2014/15 surplus, less any agreed drawdown. 

 Drawdown of prior year surpluses is limited to cumulative surplus at end of 2014/15 over 
1%, subject to business case sign off.   

 Non Recurrent spend minimum of £1% 

 A contingency of 0.5% 

 Non-elective admissions: The marginal non elective rate is now 50%. Spending plans to be 
signed off by relevant providers and published by the CCG. 
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 Contract penalties must be applied to the full extent stated in the contract without 
exception. Details of the application of sums received from penalties must be published by 
the CCG. 

  
8. ALLOCATIONS 2015/16 
 
On 19 December 2014 NHS England published details of the 2015/16 allocations for CCGs, primary 
care and indicative specialised commissioning budgets by CCG.  
 
8.1  National Context 
 
The national allocations include the additional £1.98bn investment in the NHS, as announced in 
the Autumn Statement on 3 December 2014. £1.1bn of this additional investment has been 
earmarked for CCGs to support frontline services, of which £350m resilience funding is shared 
across CCGs on a fair share basis; the remainder allocated to accelerate the pace of change 
towards target allocations, particularly those who are significantly under target.  
 
Utilisation of the £1.98bn additional national funding is summarised below: 
 

Extra 
funding 

£m 
Purpose 

1,100 CCGs:  resilience funding (£350m) & CCGs significantly below target allocation 

400 NHSE £ pressures/deficit in specialised commissioning 

200 Investment fund to promote transformation & new care models – bids required 

250 Investment in primary care infrastructure (£1bn over 4 years) – bids required 

30 Investment in improving mental health access 

1,980  

 

The resultant headline allocations by commissioning stream are: 
 

Commissioning stream 
15/16 

Allocation 
£m 

Growth on 
14/15 

baseline 

CCGs 69,212  3.4% 

Primary Care 12,826  4.1% 

Public Health 1,718  3.2% 

Specialised 14,364  8.4% 

Other Direct Commissioning 540  3.9% 

NHS England Internal Budgets 1,476  (-13.7%) 

Transformation 200  - 

Total 100,604  4.1% 

 
Growth funding has been applied differentially within each commissioning stream, primarily based 
on geographies that are deemed to be underfunded using the latest allocation formulae.  
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8.2  CCG Allocations 
 
The Leeds North CCG programme allocation has increased by the minimum 1.4% (£3.27m), which 
is lower than the expected 1.7% included in initial financial plans. In addition the CCG will receive 
£1.27m, being its fair share of the £350m national resilience funding now being put into CCG 
baselines. The total uplift for the CCG is therefore £4.54m (1.94%). After adjusting for estimated 
changes, the actual increase is 0.74% per head of registered population. 
 
Across Yorkshire & Humber 20 out of 23 CCGs received the minimum uplift of 1.94%. Only North 
Lincolnshire CCG (2.11%), Bradford Districts CCG (3.41%) and Bradford City CCG (3.78%) received 
an uplift above the minimum level. 
 
The Leeds North CCG running cost allocation has reduced by £0.45m (9.4%) to £4.36m in line with 
previous announcements. This equates to £20.64 per head of registered population. 
 

Leeds North CCG allocations 

15/16 
Allocation 
£’000 

Allocation per 
capita* 

£ 

Programme: 
14/15 CCG Baseline 

  
234,028 

 
1,122 

Growth 1.40% 3,269  

Resilience (share of £350m)  1,272  

Share of additional funding  -  

15/16 CCG Baseline  238,569 1,130 

Better Care Fund (NHSE)  4,156  

Total Allocation - Programme  242,725  

    

Running Costs: 
14/15 CCG Baseline 

  
4,810 

 
23.06 

Efficiency (9.4%) (-452)  

Total Allocation – Running Costs  4,358 20.64 

    

GRAND TOTAL  247,083  

            * NHSE estimated registered population:  2014/15  208,615;   2015/16  211,102 
 
Other points to note re CCG allocations: 

 Mental health spend must grow in line with overall CCG allocation growth. 

 Resilience funding is included in baselines. There will be no further seasonal resilience 
funding distributed in-year. 

 Funding has been included in tariff calculations to reimburse providers for the 35% 
increase in premia under the clinical negligence scheme for trusts (CNST) scheme. 

 Funding to cover the cost of historic claims relating to continuing healthcare remain in CCG 
allocations at the same rate as 2014/15 (£250m nationally, £0.9m LNCCG). 
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Summary Report 

Meeting: LNCCG Board Date: 28 January 2015 

Agenda item: 099a/2015  

Report Title: Board Assurance Framework – January 2015  

Prepared by: Val Stewart – Governance Support Manager 

Executive lead: Martin Wright – Chief Financial Officer 

Presented by: Martin Wright 

Other meetings presented to: Governance, Performance & Risk; Executive Team 

 

Purpose of Report 

  Decision  

  Information and Comment   

  Assurance  

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

 

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

 

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

 

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

 

 

Executive Summary 

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

 
2. The Board Assurance Framework (BAF) 2014-15 was presented to the Governance 

Performance and Risk Committee in November 2014 and accepted. 
 

3. There are currently 8 BAF risks on the BAF 2014-15 which are:     
BAF Risk No. BAF Risk Description Current 

Score 
1 

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

8 
 

2 
Delivery of economy-wide 

strategy 

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

 
8 

3 
Member Practices 

Engagement 

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

10 

4 
Provider Delivery 

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

 

16 

5 
Local Authority service 

changes 

Local Authority changes in service delivery affecting health care delivery 6 

6 
High Quality services and 

care 

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

 

12 

7 
Finance 

Failure to achieve finance stability and sustainability 9 

8 
Changing Commissioning 

Landscape 

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

 

15 
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4. Since the last Board meeting in October 2014, BAF risk No 7 has reduced in score.  

            
 

Key Recommendations 

 
The Board is asked to: 
 

 Consider and agree the current Board Assurance Framework risks. 
  

Assurance Framework 

 
N/A 
 

Next Steps 

 
The next Governance, Performance and Risk Committee will consider: 
 

 the current BAF; and  

 the process for developing the 2015-16 BAF  
 

Corporate Impact Assessment 

Regulatory implications  

Financial implications  

Legal implications  

Workforce implications  

Equality impact assessment  

 



Newly reviewed BAF 2014-15 (November 2014) – Agreed at Governance Performance and Risk – November 2014 

    

 

Board Assurance Framework (BAF Risk Report) 2014-2015 

25 November 2014v1 

 

 

STRATEGIC OBJECTIVES: 

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

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

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

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

5) To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical 
Commissioning group area   
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Introduction 
 
The Board Assurance Framework (BAF) Risk Report evidences Leeds North Clinical Commissioning Group control over delivery of its strategic 
objectives listed above. This report directly underpins the Annual Governance Statement (AGS) and is the subject of annual enquiry by Internal and 
External Audit. 

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

 comprehensive method for the effective and focused management of the principal risks to achieving strategic objectives; and 

 a basis for the preparation of a fair and representative Annual Governance Statement. 
 

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

 Establish strategic objectives. 
 Identify the principal risks that threaten the achievement of these objectives. 
 Identify and evaluate the design of key controls intended to manage these principal risks. 
 Set out the arrangement for obtaining assurance on the effectiveness of key controls across all areas of principal risk 
 Evaluate the assurance across all areas of principal risk. 
 Identify positive assurances and areas where there are gaps in controls and / or assurances 
 Put in place plans to take corrective action where gaps have been identified in relation to principal risks 
 Maintain dynamic risk management arrangements including, crucially a well-founded risk register.  
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  1 2 3 4 5 

  Likelihood 

Strategic Risk Summary 

Ref Risk 
Score at 

July 
2014 

Score 

Sept 
2014 

Current 
Score  Key changes since last review  

1 
Delivery of 2014/15 Plan 

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

8 
 

8 
 
8 

ALIGNED TO STRATEGIC OBJECTIVE 1 & 2 
UPDATED CONTROLS, ASSURANCE, GAP & PROGRESS 
RESPONSIBLE  DIRECTOR CHANGED TO NIGEL GRAY 

2 
Delivery of economy-wide strategy  

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

 
8 

 
8 

 
8 

UPDATED CONTROLS, ASSURANCE, GAP & PROGRESS 
RESPONSIBLE DIRECTOR CHANGED TO NIGEL GRAY 

3 
Member Practices Engagement 

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

10 
 

10 
 

10 
ASSURANCE & PROGRESS UPDATED 

4 
Provider Delivery  

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

 
16 

 
16 

 
16 

ASSURANCE AND PROGRESS AREAS UPDATED 

5 
Local Authority service changes 

Local Authority changes in service delivery affecting health care 
delivery 

6 
 

6 
 
6 

CONTROLS, ASSURANCE, GAPS & PROGRESS UPDATED 

6 
High Quality services and care 

New risk description 
 

12 
 

 
12 

 
12 

QUALITY RISK FULLY RE-WRITTEN  - CHANGES MADE IN 
ALL AREAS – SCORE REMAINS SAME 

7 
Finance 

Failure to achieve finance stability and sustainability  
12 
 

12 9 CONTROLS, ASSURANCE, GAPS & PROGRESS UPDATED 
– SCORE REDUCED FROM 12 TO 9 

8 
Changing Commissioning 

Landscape 

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

 

12 

 
15 

 
15 

CONTROLS, ASSURANCE, GAPS & PROGRESS UPDATED 

4 2 1 

7 

3 

5 
6 

8 

BAF Risk Heat Map 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

1 

 

1 & 2 The risk is: 

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

 

Risk Owner Nigel 
Gray 

 

Committee – Board  

  

Causes: 

 Lack of shared ownership of 
the milestones within the 
plan 

 Lack of reporting and 
monitoring of performance of 
the plan 

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

 

Effects: 

 Financial penalties both to us 
as a commissioner and the 
implications of provider non-
delivery 

 Failure to improve the health 
of our population 

 Disengagement of member 
practices 

 Failure to achieve our 
strategic objectives 

 Loss of patient trust in 
meeting their expectations 

 

 

 

 

 

I – 4 

L – 3 

12 

(1) West Yorkshire (WYAT) 
Area Team have approved 
the clear and credible plan  

 

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

 

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

 

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

 

 

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

 

 

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

 

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

 

 

 

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

 

(2) Milestone  tracker 
signed off at Board 
annually

 

 

 

 

(4) Appraisal process 
incorporating individual 
objectives in place for 
2014/15 

 

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

I – 4 

L – 2 

8 

 

 

 

 

 

 

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

 

 

 

 

 

 

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

 

 

 

 

 

 

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

 

 

 

 

 

 

 

(5) Business intelligence team 
at CSU working with Ernst & 
Young and the 
transformational leadership 
team.  Reporting to 
Transformational Board  

Owner:  DoF’s group 

Implementation Date: 

Stage 1 – completed 20 June  

Stage 2 – completed 6 August 

Stage 3 – due for completion 
December 2014 

All actions currently ‘green’ 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

2 

 

1 (2, 3, 4, 
5) 

The risk is likely to be 
a strategic risk from 
2013-2019: 

Failure to deliver 
economy wide 
strategy: 

 Unit of 
planning 5 year 
strategy 

 Joint Health 
and Well Being 
Strategy (J 

 HWS) 

 Transformation 
Programme  

 West Yorkshire 
10CC 
programme 

 Leeds North 

 

 

Risk Owner : Nigel 
Gray 

 

Committee: 

Transformation Board / 
Members Council 

Causes:  

 Ineffective partnership 
arrangements/working 

 Heavily dependent on third-
parties for operational 
delivery 

 Constraints of financial and 
contractual mechanisms 

 Inadequate governance and 
resourcing of programme 
delivery 

 

Effects: 

 Financial penalties 

 Health outcomes 

 Disengagement of member 
practices 

 Reputation damage 

 Patient experience  

 Unsustainable health-
economy 

 

 

 

 

 

 

I – 5 

L – 4 

20 

 

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

 

(2) Transformation Board – work 
programme overhauled and 
refocused –  Transformation 
Business unit established( NG,JB, 
LL).  Transformation Programme 
Director appointed July 2014.

 

(3) City-wide lead AO for 
development of strategy in place 
(Dr Andy Harris)

 

(4) Strategy and Planning sub-
group of the Transformation Board 
established and Lead Director 
appointed (LL)

 

(5) Patient Advisory Group (PAG)

 

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

 

(7) NHS Leeds North CCG Board

 

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

 

 

 

 

 

 (9) Collaborative – and Provider    

 Management Groups (PMG) 

 

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

(1, 2,3,4) Minutes of 
Health and Well Being 
Board & Transformation 
Board – 18/6/14 

 

(1,2,3,4) Delivery trackers 
discussed at 
Transformation Board 

 

(1,2,3,4) Terms of 
reference   

 

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

(5) Internal Audit report 
provided – November 
2014 

 

(8)Programme PPD 
workplans and highlight 
reports are discussed: 

Transformation  - 
Transformation Board 

Urgent Care – Strategic 
Urgent Care Board 

Mental Health Framework 
– Mental Health 
Programme Board

 

(9) MOU – collaborative 

 

I – 4 

L – 2 

8 

(1 ) Unified delivery plan only 
extends to Spring 2015 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(5) PAG still developing 

 

(6) WY strategy not yet fully 
developed – assurance 
mechanisms now emerging – 
Completed July 2014 

 

 

 

 

 

 

 

 

 

(9) PMGs need further 
development to discharge 
assurance responsibilities 

 

 

 

 

(2) Internal audit to take place 
re Transformation 

2014/15 in Q4 

 

 

 

 

 

 

 

 

 

 

(5) PAG development  
progressing 

- Training and development 
underway 

- New PAG members 
appointed 
- Regular links with 
Healthwatch 

Owner: Graham Prestwich/ 
2014/15

 

 

 

 

 

9) Development plan for  
PMGs to be progressed by 
DoCs group (LL)  

Owner: Liane Langdon/: 
Complete November 2014 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

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

 

 

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

 

(12) Identified accountable 
executive leads for each major 
initiative

 

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

 

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

 

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

 

 

 

 

 

 

 

 

 

 

 

(11) Better Care Fund 
(final) re-submitted 
October 2014 

 

 

 

 

 

(13) Workstream 
established by strategy 
and planning group to 
address triangulation of 
plans 

- Completed July 2014 

 

 

 

 

 

(15) City-wide interim 
resources now in place – 
review of ongoing 
requirements 

Completed August 2014 

 

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

 

 

(10) 10CC discussions and 
workplan developed – Nigel 
Gray 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

3 (1)2-5 The risk is: 

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

 

Risk Owner : Jason 
Broch 

 

Committee : Members 
Council holds the 
strategy for the CCG 
and is advised by the 
Clinical Leadership 
Team 

 

 

 

Causes: 

 Members not feeding back 
information to Member 
Practices 

 Ineffective Communication 
methods  

 Funding changes in general 
practice 

 Increased clinical workloads 

 Increase in demand through 
national contracts 

 Inability of practice CCG 
lead to engage rest of 
practice 

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

 Perception of not being 
involved 

 Board made aware of 
Council discussions 

 

 

 

Effects: 

 Not a clinically led 
organisation  

 Lack of clinical opinion 
around prioritisation. 

 Lack of empowerment / 
ownership 

 Silo working 

 Increased unwarranted 
variation 

 Failure to deliver goals 

 Increasing dependency on 
hospital sector  

 

 

 

I – 5 

L – 3 

15 

 

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

 

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

 

 

(3) Incentivising practices for CCG 
work 

 

 

(4) Promotion of extranet 

 

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

 

(6) Meetings to inform all practice   

  members of commissioning  

  business  

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

 

(7) Actively recruiting enthusiastic 
clinical leads 

(7) Talent spotting 

(7) Facilitating other work the 
practice has to do (best use of 
group meetings)  

 
 
 
 

(1) Primary Care 
Framework  
presented to Council 

 

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

 

(3 )Current incentive 
schemes  

 

 

(4) Extranet usage figures 

 

(5) Leeds North CCG  
refreshed Constitution and 
ongoing review 

 

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

 

(6) Ongoing monitoring 
and output of incentive 
schemes 

 

(7) GP Portfolios meeting 

Nomination process 
underway for 2015 
elections 

 

 

 

 

 

I – 5 

L – 2 

10 

 

 

 

 

 

 

 

 

 

 

 

 

 

(4) Unable to measure the 
dissemination within practices 

 

 

 

 

(6)No formal reporting of wider 
practice engagement 

 

(6) No contractual levers over 
GP 

(6) Legal limitations of type of 
information supplied to each 
practice 

 

 

 

 

 

 

 

 

 

 

 

 

(2)Co-commissioning concept 
paper discussed at Council 4 
November.  Active 
engagement of members 
debate on benefits and risks.  

Owner: Jason Broch - ongoing 

 

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

 

 

(5)Refreshed constitution 
approved by Council 16 
September 

 

(6) Rolling programme of 
Executive  meetings has been 
well received by practices. 

(6) Ongoing engagement with 
practices on co-
commissioning has included 
informal drop in sessions and 
breakfast meetings. 

Owner: Jason Broch 

Imp Date:  Bi monthly in 2014 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

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

 

 

(9) Development of Locality 
meetings to support local 
integration 

 

(10) Council meetings – protected 
time 

 

 

 

 

 

 

 

 

 

 

 

 

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

 

 

(9) CCG supporting locality 
meetings 

 

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

 

 

 

 

 

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

 

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

 

 

(13) Engagement of 
practices in Investors in 
Excellence programme 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

(10) Attendance at Council 
meetings remains strong 

 (10)Evidence of more 
strategic decision-making at 
Council meetings e.g. 
discussion of integrated 
community teams, 
commissioning intentions, 
primary care virtual provider.  

(10) Supply information in 
advance of Council meetings  

Owner: Jason Broch Imp. 
Date: Bi monthly 

 

 

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

Owner: Jason Broch 

Imp Date: ongoing

 

(13) Working with CSU’s to 
fund information practices 
use. Exploring risk 
stratification, primary care 
dashboards 

 

(14) Represented on national 
groups looking at information 
flows within the NHS 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

4 

 

SO 1 (SO 
2) 

The risk is: 

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

 

Risk Owner: Liane 
Langdon  

Committee: Board  

Causes: 

 Inadequate contract 
management 

 Size of contract and 
specialist components 
involving other 
commissioners 

 New management structure 
and knock on effects through 
staff structure 

 Inadequate operational 
management including data 
quality, workforce, estates 
legacy 

 

Effects: 

 Patient care will suffer 

 Sustainable position is not 
achieved 

 Additional financial resource 
requests of the CCG by 
LTHT 

 City-wide reputation affected 

 

 

 

 

 

I – 5 

L – 5 

20 

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

(1) Provider management function 

 

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

 
 

 

 

 

 

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

 

(4) Collaborative contract 
management arrangement 

 

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

 

(6) Internal audit schedule 

 

 

(7) Transformation Board 
programme of work

 

 

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

(1) Provider 
Management 
Groups minutes 
discussed at GPR 

 

(2) CMB minutes discussed at     
GPR and Board minutes 

 

 

 

 

 

 

 

(3) NTDA statement of 
Trust position at 
point of assessment/ 
diagnosis 

 

 

 

 

(5) Performance reports to 
the GPR Committee 

 

(6) Internal Audit report on 
contract and provider 
management 2013/14 

 

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

I – 4 

L – 4 

16 

(1)  Effectiveness of PMG 
assurance processes 

 

 

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

 

 

 

 

 

 

 

(3)Influence over LTHT 
structures 

 

 

(4 )Influence over delivery of 
YAS targets due to collaborative 
commissioning structures

 

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

 

(2) In discussion with WYAT 
with regard to the future role 
of CCGs in specialised 
commissioning -: Martin 
Wright 

(2) Ensure further integration 
of specialised commissioning 
strategy with the unit of 
planning.  NHSE now attend 
CMB – August 2014 
September 2014 (LL) update 

 

 

 

 

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

 

 (6) Planned internal audits 
2014/15  
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

5 SO1 ( 2,5) The risk is: 

Local Authority 
changes in service 
delivery affecting 
health care delivery 

 

Owner : Nigel Gray 

 

 

Committee : Board 

 Causes:  

 Changes in Local Authority 
budgeting and re-
prioritisation of services 
delivered 

 

 Lack of focus and analysis of 
spending the Leeds £ 

 

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

 

 Central spending review 
 
 

 

Effects: 

 Healthcare money being 
utilised for other priorities  

 

 Reduction in social care 
budgets leading to increased 
pressures on healthcare 
through increased morbidity 
/ worsening health profiles  

I –  3 

L –  3 

9 

 

(1) Integrated Commissioning 
Executive (ICE) is the joint 
committee with all 3 CCGs and the 
Local Authority, co-chaired by 
Jason Broch and Dennis Holmes).  

(1) ICE reports into the Health and 
Well Being Board and locally 
through the Executive Team and 
Leeds North CCG Board 

(1) Better Care Fund agreement 
reported at Board and ICE 

(1) Strategic intent document 
signed by all Partners 

(1) Better Care Fund submission 
and tracker signed by all Partners 

 

 

 

 

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

 

(3) Transformation Board chaired 
by Andy Harris 

 

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

 

(1)Chief Officer provides 
an update of key issues 
from the Integrated 
Commissioning Executive 
to Executive and Board 

(1) Health and Well Being 
Board and Scrutiny 
Committee sign off of 
Better Care Fund 

 

 

 

 

 

 

 

 

 

(2) Health Needs 
Analysis in place 

 

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

 

 

 

 

 

 

(5)Quarterly Area Team  
submission and assurance 
reported to LNCCG Board 
via Chief Officer report 

I – 3 

L – 2 

6 

 

(1) Further work to commence 
on virtual integration principles 
and benefits 

 

(1&3) Full minutes from ICE and 
Transformation Board are not 
submitted to LNCCG 

 

(1) Ongoing discussions with 
Local Authority regarding 
governance arrangements 
for Better Care Fund and 
any transitional support. 
S75 would apply  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(1) Key workstreams and 
opportunities for joint working 
agreed at ICE. Work plans for 
2015/16 are in progress.  
Nigel Gray/ongoing work 

 

(1)  Task and finish group 
reporting to the 
Transformation Board to 
agree elements and owner to 
be included within the BCF 

 Nigel Gray/ Monthly meetings 
and updates to 
ICE/Executive/LNCCG Board 

 

(1&3) Full minutes from ICE 
and Transformation Board to 
be submitted to LNCCG 
Board 

Nigel Gray/November 2014 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

6  Quality of Care 

 

The risk is: 

 

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

 

Owner:  Ellie 
Monkhouse/Manjit 
Purewall 

 

Committee : Quality 
Committee 

Cause 

 

•  Reduced financial settlement 
for providers Cost Improvement 
Plans (CIPs) 

•   Unwarranted variation in 
clinical care/professional 
standards  

 

Effect 

•  sub-optimal care and 
potentially poor patient 
experience outcomes 

 

I4xL4  

16 

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

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

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

 
 

 

 

 

(4) Safer Staffing 

 

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

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

 

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

 

 
 

(1-3) Patient experience 
surveys monitored 

 
(4) Post Francis safer 
staffing 

 

(4) Quality Provider 
meetings – 6 monthly 
reports shared with 
provider Boards 

 

 
 

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

I4xL3 

12 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

7 SO 1 The risk is: 

Failure to achieve 
finance stability and 
sustainability  

 

Owner : Martin Wright 

 

Committee:  

Board  

EMT for finance 
position 

Audit for finance 
governance 
arrangements 

 

 

Causes:  

 Poor budgetary control 
including non-achievement 
of CIP/QIPPs 

 

 Funding changes/central 
allocation changes 

 

 Poor prescribing control  
 

 Patient identifiable   
validation  

 

 Transfer of commissioning   
responsibilities without 
appropriate funding 

 

 Inaccurate financial planning 
and forecasting mechanisms  

 

Effects: 

 Breach of statutory duties 

 

 Qualified accounts or 
adverse audit opinion 

 

 Failure to meet NHS 
England Assurance 
Checkpoints 

 

 Decommissioning of 
services 

 

 Reputational damage 
 

 Increase in IFR requests 

 

I – 5 

L – 4 

20 

 

(1) Financial plan approved by the 
Board and discussed at Executive 
Team 

(1) Monthly financial reporting to 
budget holders, NHS England and 
the Board and Executive   

(1) Monthly contract information 
received from relevant lead 
commissioners and CSU 

 

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

(2) Prescribing incentive scheme 

 

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

 

 

 

 

 

 

(4) Detailed financial policies and 
budgetary control framework 
outlines responsibilities and ground 
rules  

(4) Regular budget holder 
meetings 

 

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

 

 

 

(1) Monthly Finance report 
to Board including 
identification of current 
financial risks 

 

 

 

 

 

 

(2)Prescribing finance 
position included in  
monthly finance updates 

 

(3) Monthly budget reports 
are issued & discussed at 
budget holder meetings 

 

(3) Budgetary control 
framework updated May 
2014 and reviewed by 
Audit Committee in 
November 2014 

 

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

 

 

 

 

 

 

 

I – 3 

L –  3 

9 

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

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(1) Yorkshire and Humber 
CCGs implementation plan 
published. CSU to meet with 
CCG early December to 
agree local implementation 
plan.  Full implementation 
expected by April 2015. 

Martin Wright –April 2015 
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Risk 
Ref: 
 

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 
 

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

 

 

 

 

 

 

 

 

 

 

(7 )Regular CFO meetings 
between the three Leeds CCGs 

 

(7) Monthly Deputy CFO challenge 
meetings 

 

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

 

 

(6)Quarterly assurance 
assessment by NHS 
England  

(6)Audit Committee review 
financial governance 
arrangements – reviewed 
twice a year 

(6)Internal & external audit 
reports reviewed by Audit 
Committee at every 
meeting 

(6)External audit ISA260 
report, audit opinion and 
annual audit letter 

 

(7) Leader commissioner 
monthly forecasts 

 

 

 

 

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

Link to 
Strategic 
Objective 

(SO) 

Risk Description / 
Risk Owner /  
Committee 

Cause and Effects 
Why could this risk occur and what 

could be the effects if the risk 
materialised? 

Inherent 
Risk 

Score 
(Without 
Controls) 

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

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

Assurance / Evidence 
Who / Where can we gain 

evidence that these controls 
are working effectively? 

Residual 
Risk Score 

(Current) 

Gaps in Control 
Gaps in Assurance 

Progress on Gaps 
Progress to date 

Owner/ Implementation 
Date 

 

8  

 

SO1 
(SO3) 

The risk is likely to be 
realised in 2014/15: 

Changing 
commissioning 
Landscape 

 

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

These include 
specialised and 
primary care and the 
possibility of these 
transferring in whole or 
in part to CCGs with 
financial overspends. 

Potential complexity of 
relationships and lack 
of management 
resource to support 
the work. 

 

Risk Owner : Liane 
Langdon 

Committee: 
Board/Council 

 

 

 

Cause: 

 Change in national policy 

 

 Outcome of EoI process 

 

 Lack of active 
management of contracts 
by current commissioners 

 

 

 

Effect: 

 Significant additional 
financial pressure 
attributable to CCGs 

 

 Additional pressure 
on CCG 
management and 
operational resource 
 

 Possible impact on 
relationship between 
the CCG and its 
Members 

I4 xL5 = 

20 

(1)EoI submitted – discussions 
opened with Members 

 

 

 

 

 

 

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

 

 

 

 

 

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

 

 

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

 

 

 

(5)Board sighted 

 

 

Council minutes 

Executive papers 

Board minutes 

I3xL5 = 

15 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(3)Detail of actual financial 
implications unknown 

(3)Ability to adjust management 
cost cap to reflect additional 
responsibilities 

 

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

 

(5) No oversight of current 
commissioning in these areas 

(1) EoI submitted – awaiting 
feedback, next iteration to be 
developed in response 

Owner Liane Langdon:  

Imp Date: August 2014 

Feedback received, 
agreement to progress city-
wide view of Primary Care co-
commissioning, Leeds North 
to lead, paper in draft to be 
taken to CCG Network in 
October 2014 

 

(2) Ongoing discussions with 
WYAT re specialised 
commissioning 

Owner: Nigel Gray 

 

 

(3)Enquiries made with NHS – 
Martin Wright 

 

 

 

(4)Assessment of risk and 
consideration of possible 
strategy and actions 

Owner Nigel Gray 

Imp Date: October 2014 

Completed September 2014 
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Strategic Risk Scoring Methodology 

                                                                                     Action 
 
 

RED 
25 

Prohibited: stop activity and contact Executive Director 

RED 
16-20 

Very High Priority: Reduce urgently involving Senior 
Management 

 RED 15 High Priority: Reduce promptly involving Line 
Management 

AMBER 
 

Medium Priority: Reduce through simple, low-cost 
options 

GREEN 
 

Low priority: Accept unless easily improved 

 
Likelihood Table 

 

Level Descriptor Description 
 

1 Rare Don’t expect to happen. Can only imagine 
happening in exceptional circumstances.  

2 Unlikely Not expected but conceivable.  Could 
occur sometime. 

3 Possible Might occur at some time. 
 

4 Likely Will probably occur in most circumstances. 
 

5 Almost Certain Expected to occur in most circumstances. 
 

 
 
 
 
 
 
 
 
 

         

Likelihood 
Matrix 

5. Almost Certain 5 10 15 20 25 

4. Likely 4 8 12 16 20 

3. Possible 3 6 9 12 15 

2. Unlikely 2 4 6 8 10 

1. Rare 1 2 3 4 5 

 

Consequence 

1
. N
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2
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r 
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Risk Consequences Table (extract from Leeds CCGs Risk Management Strategy) 

Impact 

  Negligible  

all 

that 

apply 

Minor  

all 

that 

apply 

Moderate  

all 

that 

apply 

Major  

all 

that 

apply 

Catastrophic  

all 

that 

apply 

1 2 3 4 5 

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

Health & Safety  Negligible injury or ill 

health requiring no 

absence from work. 

Negligible damage to 

equipment or property. 

 Minor injury or ill health 

requiring up to 2 days 

absence from work. 

Minor damage  to 

equipment or property 

 Moderate injury or illness 

resulting in the submission of 

a RIDDOR report. 

Moderate damage to 

equipment or property 

 Single fatality. 

HSE improvement notice 

received. 

Major damage to property. 

 Multiple fatality.   

HSE or police investigation 

resulting in imprisonment of 

Chief Executive or other 

implicated staff. 

 

 

Complaints, 

Litigation, 

Informal complaint  Formal complaint   Investigation by Health Service 

Ombudsman. 

Minor out-of-court settlement 

 Judicial review. 

Litigation expected. 

Civil action – no defence. 

 Litigation certain. 

Criminal prosecution  

Data Loss Negligible breach of 

confidentiality 

 Temporary loss of 

confidential/person 

identifiable information 

 Loss of confidential/person 

identifiable information/ 

records  

 Irrecoverable loss of vital 

records/ 

confidential/person 

identifiable information 

 Prosecution under Data 

Protection legislation  

Commissioning 

Clinical care  

Negligible t effect on 

quality of care 

commissioned 

 Noticeable effect on quality 

of care commissioned 

 Significant effect on quality of 

care commissioned 

 Commissioned patient care 

significantly impaired 

 Commissioned patient care 

impossible 
 

Performance   Commissioned local or 

national targets not 

achievable – single 

episode 

 Commissioned  local or 

national targets not 

achievable – one-three 

episodes 

 Repeated failure to meet 

commissioned local or 

national targets - > 3 episodes 

 Commissioned national 

targets not achieved 

resulting in involvement of 

external bodies/regulator) 

 Commissioned National 

targets not achieved 

resulting in special 

measures 

 

Enforcing action  Audit non-

compliance/advice 

from enforcers 

 Breach of procedure/ 

Directive from enforcers 

 Directive from enforcers 

and/or Improvement Notice 

 Prohibition Notice  Government Investigation 
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Summary Report 

Meeting: LNCCG Board Date: 28 January 2014 

Agenda Item: 100a/2015  

Report Title: Corporate Risk Register (CRR) – January 2015  

Prepared by: Val Stewart – Governance Support Officer 

Executive Lead: Martin Wright – Chief Financial Officer  

Presented by: Martin Wright 

Other meetings presented to: Governance, Performance & Risk; Executive Team 

 

Purpose of Report 

  Decision  

  Information and Comment   

  Assurance  

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

 

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

 

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

 

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

 

Executive Summary 

1. The Corporate Risk Register describes those risks identified by risk owners as 
being considered significant enough to require escalation to the CCG Board. 

 
2. The Risk Management Strategy is the framework that sets out the process for 

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

3. The Corporate Risks are regularly reviewed by the Leeds North CCG Governance, 
Performance and Risk Committee along with any high-amber scoring risks.    There 
are currently 2 risks on the Corporate Risk Register both newly escalated. 

 
Risk No. Description Movement 

 

432 – 
newly 

escalated 
 

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

 
 

499  
– new risk  

 
 

Emergency Care Standard at LTHT 
There is a risk of long waiting times within the Emergency Department and 
the subsequent impact on elective admissions.  This is due to a number of 
variables including volume of demand, activity and patient flow through the 
urgent care system and the lack of availability of additional staff to create 
additional capacity.  These factors  result in a possible compromise in the 
quality of care, decreased patient experience and the health economy's and 
LTHT's ability to deliver the Emergency Care Standard of 4 hours and 
elective targets including Cancer. 
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4. Since the last Board meeting 2 risks have been escalated to corporate level: 

 
Risk 432 – This risk was first logged in the CCG on 19 November 2013.  It was 
originally rated at amber and then was escalated to red in May 2014.  The risk was 
reviewed at the Leeds North CCG in November 2014 and reverted back to an amber 
score.  Since that time the situation has worsened and the risk has been escalated to 
red and put back on the corporate risk register.   This is due to further investigative 
work being undertaken around how Leeds North CCG patients are affected by the 
provider’s (LTHT) performance together with a worsening position of performance and 
ability to recover the position within the current year. 
 
Risk 499 – This is a new risk and supercedes the previous Accident and Emergency 4 
hour wait risk which was on the operational risk register rated at amber. As part of the 
city-wide review of the risk it was re-written and re-scored to a red rating.  This risk is 
managed on behalf of the 3 CCGs by the Leeds North CCG. 
 

5. The Governance, Performance and Risk Committee review both the corporate  
           and high-scoring amber risks at every meeting.   
 

Key Recommendations 

 
The Board is asked to: 
 

 Consider and agree the current corporate risks. 
  

Assurance Framework 

 
N/A 
 

Next Steps 

 
The Corporate Risk Register will be presented to the next Governance, Performance and 
Risk meeting.  
 
 

Corporate Impact Assessment 

Regulatory implications  

Financial implications  

Legal implications  

Workforce implications  

Equality impact assessment  

 



1. Risk Register (1) 100b/2015 Board
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1
4 Cancer under 

achievement 

of 62 day 

urgent GP 

referral

Cancer waiting times - 

under achievement of 

performance 62 days 

urgent GP referral to 

treatment of all 

cancers.

Failure to deliver 

performance standards 

required nationally.
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LTHT have weekly Access 

Meetings to monitor.

Limited ability to 

influence pathways in 

referring trusts, 

leading to higher 

proportions of 

patients referred later 

than day 38.
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ar Weekly email from LTHT 

to commissioners. 

Performance monitored 

monthly at APMG and 

Elective Care 

Performance and 

actioned appropriately.

LTHT failed Q1 and Q2 62 day cancer standard and there are still 

areas of risk remaining despite additional surgical capacity 

having been created in gynaecology and lung surgery.  Ongoing 

delays from other providers in referring patients to LTHT but 

also internal pathway issues in Urology and Gynaecology.  LTHT 

submitted a recovery plan to LTHT July Trust Board and is 

working with commissioners to continue to press other 

providers to improve the timeliness of their referrals. This is a 

corporate risk given the potential for this standard to continue 

to be breached in Q3 and the potential impact on patients of 

delays for treatment in some pathways

We had done joint preparation with LTHT and had lots of air 

time to explore the issue of late post 38 day referrals to LTHT 

and their impact on LTHT performance. All DGH providers have 

been asked to provide their action plans to ensure tertiary 

referrals sent to LTHT before day 38. 

The meeting discussed changing the current half breach each 

arrangement for LTHT breaches that came from a post 38 day 

referral….to a new arrangement where if an LTHT breach is 

traced to a post 38 day referral from a DGH, then that DGH 

would take the full breach, this is to have further discussion.

It was also proposed that CCG’ s have a CQUIN next year for 

DGH, to promote post day 38 referrals to tertiary centres. All 

CCG’ s agreed to this.   We would need to have a different 

CQUIN in Leeds- possibly around LTHT  own, non IPT referrals, ill 

pick this up with Helen and then Russell.
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499

1
6

/1
2
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0

1
4 Emergency 

Care Standard 

at LTHT

There is a risk of long 

waiting times within the 

Emergency Department 

and the subsequent 

impact on elective 

admissions.  This is due 

to a number of variables 

including volume of 

demand, activity and 

patient flow through the 

urgent care system and 

the lack of availability of 

additional staff to create 

additional capacity.  

These factors  result in a 

possible compromise in 

the quality of care, 

decreased patient 

experience and the 

health economy's and 

LTHT's ability to deliver 

the Emergency Care 

Standard of 4 hours and 

elective targets including 

Cancer.

Some patients may leave 

the department before 

treatment causing 

potential clinical risk. 

Delays at the front end 

of the system have the 

potential to increase 

admission rates and 

length of stay for 

patients impacting on 

the system's resilience 

and its ability to 

continuously meet the 

demands of the 

population. The ECS 

standard has a very high 

political profile 

regionally and nationally 

particularly due to the 

additional funding made 

available through SRG.
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monitor and manage the 

achievement of the ECS on a 

daily basis. This involves the 

management of daily escalations 

protocols and triggers from all 

provider organisations to 

instigate system wide actions to 

support a resilience system.

Weekly Sitrep call across all 

providers. Executive calls as a 

result of agreed escalation 

processes. Actions are recorded 

and managed to hold 

organisations to account for 

supporting the whole system 

achievement and to inform 

future processes and learning.

Weekly calls with NHS England 

Area Team to inform the local 

position and gain an 

understanding of the West 

Yorkshire position, share 

learning and agree regional wide 

actions.
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ar All costs identified 

to to be 

considered 

through all 

relevant funding 

mechanisms.

Additional 

investment has 

already been 

committed 

through centrally 

funded System 

Resilience monies.

Daily monitoring of the 

variable impacting on the 

urgent care system, 

including ECR, Delayed 

Transfer of Care, 111 

activity, 999 

performance, Leeds 

Community Health 

referrals and CIC waiting 

lists, A&E attendances 

and admissions to 

anticipate, assess, 

prevent, prepare and 

recover to continuously 

provide a resilient 

system to the 

population.
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Summary Report 

Meeting: LNCCG Board Date: 28 January 2015 

 Agenda Item: 101a/2015 

Report Title: Revised Terms of Reference – 
Governance, Performance and Risk Committee 
Quality and Safety Committee 

Prepared by: Stephen Gregg – Head of Governance & Corporate 
Services 

Executive Lead: Martin Wright – Chief Financial Officer 

Presented by: Stephen Gregg 

Other meetings presented to: GPR 4 December 2014, Q&S 16 December 2014    

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

 
The Terms of Reference (ToR) of all the CCG’s committees are being reviewed to reflect: 
 

 recent changes to the CCG’s constitution.  

 the benefits of a more consistent format, including standard wording around voting, 

frequency and notice of meetings and standards of business conduct.  

 recommendations from an internal audit review that all committee ToR should refer to 

relevant CCG strategic objectives and statutory duties. 

Governance, Performance and Risk 
 
The main changes to the ToR are: 
 

 reference  to relevant CCG strategic objectives and statutory duties (covered in 
sections 1.2 and 1.3) 

 delegation to GPR of responsibility for arrangements for business continuity and 
emergency planning (5.5), information governance (5.6) and  approving CCG 
policies (5.8) 

 addition of responsibilities in relation to performance (now added at 5.10 – 5.12). 

 reference to the need to ensure authentic and meaningful patient and public 
involvement across the Committee’s roles and responsibilities (5.13) 

 
At its meeting on 4th December 2014, Governance, Performance and Risk Committee 
approved the above changes to its Terms of Reference. 
 



 
 

101a/2015 Board – Terms of Reference Cover Sheet 
 

Page 2 of 2 

 

Quality and Safety Committee 

The main changes to the ToR are: 

 

 reference to relevant CCG strategic objectives and statutory duties at 1.2 and 1.3. 

 delegation to the Committee of responsibility  for approving arrangements for 

minimising clinical risk, maximising patient safety and securing continuous 

improvement (5.1) and approving arrangements to support improvements in primary 

care (5.2) 

 to reflect past difficulties in achieving quoracy, the Committee requested that the 

number of members required be reduced to three (3.1) 

At its meeting on 16th December, Quality and Safety Committee approved the above 
changes to its ToR. 
 

Key Recommendations 

 
The Board is recommended to approve the proposed changes to the Terms of Reference of 
the Governance, Performance and Risk and Quality and Safety Committees. 

 

Assurance Framework 

 
Effective Committees are a key element of the assurance framework. 
 

Next Steps 

 
 

Corporate Impact Assessment 

Regulatory Implications  

Financial Implications  

Legal Implications  

Workforce Implications  

Equality Impact Assessment  
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Governance, Performance and Risk Committee 

Terms of Reference 

1. Introduction and purpose

1.1 The Governance, Performance and Risk Committee (the Committee) is established in 
accordance with Leeds North Clinical Commissioning Group’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. 

1.2 The Committee is responsible for overseeing and monitoring: 

The CCG’s arrangements for managing risk and ensuring sound governance 

Performance against the CCG’s key performance and outcome objectives. 

1.3  The Committee is responsible for overseeing an assurance framework which enables 
the Board to assure itself about the successful delivery of all of its strategic objectives. 
The Committee will have a particular focus on the CCG’s statutory duties to act 
effectively, efficiently and economically and to secure health services that have regard to 
the NHS constitution. 

2. Membership

2.1 The membership of the Committee will be: 

Chief Officer (chair) 

Chief Financial Officer (deputy chair) 

Director of Commissioning and Strategic Development  

Director of Nursing and Quality 

Clinical Director 

Lay Member with responsibility for patient and public involvement 

GP Non-Executive Director  

2.2 In attendance: 

Head of Planning and Performance 

Head of Governance and Corporate Services 

Business Intelligence Manager 

Head of Governance (LWCCG) 

Head of Quality (LWCCG) 

And any others with agreement from the Chair. 

2.3 The Head of Governance and Corporate Services will ensure that an efficient secretariat 
service is provided to the Committee. 
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3. Quoracy 

 
3.1 A minimum of four members will constitute a quorum. This must include one lay member 

and one lead commissioner (Chief Officer, Chief Finance Officer or Director for 
Commissioning and Strategic Development). 
 

3.2 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. 

 
3.3 A decision put to a vote at the meeting shall be determined by a majority of the votes of 

members present. In the case of an equal vote, the Chair of the Committee shall have a 
second and casting vote. 

 
4. Frequency and notice of meetings  

 
4.1 Meetings will be held every two months. Additional meetings may be held at the 

discretion of the Chair of the Committee with six weeks’ notice. A minimum of seven 
days’ notice should be given when calling an urgent meeting. Papers will be circulated 
electronically 5 days prior to the date of the meeting. 

 
4.2 Formal minutes will be taken and shall include:  

 A record of matters arising and issues to be carried forward;  

 Declarations of interest of members and participants; and  

 The names of all present at the meeting.  
 
4.3 Minutes will be issued at latest 10 working days following each meeting. A Chair’s 

summary will be submitted to the subsequent CCG Board. 
 

5. Remit and responsibilities of the committee 
 

The Committee shall: 
 

Governance and Risk 
 
5.1 Promote good risk management and ensure the effective governance of  both clinical 

and non-clinical services across all commissioned services; 
 

5.2 Oversee key governance, assurance and risk systems and ensure that processes are in 
place to ensure that the CCG is compliant with its statutory requirements; 

 
5.3 Oversee and review the Board assurance framework and the corporate risk register; 

 

5.4 Review and monitor CCG systems and processes for claims, complaints and incident 
management; 
 

5.5 Approve the CCG’s arrangements for business continuity and emergency planning 
 

5.6 Approve arrangements for ensuring the appropriate safekeeping and confidentiality of 
records and for the storage, management and transfer of information and data. 

 

5.7 Oversee the implementation of the IG strategy and review progress 6 monthly through 
receipt of a report from the SIRO/Chair of the IG Committee.  
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5.8  Approve CCG policies, including human resources policies for employees and for 

other persons working on behalf of the group   
 

5.9  Ensure that appropriate arrangements are in place in the CCG to ensure compliance 
  with statutory responsibilities for health and safety, including policies, procedures and 
  training.  
 
Performance Monitoring  
 
5.10 Monitor and report on the performance and Value for Money (VFM) of contracted 

 services.  
 

5.11 Monitor the delivery of key performance and outcome objectives and targets as set 
 out in the CCG’s operational and strategic plans. 

 

5.12 Ensure that action plans are put in place to address any areas of unsatisfactory 
 performance, and monitor progress on the implementation of these plans. 

 
Patient and Public Involvement 

 
5.13 In carrying out all its roles and responsibilities, the Committee will assure itself that 

 there has been authentic and meaningful patient and public involvement.  

 
6. Relationship with the Board 

 
6.1 The Committee is accountable to the CCG Board. The minutes of the Committee 
 shall be formally recorded. The Chair of the Committee shall draw to the attention of 
 the Board any issues that require disclosure to the full Board, or require executive 
 action. 

 
6.2  The Committee will report to the Board annually on its work, specifically commenting 

on the fitness for purpose of the Assurance Framework, the completeness and 
 embeddedness of risk management in the organisation, and the integration of 
 governance arrangements. 

 
7. Standards of business conduct and conflicts of interest 

 
7.1 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.  
 
7.2 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 outside legal or other 
 independent professional advice and to secure the attendance of outsiders with 
 relevant experience and expertise if it considers this necessary. 
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8. Review 
 

8.1 These terms of reference and membership will be reviewed at least annually  following 
their adoption. 
 
 
 

Version: 2.1 
 
Agreed by: GPR Committee, 4th December 2014 
To be submitted to Board:  28th January 2015 
Review date: December 2015  
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Quality and Safety Committee 

 
Terms of reference  

 
1. Introduction and purpose 
 
1.1 The Quality and Safety Committee (the Committee) is established in accordance with 

Leeds North Clinical Commissioning Group’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. 

 
1.2 The role of the Committee is to support the Board in delivering its strategic objective of 

ensuring that the services commissioned on behalf of the CCG 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 CCG does, and seek 
assurance that commissioning within the CCG reflects all three elements of quality: 
effectiveness, safety and patient experience. 

 

1.3 The Committee will have a particular focus on the CCG’s 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 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 membership of the Committee will be: 
 

 The Clinical Director – Committee Chair  

 Independent Lay Member – Committee Deputy Chair  

 GP Non-Executive Director (x2) 

 Director  of Nursing and Quality  

 Public Health Consultant Lead  

 Head of Quality (City Wide) 
 
2.2 In attendance: 
 

 Quality Manager – Leeds North CCG  

 Head of Governance (City wide) 

 Head of Governance and Corporate Services 
 
 And any others with agreement from the Chair. 
 
2.3 The Head of Governance and Corporate Services will ensure that an efficient secretariat 

service is provided to the Committee. 
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3. Quoracy 
 
3.1 A minimum of three members will constitute a quorum. This must include either the 

Clinical Director or the Director of Nursing and one Non-Executive member – either the 
Lay or GP Non-Executive member.  

 
3.2 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. 

 
3.3 A decision put to a vote at the meeting shall be determined by a majority of the votes of 

members present. In the case of an equal vote, the Chair of the Committee shall have a 
second and casting vote. 

 
4. Frequency and notice of meetings  
 
4.1 Meetings will normally be held every two months. Additional meetings may be held at the 

discretion of the Chair of the Committee with six week’s notice. A minimum of seven day’s 
notice should be given when calling an urgent meeting. Papers will be circulated 
electronically 5 days prior to the date of the meeting. 

 
4.2 Formal minutes will be taken and shall include:  
 

 A record of matters arising and issues to be carried forward;  

 Declarations of interest of members and participants; and  

 The names of all present at the meeting.  
 
4.3 Minutes will be issued at latest 10 working days following each meeting. A Chair’s 

summary will be submitted to the subsequent CCG Board. 
 

5. Remit and responsibilities  
 
 The Committee shall: 
 
5.1 Approve arrangements, including supporting policies, to minimise clinical risk, maximise 

patient safety and secure continuous improvement in quality and patient outcomes. 
 

5.2 Approve arrangements for supporting NHS England in discharging its responsibilities in 
relation to securing continuous improvement in the quality of primary care. 

 
5.3 Monitor the quality and safety standards of commissioned services against agreed 

national and local standards; seek assurance from providers, raise formal queries and 

refer issues to the Board where there are significant concerns, which may compromise 

quality and patient safety. 

 

5.4 Be assured that sound systems for quality improvement and clinical governance are in 

line with statutory requirements, national policy and guidance in respect of both its 

commissioning role and in relation to the services the CCG commissions, and that quality 

and clinical governance are appropriately addressed in all service developments and 

reconfiguration of services. 
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5.5 Be assured of  consistency of approach to quality development in the CCG’s 

commissioning strategy and contracting processes in keeping with the NHS Outcomes 

Framework, NICE guidance and nationally/locally agreed priorities 

 

5.6 Be assured that effective systems are in place to monitor and improve patient experience; 

receive and scrutinise relevant strategies, action plans and reports detailing patient 

feedback on commissioned services. 

 

5.7 Provide assurance to the Board that quality assurance and clinical governance 

mechanisms are integral to monitoring commissioned services to ensure better outcomes 

for patients. 

 

5.8 Oversee safeguarding arrangements to assure that the CCG’s statutory responsibilities 

for safeguarding children and vulnerable adults are met, and that the CCG fulfills its role 

as a member of Local Safeguarding Boards 

 

5.9 Be assured of providers’ compliance with the CQC Essential standards of Quality and 

Safety, relevant NICE guidelines, Technology appraisals and quality standards. 

 

5.10 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 Board of 

any significant or sensitive issues. 

 

5.11 Promote and support mechanisms for sharing good practice and learning. 

 

5.12 Work with Public Health on the Infection Prevention and Control agenda. 

 

5.13 Provide the Board with assurance that clinical risks are being effectively managed by 

reviewing and monitoring the corporate risk register in respect of clinical and quality risks.  

 

5.14 Provide assurance to the Board on the management of risks, as allocated to the 

Committee within the Board Assurance Framework. 

 

5.15 Review and provide commissioner response to provider annual Quality Accounts. 

 

5.16 Seek assurance that the CCG is fulfilling its statutory duties for equality and diversity, as 

set out in the Equality Act 2010. 
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6. Relationship with the Board 
 
6.1 The Committee is accountable to the CCG Board. The minutes of the Committee shall be 

formally recorded and a Chair’s summary report shall be submitted to the Board.  The 
Chair of the Committee shall draw to the attention of the Board any issues that require 
disclosure to the full Board, or require executive action.  The Committee will also report to 
the Board annually on its work. 

 
7. Standards of business conduct and conflicts of interest 
 
7.1 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. 

 
7.2 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 outside legal or other independent 
professional advice and to secure the attendance of outsiders with relevant experience 
and expertise if it considers this necessary. 

 
8. Review 
 
8.1 These terms of reference and membership will be reviewed at least annually following 

their adoption. 
 
 
 
Version: 2.1 
 
Agreed by: Quality and Safety Committee 16th December 2014 
 
To be approved by Board, 28th January 2015  
 
Review date: December 2015  
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Summary Report 

Meeting: LNCCG Board  Date: 28 January 2015 

Agenda Item: 102/2015 

Report Title: Summary Reports 

Prepared by: Stephen Gregg – Head of Governance & Corporate 
Services 

Executive Lead: Martin Wright – Chief Financial Officer 

Presented by: Martin Wright, Manjit Purewal, Simon Robinson 

Other meetings presented to: Audit Committee, 11 February 2015 

Purpose of Report 

Approval  Decision  

Assurance  Information and Comment  

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

 

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

 

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

 

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

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

 

Executive Summary 

 
To improve information flows between the Council, Board and its Committees, we are now 
circulating a short Chair’s summary report following each meeting.   Attached are 
summaries of: 
 

 Governance, Performance and Risk – 4th December 2014 

 Quality and Safety – 16th December 2014 

 Council – 13th January  2015 (to follow) 
 
Summaries of recent Patient Assurance Group meetings are also attached for information. 
 
The reports are not intended to replace the formal minutes of meetings, but to provide a high 
level summary of the key issues discussed.   
 

Key Recommendations 

  
The Board is requested to receive and note the summary reports.  
 

Assurance Framework 

 
Good information flows are essential for an effective assurance framework 
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Next Steps 

 
The summaries will be presented to the Audit Committee to provide assurance about how 
key risks are being scrutinised and addressed. 
 

Corporate Impact Assessment 

Regulatory Implications  

Financial Implications  

Legal Implications  

Workforce Implications  

Equality Impact Assessment  
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Governance, Performance and Risk Committee – 4 December 2014 

Chair’s summary report 

 

Terms of Reference 

 Agreed the revised Committee ToR, with minor changes. To go to Board on 28th January 
for approval. 
 

Emergency Preparedness, Resilience and Response (EPRR)/Business Continuity Plan   

 Received assurance about LNCCG resilience and ability to respond in an emergency 

 Noted the CCG’s declaration of substantial compliance with the EPRR NHS Core 
Standards, and the improvement plan intended to achieve full compliance. 

 Approved the CCG’s business continuity plan. 
 

Performance Report 

 Noted current performance issues. Areas of concern were: A&E waits, cancer waits, 

ambulance response times and Improving Access to Psychological Therapies. 

 Targets were being met for diagnostic tests, healthcare acquired infections and 18 week 

waits.  

Urgent Care Dashboard 

 Noted the new urgent care dashboard, which was felt to be a very useful tool for 

highlighting performance issues. 

   

Board Assurance Framework 

 

 Noted the updated Board Assurance Framework, the changes made to risks around 

high quality services and care and the reduced risk score for finance 

Risk Register 

 Noted that following recent review, there were currently no corporate risks on the 

LNCCG Corporate Risk Register. 

 Noted that the urgent care risk would need to be escalated in the light of recent issues. 
 

Publication scheme 

 Noted that under the CCG’s publication scheme, more information about the CCG would 
be made available to the public for the first time, via the CCG website. The scheme 
would be implemented by 25

 

December 2014. 
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Partnership and Collaborative Working Agreement  

 Approved a new framework to ensure safe, productive working when LNCCG entered 

into partnership and collaborative agreements.  

Complaints report  

 Noted the report outlining recent trends in complaints received, and the actions being 

taken to address them.  

Living wage employer 

 Noted the proposals to work towards the CCG becoming a Living Wage employer.  

Incident management policy 

 Approved the policy outlining LNCCG’s approach to reporting, managing, and learning 

from adverse incidents. 

Individual funding request policies 

 Approved the following policies, which had been agreed by the Clinical Directors of the 

3 Leeds CCGs: Toric Lenses, Psychological Therapies for patients with Irritable Bowel 

Syndrome, Reversal of male and or female Sterilisation, Body Contouring, 

Trichotillomania (pulling hair out). 

Information governance policies 

 Approved a number of policies including Confidentiality and Data Protection, Freedom 

of Information, Information Security and Records Management, Network Security and 

Strategic Vision Policy Framework. 
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Quality and Safety Committee – 16 December 2014 

Chair’s Summary report 

 

Patient Experience 

 Agreed to explore opportunities to highlight in future reports to the Committee good news 
on patient care as well as complaints. 

 Highlighted the benefits of capturing good news stories in patient information. 

 

Patient Safety 

 Concern that 7 care homes had not submitted safety thermometer data.  Urged LSE 
CCG Contract Team to take firm action to ensure that all care homes submitted safety 
thermometer data.   

 Concerns had been raised against several care homes following the CQC inspection. 
These situations were being closely monitored by the Quality Team. 

 Concern expressed about the number of safeguarding incidents reported in care homes. 
Noted that the threshold for recording incidents was low, to encourage reporting. 

 Requested that Commissioner Visits be timed to allow clinicians to be available to take 
part. Q&S committee members to be added to the visitor list and invited to attend. 

 Concerns about an increase in never events for wrong site surgery at LTHT. 

 LYPFT were showing an increasing trend in untoward incidents and these were being 
investigated.  Committee requested the Quality Team to monitor and feedback. 

 

Clinical Effectiveness 

 The Committee was assured that procedures are in place for checking compliance with 

NICE Guidance.  Assurance comes through Provider Quality and Performance meetings 

and the Quality Surveillance Group. 

 The Committee felt that the impact of last year’s CQUINs was not demonstrated in the 
report and wanted feedback on the impact on the quality of patient care. The Committee 
also requested that, where possible, 2014/15 CQUINs be measurable in terms of impact 
on patient care. 

Quality strategy 

 The Committee approved the strategy and requested that progress reports on delivery 

be brought back to the Committee. 

LYPFT CQC Inspection 

 Representatives from LNCCG will be invited to a meeting scheduled for 7 January 2015 
to present the CQC findings. 
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LTHT CQC action plan update 

 Out of the five domains inspected, two were satisfactory and three required 
improvement. An action plan has been produced which will be closely monitored by the 
Assurance Group and Quality Surveillance Group. The CCG Executive had recently 
sought assurance from the LTHT Chief Executive about the quality improvement plan. 

 Highlighted need to determine whether improvements in outpatient discharge were being 

pursued via a CQUIN or through Commissioning Intentions 

YAS update 

 The Committee expressed concern about continuing difficulties in meeting response 
targets and the potential impact of this on service quality.  

 The Leeds North Quality Team will continue to monitor and report back to Q&S on 

progress at regular intervals. Quality of care for patients would be closely monitored in 

the reporting. 

Community Mental Health Survey 

 LYPFT was ‘average’ in most survey areas and scored among the best Trusts in three 
individual areas. There were no instances of the Trust being ‘amongst the worst’ in 
individual questions or by category. Improvements were planned to take place over the 
next 18-24 months. 

 

Board Assurance Framework 

 The quality risk had been significantly amended by the Director of Nursing and Quality 
since it has last been presented to the Committee. The Committee highlighted concerns 
around assurances relating to the quality of primary care and the role of LIQH.  

 

Terms of Reference (ToR) 

 The Committee made some minor amendments to its revised ToR. Because of past 

difficulties with achieving quoracy, the Committee requested that the number of 

members required be reduced to three 
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Council of Members – 13th January 2015 

Chair’s summary report 

 

Social prescribing  

 Locality Workshops took place where members discussed Social Prescribing 
Commissioning Intentions and how this might be implemented. Members discussed a 
potential model. Feedback from the locality group discussion will be utilised by a Task & 
Finish Group who will update the Central Delivery Unit (CDU) 
 

Commissioning intentions 

 

 Members reviewed potential commissioning intentions and prioritised them. The list of 
commissioning intentions had been reviewed by the Patient Assurance Group. 

 

Planning Guidance  

 

 Liane Langdon briefed members on the planning process for 2015/16 taking into 
consideration the 5 year plan which all members contributed towards  

Update on practice schemes 14-15 

 Amelia Letima presented the results so far for the practice level schemes. Gina Davy 
presented potential options & ideas that are being discussed about how to model the 
schemes next year. 

GP portfolio update 

 Sarah Forbes – GP Oakwood Lane Medical Practice.  Individual Funding Requests - 
Sarah is one of the clinical panel members and is available should GPs want advice 
before sending in requests. The new guidelines are on Leeds Health Pathways.  Cancer 
Network – involved in re-designs of Breast Pathways; research into Bowel screening and 
reviewing Prostate follow up pathways. Clinical Representative on the Primary Care 
Quality Group. 

 

 Esther Dalton – GP Chapel town Family Surgery. Special interest in Diabetes. Currently 
working on ways to decrease high foot amputee rate for patients with diabetes. 
Reviewing hospital clinics & pathways. Organising Primary Care training at Target on 
Foot care & reviews. Working on a Diabetic formulary for Primary Care 

 

Chief Officer’s report 

 Dementia Diagnosis Rates – congratulations from Dr Damien Riley, Regional Medical 

Director 

 Flu Vaccination Rates, Leeds North  has the highest uptake in West Yorkshire for flu 

vaccinations.  Members thanked for their contribution. 
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 Planning Guidance / Allocations for CCGs - allocation for CCGs in the Yorkshire and the 

Humber region is less than anticipated at 1.4% with a percentage share of a £50m 

resilience baseline funding. Running cost allocations have also been reduced by 10%. 

 Constitution –  our submission to NHSE has been approved 

 Care.data – Alistair Cartwright (AC) thanked those practices expressing an interest in the 

pathway work.  Due to the Purdah pre-election period, 30 March 2015, it is unlikely that 

patient engagement will be undertaken prior to this date.     

 Urgent Care / Current Pressures – members were thanked for their support in 

responding to recent challenges 

 CQC for LYPFT - the overall report and rating outcome is ‘requires improvement’.  

New models of care 

 Council considered a range of issues around moving towards new models of care: 

 Virtual primary care provider – outlined steps for practices to consider in understanding 

costs better and establishing a ‘virtual primary care provider’. This approach allows us to 

start setting the narrative with evidence to support our model.  Council were asked to 

consider participating in the programme. 

 Co-commissioning primary care. Council approved an amendment to the constitution to 

enable a Joint Committee to be established with NHS England and the other Leeds 

CCGs. The Joint Committee would help to ensure that conflicts of interest were 

managed effectively in commissioning decisions.  

 Graham Prestwich reminded Council of the need to ensure that patients must be at the 

heart of services commissioned through the CCG. 

Elections 

 The Chair defined the CLT and Board roles which were up for election in 2015. He 

outlined the election process and timescales and encouraged nominations from 

members. Council asked if anyone was stepping down – Paul Storey announced his 

forthcoming retirement. 
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NHS Leeds North Board Members Register of Interests January 2015 
Name/Position 

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

Nature of Interest Type of Interest Date of 
Declaration 

Date of Appointment 
/Resignation 

Dr Jason Broch  
(GP Clinical Chair) 

Oakwood Lane Medical Practice Partner Direct pecuniary 10/05/2012 01/01/2006 – Ongoing  

Jenjo Healthcare Ltd Director Direct pecuniary 10/05/2012 01/04/2009 – Ongoing  

Airtight International Ltd Spouse’s business Indirect pecuniary 10/05/2012 Ongoing 

Nails 17 Ltd Spouse’s business Indirect pecuniary 10/05/2012 Ongoing 

Donisthorpe Hall Nursing Home Trustee of charity Direct non-pecuniary 10/05/2012 01/04/2010 – Ongoing  

Leeds Acupuncture Clinic Father’s business Indirect non-
pecuniary 

10/05/2012 Ongoing 

Leeds Jewish Free School Director Direct non-pecuniary 16/01/2014 13/07/2012 – Ongoing  

Chapeloak Investments Ltd Shareholder / Director Direct pecuniary 15/02/2013 June 2013 - Ongoing 

Alpha Dealing Ltd Shareholder Direct pecuniary 17/06/2014 05/06/2014 

Brodetsky Primary School Foundation Trust Director Direct non-pecuniary 17/06/2014 May 2014 

Local Authority Brodetsky Primary School Foundation Trust 
Governor 

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

Nigel Gray  
(Chief Officer) 

Bevan Healthcare Board Non-Executive Director Direct non-pecuniary 01/05/2012 Ongoing 

Leeds Teaching Hospitals Trust Spouse employed by 
them 

Indirect non-
pecuniary 

01/05/2012 Ongoing 

Leeds Community Healthcare Sister employed by them 
– Business Change 
Manager 

Indirect non-
pecuniary 

18/12/2012 Ongoing 

Dr Manjit Purewal 
(Clinical Director) 

North Leeds Medical Practice Partner Direct pecuniary 11/05/2012 01/04/2003 – Ongoing  

Oakwood Surgery Partner Direct pecuniary 11/05/2012 01/09/2001 - 01/03/2003  

Primary Care Training Centre Tutor Direct pecuniary 11/05/2012 01/04/2003 – Ongoing  

BMA Member Direct non-pecuniary 11/05/2012 01/02/1994 – Ongoing  

Diabetes UK Member Direct non-pecuniary 11/05/2012 01/09/2006 – Ongoing  

Local Care Direct Member Direct non-pecuniary 11/05/2012 2005 – Ongoing 

Circle Group Member Direct non-pecuniary 11/05/2012 2006 – Ongoing 

PWC Brother is a Partner at 
PWC 

Indirect pecuniary 11/05/2012 1984 – Ongoing  

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

Street Lane Practice General Manager 
(Employee) 

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

Enhance Primary Healthcare Ltd Director and Shareholder – 
Services they provide:  
Cardiology; Dermatology; 
Minor surgery; General 
Paediatrics; Care Home – 
LES.  Provides the wound 
Care & Catheter Service for 
the LNCCG practices. 

Direct pecuniary 18/05/2012 14/12/2011 – Ongoing  

Changing Faces Member of Advisory Panel Direct non-pecuniary 26/07/2013 22/07/2013 – Ongoing  

Lucy Jackson 
(Public Health 
Consultant) 

Leeds City Council Employee Direct pecuniary 
Indirect pecuniary 

13/04/2013 01/04/2013 – Ongoing  

Martin Wright 
(Chief Financial 
Officer) 

South West Yorkshire partnership NHS 
Foundation Trust 

Spouse employed as Senior 
Finance Manager 

Indirect pecuniary 11/05/2013 1988 – Ongoing 

Graham Prestwich 
(Non-Executive Lay 
Member – PPI) 

Astra Zeneca Pension Provider Direct pecuniary 17/05/2012 1978 – Ongoing  

Pfizer Ltd Pension Provider Direct pecuniary 17/05/2012 1997 – Ongoing  

Pfizer Ltd Shares Indirect pecuniary 01/08/2013 1997 - Ongoing 

Graham Prestwich Ltd Director Direct pecuniary 17/05/2012 28/03/2007 – Ongoing  

GalbraithWight Ltd (Global Strategic 
Healthcare Consultancy) 

Senior Consultant Direct pecuniary 17/05/2012 14/08/2009 – 01/08/2013 

Nine Health Community Interest Company Director Direct pecuniary 17/05/2012 26/07/2011 – 31/05/2013 

University of Leeds Member of the Consensus 
Development Panel for 
ASPIRE, a 5 year £2m 
research project (Action to 
Support Practices 
Implementing Research 
Evidence) 

Direct pecuniary 11/07/2012 July 2012 - Ongoing 

Change Member of the Board of 
Trustees 

Direct non-  
pecuniary 

13/04/2013 24/04/2013 – Ongoing  

Patient Information Forum Board recruitment Indirect non-
pecuniary 

01/08/2013 01/08/2013 – December 
2013 

Leeds Area Prescribing Committee Patient Representative Direct non-pecuniary 04/10/2013 04/10/2013 – Ongoing  

National Blood Transfusion Audit 
Programme promoting the use of evidence 
based guidelines (AFFINITIE) 

Member of the PPI Advisory 
Panel 

Direct non-pecuniary 15/01/2014 October 2013 - Ongoing 

Leeds Institute for Quality Healthcare Lay Member of the Advisory 
Board 

Direct non-pecuniary 15/01/2014 January 2014 - Ongoing 
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Faculty of Medical Leadership and 
Management 

Lay Member of the North of 
England Steering Group 

Direct non-pecuniary 15/01/2014 January 2014 - Ongoing 

Medicines Communication Charter Task 
and Finish Group of the Leeds Area 
Prescribing Committee 

Chair Direct non-pecuniary 15/01/2014 January 2014 - Ongoing 

 Leeds Community Healthcare NHS Trust Sister is employee Indirect non-
pecuniary 

07/08/2014 Ongoing 

Allied Health Professions Medicines 
Project Board 

Member Direct non-pecuniary 01/12/2014 02/10/2014 – Ongoing 

Royal College of Physicians, Joint 
Advisory Group on Gastrointestinal 
Endoscopy 

Member Direct; pecuniary 01/12/2014 31/10/2014 – Ongoing 

Clinical Standards Accreditation Alliance  Lay Member of Project 
Board 

Direct non-pecuniary 06/01/2015 05/01/2015 – Ongoing  

NHS England, Medical Directorate, Quality 
and Outcomes Working Group 

Member Direct non-pecuniary 01/12/2014 18/18/2014 – Ongoing  

 NHS England Patients and Information 
Directorate 

PPI Lay Member Network 
Facilitator 

Direct pecuniary 13/01/2015 12/01/2015 - Ongoing 

Peter Myers 
(Aligned Non-
Executive Lay Member 
– Governance) 

Beverley Building Society Chief Executive Direct pecuniary 18/05/2012 Ongoing 

Finance Yorkshire Ltd Director Direct pecuniary 18/05/2012 Ongoing 

Royal Air Force Voluntary Reserve 
(Training) 

Officer Direct pecuniary 18/05/2012 Ongoing 

Dr Simon Robinson 
(GP Non- Executive 
Director) 

SACAR (Specialist Autism Services) Leasee Direct pecuniary 19/02/2013 19/02/2013 – Ongoing  

Assura Leeds Shareholder Direct non-pecuniary 13/06/2012 Ceased 31/04/2014 

One Medical Dermatology Service Company rents consultancy 
space in premises 

Pecuniary 27/06/2014 TO BE ANNOUNCED 

Westgate Surgery  Partner Direct; pecuniary 27/06/2014 December 2013 - 
Ongoing 

Leeds West GP Practice Federation 
(Official name yet to be confirmed) 

Member Practice Direct pecuniary 17/02/2014 December 2013 – 
Ongoing 

Dr Nick Ibbotson 
(GP Non-Executive 
Director) 

Wetherby Surgery GP Principal Direct pecuniary 18/06/2012 01/04/2006 – Ongoing  

Ellie Monkhouse 
(Director of Nursing & 
Quality) 

LTHT Spouse is Orthopaedic 
Consultant at Leeds 
Teaching Hospitals 

Indirect non-
pecuniary 

15/01/2013 01/11/2012 – Ongoing  

Ankle and Co. Spouse’s Business Indirect non-
pecuniary 

15/01/2013 01/04/2012 – Ongoing  
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Dr Mark Freeman 
(Secondary Care 
Consultant) 

Mid Yorkshire Hospitals Consultant Physician Direct pecuniary 18/03/2013 01/08/2002 – Ongoing  

Glycosmedia Partner Direct pecuniary 18/03/2013 01/03/2008 – Ongoing 

Univadis Scientific Committee Advisor Direct pecuniary 18/03/2013 01/08/2012 – Ongoing  

Freemans Pharmacy Brother – Owner Indirect pecuniary 18/03/2013 01/02/2001 – Ongoing  

BMA Member Direct pecuniary 18/03/2013 01/08/1992 – Ongoing  

Liane Langdon 
(Director of 
Commissioning and 
Strategic Development) 

Making Lemonade Ltd Owner and Director Direct pecuniary 17/07/2013 03/12/2007 – Ongoing 
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Leeds North Patient Assurance Group 

Chair’s Summary report 

 

Purpose 

 The Leeds North Patient Assurance Group (LNPAG) is an independent public and 

patient group of volunteers, who review and provide feedback and recommendations on 

the plans for, and implementation of, effective and meaningful patient and public 

involvement in the understanding, design, and delivery of local health and wellbeing 

services and their improvement. 

 This report summarises meetings of the PAG on 1 December 2014 and 13 January 

2015. 

Medicines Management – Otley Medicines Waste Pilot 

 Largely supportive of the principle of reducing waste. 

 Expressed concern that the demographics in the pilot were very unrepresentative of the 

Leeds North population and therefore the ability to transfer the learning had limitations. 

Commissioning intentions 2015/2016 Planning 

 The unreasonably short timelines were explained as caused by NHS England and that 

nothing could be done about this. 

 Members were concerned that no lessons had been learned from last year, in the plan. 

 A public meeting took place on December 18th with a very wide invitation list. 

 This will be supported by additional activities, including online questionnaire and press 

coverage. 

 The questions will be shared with PAG members for input prior to the event for comment. 

 Third sector partners will be involved and their feedback evaluated. 

 Commissioning intentions 2015/2016 Delivery 

 PAG members who attended the event expressed their huge disappointment in the 

content of the meeting. The attendance was also poor.  

 PAG members had not been invited to provide their feedback on the questions that 

would be posed in the public event prior to this taking place, as agreed. 

 Principally the information provided was far too complicated and inaccessible for the 

public to be able to make an informed contribution. 

 Members did not believe that the little information that was gained could be considered 

robust, meaningful or accurate. 

 The online activity did not include the relevant material for people who did not attend the 

public meeting to comment on. 

 A formal report on the findings and the actions being taken by the CCG, to address the 

findings, is in progress 
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 Patient Reference Groups 

 

 Members were given the opportunity to comment by e-mail on the consultation, on the 

proposed NHS England contribution to the revision to the GP contract as form April 

2015, on the setting up and running of Patient Reference Groups 

LIQH Priority Setting Event 

 Two members attended this event which took place on December 10th 2014. 

 Members felt that they had been given the opportunity to contribute and that their views 

had been listened to. 

 There were concerns that only two members of the public appeared to be involved on 

the day in the event. 

 Issues raised are being taken up directly with LIQH. 

Dementia Service Redesign Report 

 A report on the activity that has taken place since the publication of the outcome of the 

public involvement work in May 2014 was prepared by Tim Sanders. 

 The report had been reviewed and approved by Leeds Involving People, prior to its being 

provided to the PAG members. 

 Everyone in the group was in agreement with the content and supportive of the activities 

described and that this was a good report. 

 Some suggestions were made about additional information and the use of some jargon 

phrases. 

 The group would like to see a further update of actions being taken in repose to patient 

feedback in 6 months time. 

 It was proposed that Dementia would be an important topic for the Leeds North 

Community and Patient Participation Group (CPPG) as soon as possible, to share this 

and other work by hosting a wider discussion with a much larger Leeds audience 

Co-Commissioning 

 Stuart Barnes presented the Co-Commissioning concept paper to PAG. The proposed 

change to a city-wide co-commissioning model would not, in itself, immediately affect 

patient experience of services. Subsequent changes made to GP commissioning / 

contracts would be engaged upon as appropriate. 

 Information would be provided to PRGs, the PRGN and the CPPG, as well as being 

made available on the CCG’s website for information purposes.  PAG agreed that the 

CPPG will dedicate one of its meetings to the presentation and discussion of the co-

commissioning paper and proposals. 

 Questions regarding conflict of interest were discussed as was NHS England guidance 

on practical recommendations to help the CCG’s deal with this effectively. 

 PAG accepted the CCG’s position that with regard to there being no requirement for 

consultation or engagement with patients and the public at this stage. 
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PAG forward work plan 

 Stuart Barnes shared the proposal for the production of a forward work plan for PAG that 

was integral to in house commissioning activity and other PPI work. 

 Members look forward to the outcome promised for March 2015. 
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