
LNCCG Board Agenda – 27 January 2016 

LEEDS NORTH CCG PUBLIC BOARD MEETING 
Wednesday 27 January 2016 

Seacroft Library, Seacroft Crescent 
Leeds LS14 6PA  

14:00 – 17:00 

AGENDA 

Chair:  Dr Jason Broch 

Item No. Item Presented By Paper Y/N Time 

001/2016 Board Welcome and Apologies Dr Jason Broch N 
14:00 

002/2016 Board Declarations of Interest Dr Jason Broch N 

003/2016 Board 
Questions from Members of the 
Public 

Dr Jason Broch N 14:05 

004/2016 Board 
Approval of Board Minutes from 
25 November 2015 Dr Jason Broch Y 

14:15 

005/2016 Board 
Actions from Board meeting 
held 25 November 2015 

Dr Jason Broch Y 

006/2016 Board Chair’s Report Dr Jason Broch Y 14.20 

007/2016 Board 
Chief Officer’s Report 
(including performance update) 

Nigel Gray 
Y 14.25 

008/2016 Board 

Forward view: 

 Commissioning futures

 Planning guidance

Gina Davy 

Liane Langdon 
Y 14.35 

009/2016 Board Primary Care Co-Commissioning Nigel Gray Y 15:05 

010/2016 Board 
Patient and Public 
Involvement update 

Liane Langdon Y 15.15 

011/2016 Board Clear and Credible Delivery plan Liane Langdon Y 15.25 

012/2016 Board High Performing CCG Liane Langdon Y 15.35 

013/2016 Board 
Quality Update (including 
Q&S Committee summary) 

Manjit Purewal Y 15.45 

014/2016 Board Finance and Contract Update Martin Wright Y 15.55 

015/2016 Board Board Assurance Framework Martin Wright Y 16.05 

016/2016 Board Corporate Risk Register Martin Wright Y 16.15 

Mission Statement 
“Our successful and effective partnerships with our 
communities, patients and partners will reduce health 
inequalities and deliver improvements in health for local 
people within the resources available” 
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017/2016 Board Nursing voice – strategy update Clare Linley Y 16:20 

018/2016 Board Investors in Excellence Liane Langdon N 16:30 

Summary reports 

019/2016 Board 
Governance, Performance & Risk 
Committee – 7 January 2016 

Manjit Purewal Y 

16.35 020/2016 Board 
Council of Members –  
19 January  2016 

Simon Robinson To follow 

021/2016 Board 
Patient Assurance Group  – 12 
January 2016 

Graham Prestwich Y 

022/2016 Board Healthy futures – update Nigel Gray N 16.45 

023/2016 Board Any Other Business All N 16.50 

024/2016 Board Review of the meeting All N 

Next Public Board Meeting: 
Wednesday 30 March 2016 
14:00 – 17:00 
Venue:  
To be confirmed 

024/2016 Board 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. 

025/2016 Board Approval of Private Board Minutes 
from 25 November 2015 

Dr Jason Broch 
Circulated 
separately 

16.55 

Papers for  
information 
only 

LNCCG Board Members Declaration of Interest Register 

Health and Well Being Board – minutes of meeting on 12th January 2016 
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Leeds North Clinical Commissioning Group 
DRAFT MINUTES Public Board 

Minutes of the meeting held on Wednesday 25 November 2015 
Leafield House, 107-109 King Lane, LS17 5BP 

Chair:  Dr Simon Robinson 
Minutes: Joanne France 

Members  Initials Role Present Apologies 
Dr Jason Broch JB Clinical Chair   

Nigel Gray NG Chief Officer   
Dr Manjit Purewal  MP Clinical Director   

Dr Simon Robinson SR GP Non-Executive (Deputy Chair)   

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

Martin Wright MW Chief Financial Officer    

Liane Langdon LL Director of Commissioning and Strategic 
Development   

Petra Morgan PM Practice Management Executive   

Lucy Jackson LJ Consultant in Public Health   

Diane Hampshire DM Board Nurse   
Peter Myers PMy Lay Member – Governance   

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

Stephen Gregg SG Head of Governance and Corporate 
Services   

Joanne France JF Office Manager   

Catherine Bowhill (part) CB Communications and Engagement 
Officer   

Gina Davy (part) GD Deputy Director Primary Care and 
Business Development   

Clare Linley CL Director of Nursing   
 
Key Words / Abbreviations 
 
• Leeds North Clinical Commissioning Group (LNCCG) 
• Leeds Teaching Hospital Trust (LTHT) 
• Leeds and York Partnership Foundation Trust (LYPFT) 
• Commissioning Support Unit (CSU) 
• Health and Wellbeing Board (HWBB)  
• Patient Assurance Group (PAG) 
  

004/2016 
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Item No. Agenda Item Action 

319/2015 Board Welcome and Apologies  

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

 

320/2015 Board Declarations of Interest  

 

There were no declarations of conflicts of interest in relation to agenda 
items presented. 
• Clare Linley Director of Nursing declared that she is also Deputy 

Chief Nurse at LTHT. 
• Liane Langdon advised that her spouse is employed at a school 

within Leeds North locality. 
• Manjit Purewal advised that his partner is employed by LCH. 

 

321/2015 Board Questions from members of the public  

 

1. Queried why The Avenue Practice is not named in the Annual 
Report. 

2. Asked about the proposed Primary Care Commissioning 
Committee – NG would cover this in his Chief Officer report. 

 

322/2015 Board Approval of Board Minutes from meeting held  
30 September 2015 

 

 Resolved: The Board agreed the minutes of 30 September 2015 as 
an accurate record. 

 

323/2015 Board Matters Arising / Actions from 30 September 2015  

 All actions recorded from 30 September were completed and closed.  

324/2015 Board Chair’s Report  

 

The Chair presented his report and highlighted: 
• HSJ Awards 2015, this is a great achievement of successful joint 

working with Leeds leading the way nationally. Well done to 
everyone involved both at the CCG and the local authority. 

• Community Voices – we need to think how we can increase 
attendance at our events. 

• Conflicts of Interest – Board can be assured that Leeds North 
CCG ensure that its register is kept up to date. 
PMy, provided assurance as Chair of the Audit Committee that the 
organisation has robust processes in place, but added there is 
always likely to be conflicts as the people with the expertise are 
GPs. 
Procurement - each procurement process has been approved by 
the Board.  Audit Committee is comfortable that our process is 
robustly monitored.  The three Leeds CCGs will work together to 
develop an integrated approach.  

 

 Resolved: The Board noted the Chair’s report.  
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Item No. Agenda Item Action 

xxx/2015 Board Chief Officer’s Report  

 

The Chief Officer presented his report, highlighting the following:  
• Primary Care Co-Commissioning – the CCG had submitted its 

application for  fully delegated responsibility (Level 3 Delegation). 
Council in January would further consider the risks, with the final 
decision to be taken by the Board. MW advised that discussions 
continue with NHSE around potential financial risk, however, until 
the spending review information is received we cannot make the 
final decision.  Board was assured that the CCG is assessing 
carefully the level of  financial risk. 

• CCG Assurance - following the departure of Ellie Monkhouse, we 
have now finalised our arrangements to fill the Board nurse role 
with the appointment of Diane Hampshire. 

• Urgent Care – Our winter plans are in place to ensure we are as  
resilient as we can be during the winter months.  We are  working 
with the key partners to reduce Delayed Transfers of Care ( DToC) 
- (120 patient delays, this has been reduced to approx 64). 

• The review of the Transformation Programme sought to ensure 
that key wide workstreams were delivering the benefits required. 

 

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

326/2015 Board Forward View: New Models of Care  

 

MP and GD updated the Board on progress against the Five Year 
Forward View ambitions to develop models of health and social care 
focused strongly on patients.  At present we are testing different 
models of care in different localities.  Wetherby and Otley were 
working to support older people, whilst the focus in Chapeltown was 
on diabetes. Medicines optimisation were increasing the use of 
clinical pharmacists. MP emphasised the need to make effective use 
of all professional groups.  
At present, developments were on a small scale, but the CCG would 
be looking to scale these up if they delivered significant benefits. If we 
progress to delegated primary care commissioning, this will enable us 
make further progress in achieving our ambitions for primary care.   
GPr asked for assurance about the involvement of patients and public 
in developing the models. Board was assured that this is the case.  
SR said that the Patient Reference Group were involved in 
developing the Otley model.  
Gina Davy left the meeting 

 

  



 

Board – Draft Minutes Public Board Meeting – 25/11/2015 
      

Page 4 of 10 

327/2015 Board Performance Update  

 

LL advised that GPR committee had undertaken a thorough review of 
performance at its last meeting.  She highlighted the following: 
A&E – although there were significant challenges, performance had 
improved since last year. 
Cancer waits – there was good news in that the 38 day target for 
Leeds patients had been achieved in Quarter 2.  Referral to treatment 
targets were not being achieved in 4 specialties.  Diagnostic targets 
were being achieved in all specialties except endoscopy.  
 

 

 Resolved:  The Board noted the performance update.  

328/2015 Clear and Credible Delivery Plan  

 

LL presented the framework for reporting progress against the Clear 
and Credible Plan, to go live from 1 April 2016. Progress will be 
reviewed by the Governance Performance and Risk Committee and 
presented for discussion at Board twice a year. 
Board acknowledged that at this stage, the document was high level.   
LL said that we are not in a position to finalise the plan until we 
receive the Planning Guidance in the New Year.  
LJ said that there was a need to ensure that the final plan reflected 
the cross-cutting approach to reducing health inequalities. 
Action:  LL/LJ to discuss how health inequalities are covered. 
GPr said that the final plan needed a clear separation between our 
strategic objectives and the detail of how will achieve them. NG felt 
that the approach set out in the framework would provide clear, 
logical links to our overarching objectives. He added that increasing  
financial pressures meant that we needed a clear process to help 
inform tough decisions around commissioning priorities. 
PMy suggested that the final plan could usefully be structured to 
identify commonalities across the workstreams, using the headings 
Finance, People, Process, IT and Risk. 
Action: LL to amend structure of the Plan to reflect key workstreams. 

 
 
 
 
LL / LJ 

 Resolved:  Board approved the Clear and Credible Delivery Plan 
framework, subject to the amendments suggested. 

 

329/2015 Investors In Excellence  

 

LL presented the What Matters Most (WMM) section of the Investors 
in Excellence (IiE) application, due to be submitted in January 2016. 
The final written submission is currently in draft.    
LJ felt that the narrative reflected the CCG’s priorities. LJ would like to 
have seen more on the CCG’s city-wide role, but LL advised that the 
IIE process had a tight focus on Leeds North. 
GPr welcomed the transparent approach, but felt that there should be 
a stronger focus on the CCG’s core commissioning function. PMy 
also suggested emphasising more the key theme of clinical 
engagement. DH found the document very useful, and suggested 
including more on the CCG’s prevention and early intervention 
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priorities. 
Action: LL to amend the IIE narrative in line with Board comments. 

 Resolved:  The Board approved the What Matters Most narrative, 
subject to the amendments suggested. 

 

330/2015 Board Patient and Public Involvement Update  

 

LL presented the update, highlights included: development of the 
Mental Health Information Hub, an update on the Commissioning 
Intentions process and work on Unused Medication 
Board requested that the report cover sheet and summary should be 
written in a way that makes the Board more explicitly aware of key 
issues and headlines. 

 

 Resolved:  The Board noted the PPI update  

331/2015 Board Patient Assurance Group Annual Report   

 

GPr presented the report outlining highlights of PAG work over the 
last 18 months.  During this time, the PAG have been seeking to add 
value to the CCG’s commissioning plans by challenging whether they 
had taken account of patient and public need. GPr thanked LL for her 
support in doing this.  

GPr advised that there were vacancies on the PAG and he was 
happy to talk with anyone who has an interest. 

LL said that the report presented a positive picture of how the PAG 
was providing assurance. 

MP and PMy welcomed the report. They suggested that a short 
introductory section would be useful, setting out the purpose of the 
report and the PAG’s main achievements. 

 

 Resolved: The Board noted the Patient Assurance Group Annual 
Report 
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332/2015 Board Quality Update  

 

MP advised there was no written paper as Q&S only met  on 24 
November 2015.  He highlighted: 

• MRSA – 4 cases allocated to LTHT, 1 to the CCG but classed as 
unavoidable. 

• CDiff – 36 cases, slightly over the trajectory of 32. TDA have 
undertaken a visit and we are awaiting the outcome.   

• YAS – performance is not on track in Leeds North but to date there 
is no clear evidence of adverse effects on quality of care. 

• The Safeguarding Annual report provided assurance that 
appropriate arrangements are in place. 

MP advised on the ongoing discussion with Leeds South and East 
CCG to join up the approach to quality assurance. GPr and MP had 
attended the LSE Quality committee and LSE representatives had 
joined the last Q&S meeting.  The aim was to reduce duplication of 
effort. He would report progress to the Board. 

Hep A outbreak – MP advised that we are working with Public Health 
England and Local Authority colleagues on the immunisation 
programme. 

Junior Doctor strike 15 December 2015. The System Resilience 
Group was ensuring that plans were in place should the strike occur.     
We are writing to trusts to check contingency plans are in place and 
are awaiting feedback.  Planned and non-emergency surgery will be 
rescheduled to ensure emergency services can continue.  All projects 
that require clinical input are being cancelled to reduce the pull on 
clinical teams.   There will be some impact in General Practice where 
trainee junior doctors are employed. 

Delayed Transfers of Care (DToC) – joint working was improving the 
position, with 30 beds gained from recent work. Work continues to 
enable patients to move through  hospitals faster without impacting 
patient care. 

Chris Butler, Chief Executive LYPFT has announced his departure.  
Leeds North CCG does not have any immediate concerns as there is 
a strong management team in place. 

 

 Resolved:  The Board noted the quality update.   



 

Board – Draft Minutes Public Board Meeting – 25/11/2015 
      

Page 7 of 10 

333/2015 Board Finance and Contract Update  

 

MW presented his report, which highlighted the financial position as at 
31 October 2015. The CCG is still on track to meet its financial duties 
and targets as submitted to NHSE earlier in the year.  Board to be 
mindful that our financial position for 2016/17 will be tighter. He 
outlined potential Financial Risks: 
• Delegated budgets for co-commissioning primary care – this has 

reduced significantly but final figures are yet to be confirmed with 
NHSE. 

• Running costs following the procurement process for 
commissioning support services. 

• Spending review awaiting final announcement of allocation. 
• NHSE are expecting a 3.7% increase for 2016/17, MW expressed 

caution as this is only a headline and may not follow through to 
the CCG. 

The CCG may be asked to support wider system overspends. MW 
advised that we would only consider this if it was affordable. 
MW advised that CCGs and Trusts are now required to appoint their  
own external auditor – we now have to put processes in place to 
appoint for 2017/18.  

 

 Resolved: The Board received the update on the CCGs financial 
position and its performance against key financial duties.  

 

334/2015 Board Planning a Healthy City  

 

SR welcomed Dr Ian Cameron, who presented his Director of  Public 
Health Annual Report, outlining plans for 70,000 new homes in Leeds  
by 2028.  The report highlighted the importance of good urban design 
and the need to help members of the public and local communities to 
get involved in the planning process.  IC highlighted the importance of 
greater CCG involvement in the planning process, particularly in 
relation to the impact on primary care facilities.    

NG said that it was important that the CCG was involved in 
discussions about housing developments  in the very early stages.  NI 
advised that there were significant developments in Wetherby which 
could create problems for primary care provision in this area.  LL said 
that the design of homes and other developments needed to take into 
account their impact on health and wellbeing.  It was important to 
consider issues relating to mental health, as well as physical access.  

IC acknowledged that the planning process needed to reflect a 
number of different viewpoints. He hoped that the CCG would use his 
report as a resource for making the case for good design. 

Action: LJ to bring a paper to Executive on the practical measures 
needed to enable effective CCG input into the planning process. 

 
 
 
 
 
 
 
 
 
 
 
 
 
LJ 

 
Resolved:  The Board welcomed the Director of Public Health’s 
Annual Report and supported measures to ensure effective CCG 
involvement. 
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335/2015 Board Board Assurance Framework  

 

MW presented the new BAF. The format of the framework has been 
revised to incorporate best practice and was presented to GPR 
Committee on 5 November, receiving positive feedback.  Risk owners 
will update the BAF bi monthly. 
PMy advised that Audit Committee had reviewed the framework and 
had recommended that Board adopt it.  The Committee felt that the 
BAF was very well structured in terms of crystallising risks.  There 
was a need to refine it further so that it distinguished more clearly the 
CCG’s operational, as opposed to aspirational, risk appetite. Audit 
Committee also recommended a closer link between controls and 
assurance, so that their effectiveness could be consistently tracked.  
GPr welcomed the improved clarity of the BAF. He highlighted that as 
a Board we must recognise we are operating with three risks rated as 
‘red’ and we need assurance that action is being taken to mitigate 
these risks.  
LL assured the Board that the red risks were all receiving significant 
management attention and that progress would be reported in 
updates to the Board. MP thanked colleagues involved in developing 
the report, making it much clearer and easier understand. 

 

 Resolved: The Board approved the Board Assurance Framework  

336/2015 Board Corporate Risk Register  

 

MW presented the risk register.  All risks had  been reviewed and the 
cancer 62 day and 2 week waits were no longer categorised as red 
risks and had been reduced to high amber. GPR Committee had 
endorsed the risk level change. 

MW advised that a potential new corporate risk is emerging around 
system resilience, relating to winter pressures, delayed transfers of 
care and the potential junior doctor’s strike. This will be discussed at 
the next GPR Committee but was highlighted to Board for information. 
NG may advise this is a risk for all three Leeds CCGs.  

 

 

Resolved: The Board: 
a) Noted the corporate risk register  
b) Noted the emergence of a new system resilience risk and its 

potential rating as a corporate level risk. 

 

337/2015 Board Social Value Charter  

 
LL presented the Charter, generated by the work of the CCG and 
partners in health, social care, education and the third sector. The 
charter describes a shared approach to the creation and recognition of 
social value through our commissioning and employment activities. 

 

 Resolved: The Board adopted the Social Value Charter  
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Summary Reports 

338/2015 Governance, Performance and Risk 5 November 2015 
MW reported that the majority of the meeting had focused on 
performance.  The Committee had been  assured that appropriate 
actions are being taken in relation to cancer, mental health and 
ambulance services. 
GPr was concerned that Children’s safeguarding might be at risk 
following reductions in funding for Child and Adolescent Mental 
Health Services. NG advised that we are discussing this as part of the 
Commissioning Intentions process, including investment in a range of 
services to ensure children are supported appropriately.   

 

 Resolved: The Board noted the summary report.  

339/2015 Board Summary Report – Council of Members – 3 November 2015  

 SR advised that key issues had been discussed elsewhere on the 
agenda..  

 Resolved: The Board noted the summary report.  

340/2015 Board Summary Report – Quality and Safety Committee – 24 November 
2015 

 

 No further updates to share.  

 Resolved: The Board noted the summary report.  

341/2015 Board Summary Report – Audit Committee – 25 November 2015  

 

PMy advised that there was no written summary, as the Committee 
had met earlier that morning. He highlighted 3 issues: 
• BAF – PMy had reported the Audit Committee comments under 

the earlier item. 
• Follow up of internal audit recommendations  - the Committee had 

identified that 2 items identified as ‘closed’ would not be complete 
until they had been signed off by GPR Committee in January. 

• Quality and Safety Committee – Audit Committee felt that the  
Q&S Committee had not given sufficient focus to issues of clinical 
effectiveness. As a result, Audit Committee was unable to fully 
assure the Board that this was being covered fully. There was an 
action in the refreshed BAF to establish a common understanding 
of clinical effectiveness, and it was important to progress this 
quickly.  

CL said that it was important to be very clear about what we meant by 
clinical effectiveness and on which areas we should focus.  
Action: MP to report back to Board on how Q&S committee will 
address clinical effectiveness. 

 
 
 
 
 
 
 
 
 
 
 
 
 
MP 

 

Resolved: The Board noted the summary report and requested Q&S 
Committee to report back to Board:  

• an agreed, common understanding of clinical effectiveness 
• priority areas for scrutiny by the Committee. 
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342/2015 Board Patient Assurance Group – 10 November 2015  

 GPr advised that there were no further updates to share.  

 Resolved: The Board noted the summary report.  

343/2015 Board Any Other Business  

 LL – would arrange for a briefing on the 2016/17 planning round to be  
circulated with the minutes. 

LL / JF 

 
LL advised that a new Sustainability and Transformation Plan was 
being developed, with an initial submission on February 2016. Matt 
Ward, Chief Operating Officer S&E CCG was leading on this. 

 

344/2015 Board Review of the Meeting  

 There was a consensus that the meeting had enabled effective 
challenge, with agenda items robustly covered.   

 

346/2015 Board 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. 

 

347/2015 Board Commissioning Support (Private)  

 Board noted an update on commissioning support services.  

 
Date of next meeting: 27 January 2016, 2:00pm 
 
Venue: 
To be confirmed. 
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NHS Leeds North Clinical Commissioning Group 
Public Board 

Actions of the meeting held on Wednesday 25 November 2015 
Item No. Action Required By Whom Completion 

Date 
Progress 

328/2015 Clear and Credible Delivery Plan 
LJ said that there was a need to 
ensure that the final plan reflected 
the cross-cutting approach to 
reducing health inequalities. 
LL/LJ to discuss how health 
inequalities are covered. 

LL / LJ R Goodyear and LJ will 
review the health 
inequality plan and 
highlight links. 

PMy suggested that the final plan 
could usefully be structured to 
identify commonalities across the 
workstreams, using the headings 
Finance, People, Process, IT and 
Risk. 
LL to amend structure of the Plan 
to reflect key workstreams. 

LL 

329/2015 Investors in Excellence 
LL to amend the IIE narrative in 
line with Board comments. 

LL 14 Jan 2016 Complete, final 
submission made. 

334/2015 Planning a Healthy City 
LJ to bring a paper to Executive 
on the practical measures needed 
to enable effective CCG input into 
the planning process. 

LJ Jan 2016 Complete. 

341/2015 Summary Report – Audit 
Committee – 25 November 2015 
MP to report back to Board on how 
Q&S committee will address 
clinical effectiveness. 

MP 27 Jan 2016 Q&S Committee 
considered clinical 
effectiveness at its 
meeting on 12th 
January. See summary 
report on Board 
agenda. 

343/2015 Any other business 
LL – would arrange for a briefing 
on the 2016/17 planning round to 
be circulated with the minutes. 

LL Jan 2016 
Planning Guidance 
provided to Non-
Executive members for 
discussion at pre 
meeting 27 January. 

005/2016 
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Summary Report 
Meeting: Board Date: 27 January 2016 
Agenda Item: 006/2016 
Report Title: Chair’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Dr Jason Broch – Clinical Chair 
Presented by: Dr Jason Broch – Clinical Chair  
Other meetings presented to: Council – 19th January 2016 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. Ensure that we have comprehensive commissioning processes and management established that 

enable us to understand and meet the needs of our population through high quality care and which 
deliver improvement in the health and wellbeing of the poorest the fastest. 

 

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

 

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

 

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

 

Executive Summary 
 
This report highlights to the Board key strategic and local issues. 
 
Commissioning Futures 
 
Over the last 18 months Leeds North CCG has worked with members and partners to understand 
and test different elements of the Five Year Forward View and the New Models of Care (NMoC) 
described within this. Practices have worked together successfully and with other providers to 
deliver more integrated care for local populations through a ‘bottom up’ approach.  

Drawing on these successes and associated learning, there is now a  need for LNCCG to work 
with members, partners and the public to deliver improved outcomes for our local population 
by  developing  and implementing a clear strategy to achieve 

• Integrated Commissioning through a placed based approach (aligned budgets / joint 
commissioning for total health & care) 

• Integrated Delivery through Accountable Care Provision with a focus on strengthening primary 
care at scale / primary care unified voice (ultimately working towards an ACO model) 

• Whole population management delivered through NMoC to improve outcomes (needs to 
address variation in quality and care) 

• A new offer of Prevention (needs to address health inequalities) 
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Our Commissioning Futures paper proposes a strategic direction of travel for the development of 
NMoC within LNCCG and the wider health and social care system. The purpose of the paper, 
which was discussed by members at the January Council meeting, is to stimulate discussion and 
enable agreement regarding the future strategic direction for NMoC for Leeds North CCG and the 
city and the priority actions required to progress sign-off and implementation.  

Mental Health 
 
I would like to highlight the significant progress that has been made on the implementation of the 
MH Framework during the last 6 months and the collective work of all partners.  Although not an 
exhaustive list, this includes: 

• The opening of the Crisis Assessment Unit and improved Section 136 suite  
• A much improved IAPT website  http://www.leedscommunityhealthcare.nhs.uk/iapt/home/ 
• A ground-breaking workshop on the impact of childhood abuse as a starter for change 
• the IAPT pilot project working with the Cardiac and Respiratory teams 
• the start of the Information Portal development – information for clients 
• work with third sector partners to design the future peer support model 
• the agreement on the principles of the community based mental health service model 
• the fast progression of  MH Crisis and Urgent Care working group 
• the new establishment of a Recovery College steering Group  
• “turning up the volume” of the service user voice through ‘Together We Can’ 
•  the start of work on the SMI/Physical Health pilot in West Leeds  

 
Thanks to everyone for your valued contribution.  

 
Planning Industrial Action – Junior Doctors 
 
The first of three periods of planned industrial action by junior doctors took place on Tuesday  
12 January 2016. On that day an emergency care only model was supported. All affected provider 
organisations prepared and implemented full plans to ensure adequate contingency planning so 
that disruption was kept to a minimum and care was delivered safely. Leeds Teaching Hospital 
implemented a full Silver Command centre between 7am and 7pm.  Assurance regarding plans 
was sought by the citywide System Resilience Group (SRG). Industrial action is also planned for 
26 & 27 January (emergency care only) and 10 February (full withdrawal of labour). 
 
Medicines optimisation 
 
The Leeds North medicines management team have been co-ordinating the Citywide antimicrobial 
awareness campaign with the Leeds North Communication team, involving activities in both GP 
practices, with patient groups, schools, faith groups, using a multimedia approach and advertising 
on buses.  Leeds North continues to reduce the usage of antimicrobials and we are on target to 
achieve our QP indicators for both total antibiotic prescribing and the percentage of broad 
spectrum antibiotics prescribed. 
 
Practices have also been busy submitting medicines safety incidences.  Another one of our QP 
indictors is to increase the number of medicines reported incidences reported by 7.5% on last 
year’s performance, which equates to 404 incidents by the end of this financial year.  Currently 
Leeds North CCG is at 416 reported incidences which has exceeded our QP target. 
 
Leeds North CCG Board is asked to receive the Chair’s report. 
 

http://www.leedscommunityhealthcare.nhs.uk/iapt/home/
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Summary Report 
Meeting: Board Date: 27 January 2016 
Agenda Item: 007/2016 
Report Title: Chief Officer’s Report 
Prepared by: Joanne France – Office Manager / PA 
Executive Lead: Nigel Gray – Chief Officer 
Presented by: Nigel Gray – Chief Officer 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. Ensure that we have comprehensive commissioning processes and management established that 

enable us to understand and meet the needs of our population through high quality care and which 
deliver improvement in the health and wellbeing of the poorest the fastest. 

 

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

 

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

 

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

 

Executive Summary 
This report highlights to the Board key strategic and local issues. 
 
Urgent Care and System Resilience 
 
The festive season routinely sees the Health and Social Care economy placed under significant 
pressure and 2015/16 was no different. Planning and investments across the system led by the 
System Resilience Group, (which I Chair for the city) ensured that there was increased capacity 
across all parts of the system and put us on a more robust footing to deal with increased demand.   
 
LTHT saw an increase in attendances at A&E with the high acuity, especially respiratory problems 
with the elderly, in turn we saw admissions in excess of 240 a day consecutively for 5 days. Whilst 
this was managed the 4 hour target was not achieved and the knock on effect unfortunately was 
the cancellation of routine procedures and operations in line with LTHT escalation plan. 
Community services managed extremely well though as the elderly cohort of patients move 
through the system the demand for ongoing care is increasing.  
 
Building on the success of last year additional clinics were put on across Leeds North GP practices 
to support the out of hours provider, managed through 111 once again this alleviated the pressure 
on LCD providing increased access to all patients in Leeds. I would like to thank all of those that 
took part in this scheme, feel that it provides us with valuable information in developing our 
response to patients urgent care needs as we move forward in developing New Models of Care. 
 
Extensive work across Leeds and West Yorkshire continues to develop the strategic approach in 
transforming Urgent and Emergency care as set out in the national review, the local strategy led by 
Leeds North will be available for consultation within the next month.  
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Performance – Highlights & Exceptions  
(The data presented in this report is the most up-to-date available on December 21st 2015) 

 

Highlights & Exceptions 
 

HCAI – There were 7 reported C. Difficile cases in October - this was above the CCGs profile 
target. There were no reported MRSA cases in October.  
 
A&E Waiting Times – LTHT did not achieve the 95% standard in October with performance 
at 93.1% (Type 1). HDFT didn’t achieve the standard with 93.7% (Type 1). 2015/16 YTD 
performance was above the standard at LTHT (95.4%) and at Harrogate (95.1%). 
  
18 Weeks RTT – The incomplete pathway standard was achieved with performance of 94.4% 
in October.  Elective cancellations have occurred in recent weeks due to medical admissions 
and high demands. 
 
Cancer 62 Day RTT (Urgent GP Referral) – Performance against the 85% standard in 
October was achieved at 100%.  
 
Cancer 2 Week Waits – The cancer 2 week 1st outpatient appointment target (93%) was 
achieved in October with performance at 95.4%. The 2 week wait breast symptoms 
performance however didn’t achieve the national standard in October with performance at 
92.8%.  
 
Diagnostic Test Waiting Times – The headline 99% was achieved in October with 
performance at 99.9%.  
 
Mental Health & Community – the proportion of people who complete IAPT treatment and 
move to recovery was below the 50% target in October at 35.2%. 
 
Ambulance Response Times – For Leeds North, YAS achieved the Red One 8 minute 
standard but not the Red Two 8 minute standard of 75% in October – performance was 78.3% 
and 73.2% respectively. Performance for 2015/16 YTD was 67.9% for both Red One and Red 
Two. 
 

 
Finance 

Nigel attended an additional Health and Wellbeing Board special meeting to discuss future and in 
year cuts to Local Authority Public Health Funding (Briefing 12 January 2016). 

1. The government Spending Review and Autumn announcement on November 25th will lead to 
significant reductions in the public health grant received by Leeds City Council. 
 

2. Details of the specific cuts faced by Leeds will only be announced in January 2016.  Present 
indications are that there be a recurrent reduction of £3.9m from 2016/17 followed by a further 
£1.1m reduction in 2017/18.  This would result in a £5m reduction (10%) by the end of 2017/18 
and would be followed by smaller reductions in subsequent years. 

 
3. CCGs are working closely together in terms of greater integration and impact analysis 

alongside Public Health and Local Authority who are working through the potential impact.  
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4. The impact on Health and Social Care is yet to be fully understood.  Incorporating these 

pressures into the overall Health and Social Care system is required to firm up commissioning 
discussions for 2016/17.  This will form part of our city Sustainability Transformation Plan. 

Further financial updates will be covered in a separate item on the agenda. 
 
Communications & Engagement: 
 
Virtual Practice Reference Group Network 
  
As set out in the CCGs recently refreshed Communication and Engagement Strategy, we are 
seeking to establish a Virtual Patient Reference Group Network (VPRGN). This group will aim to 
create a network between members of the various practice level groups from across North Leeds. 
  
This new virtual network aims to improve communication and the sharing of good ideas between 
practice groups, enable communication between the CCG and network members and ultimately 
enable greater patient involvement in the commissioning of services.  
  
The CCG has appointed a digital agency to work with the CCG and its stakeholders in co-
producing the best technology solution to serve the population and will consider the likes of 
webinars, video calls, online discussion forums, online questionnaires and other technologies.  
I 
Commissioning Support Unit (CSU):  
 
Information and Technology 
 
A preferred IT and Information provider has been identified via the NHS Lead Provider Framework 
(LPF) process.  eMBED is a consortium that includes Information specialists Dr Foster and a large 
international company, Kier/Mouchel. eMBED will deliver a significant proportion of IT for GP 
Practices as well as CCG IT and Business Intelligence. We have yet to formally award the contract 
and further information will be provided in due course. 
 
Quality Premium in DATIX 
 
We have achieved our Quality Premium in DATIX.  Please see the table below which documents 
the data extracted from Datix compared to last year’s performance and the percentage 
increase.   We needed to achieve a 7.5% increase in the number of incidents logged to achieve the 
Quality Premium. The practices have worked really hard on this and we will continue to support 
them to ensure that this good work carries on ensuring improved quality and shared learning 
across the CCG. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Total 
registered in 
2014 

Registered in current 
financial year to  
 5 January 2016 

% Increase  

Datix non- medicine 
incidents 

188 396 110% 

Datix medicine 
incidents  

375 416 10.9% 
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Investors in Excellence  (IinE) 
 
Leeds North CCG completed and submitted its Investor in Excellence submission document on the 
14 January 2016. The next step of the IinE journey will be an assessment day planned for Monday 
22 February 2016, following which we will receive feedback and look to implement an area for 
improvement plan to take forward over the next 2 years ahead of re-assessment.  
 
The process has given us valuable intelligence into the areas of strength and areas for 
improvement within the CCG now that we are nearing our 3rd birthday. As a result we have created 
an area for improvement plan and are progressing areas that will strengthen our capabilities in the 
future such as, process management and ownership, resilience and project management.  
 
I would like to thank all staff for their input, support and enthusiasm into the process and 
encourage everyone to be involved in the assessment day on the 22nd. 
 
 
Leeds North CCG, Interim Directors of Commissioning 
 
Board were advised recently of Liane Langdon, Director of Commissioning and Strategic 
Development’s new position as Chief Officer of North East Lincolnshire CCG.   
 
After considering our options, Rob Goodyear our Deputy Director of Commissioning (Planning and 
Performance) and Gina Davy, Deputy Director of Commissioning (Primary Care and Business 
Development) have been appointed as interim Directors for a 12 month period to January 2017. 
 
Rob is the Interim Director of Commissioning (Partnerships and Planning) and is responsible for 
leading planning within the CCG and for working across the city with other CCGs and the Local 
Authority around planning.  His role also has responsibility for Communications and Engagement 
and all of the work involved within patient engagement. Other responsibilities include Third Sector 
Grants Scheme and social prescription. 
 
Gina is the Interim Director of Commissioning (New Models of Care) and is responsible for leading, 
developing and implementing the CCG's strategic delivery of New Models of Care and for the 
commissioning and development of primary care for the population of Leeds North CCG.   She will 
also be the Lead Director for the co-commissioning of primary care. 
 
I am sure you will join me in congratulating them on their new roles. 
 
Appointment of Interim Chief Executive and Interim Chief Operating Officer 
 
Jill Copeland will be undertaking the role of Interim Chief Executive at Leeds and York Partnership 
NHS Foundation Trust from 1st January 2016 until such time as a substantive appointment is 
made.  Arrangements will be made to recruit to the substantive Chief Executive post early in 2016. 
 
I will keep you updated in relation to progress in appointing to the substantive Chief Executive and 
in the meantime I am sure you will join me in expressing support and good wishes for Jill during 
her interim assignment. 
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Leeds Safeguarding Adults Board 
 
Richard Jones CBE, has been appointed as the new Independent Chair of the Leeds Safeguarding 
Adults Board, Leeds City Council.  
  
I am sure you will join me in welcoming Richard to Leeds and consider how we may be able to 
support him in his role and in the important work of the Safeguarding Adults Board.   
 
IT – Outage Problems 
 
There were some technical problems 11 and 12 January which caused machines to crash and 
documents to be frozen and in a locked state. This was down to Microsoft Windows updates which 
have been applied on the servers to mitigate cyber security loopholes and risks. 
  
We managed to give the servers a “virtual push” i.e. a soft restart which applied the rest of the 
updates. This has now completed and services should have returned to normal. 
 
Information following flooding at Assisted Living Leeds 

The Assisted Living Leeds (ALL) centre on Clarence Road in Leeds was badly affected by recent 
flooding. Significant damage was caused taking it out of service as a ‘one stop’ for assistive living 
services in Leeds.  Critical Equipment and Tele Care services have been temporarily moved 
elsewhere but this upheaval will inevitably impact on service delivery. There will be some 
disruption to non-critical service operation while resources are redeployed.  Appropriately 
implemented service continuity planning meant that no calls to the Tele Care service were missed 
during and following the flooding and during temporary relocation. 

A flood recovery action plan is being implemented to ensure service disruption is minimised, to 
provide continuity of service for critical services and appropriate alternative work space for staff 
affected and to look at mid and longer term accommodation planning. 

In the short term, the Tele Care service has moved to its Disaster Recovery Site at Cross Green. 
Some of the LCES administration has moved to Cross Green with warehousing at Roseville 
Enterprises which has much larger floor space and better arrangements for vehicular access. Blue 
Badge administration has moved to Hunslet Hall and assessments are in the process of being 
relocated to a range of venues including Holt Park and various health centres. Service users with 
appointments are being notified of any changes. 

Local Government Boundary Commission 
 
The Chief Executive of Leeds City Council, Tom Riordan wrote in late 2015 that the Local 
Government Boundary Commission is currently undertaking an Electoral Review of the Leeds 
District.  Electoral Reviews are initiated primarily to improve electoral equality.  This means 
ensuring, so far as is reasonable, that, for a principal council like Leeds, the ratio of electors to 
councillors in each electoral ward or division, is approximately the same.    
 
The Leeds submission will be emphasising that the multiplicity and range of responsibilities and 
duties of councillors particular to Leeds, coupled with their representational role places 
considerable demands on all councilors. 
 
We will advise Board when more information is known following this review. 
 

http://www.leeds.gov.uk/c/Pages/assistedLiving/leedscommunityequipmentservice.aspx
http://www.leeds.gov.uk/c/Pages/assistedLiving/leedscommunityequipmentservice.aspx
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LGC Awards 2016 
 
Leeds City Council has been shortlisted for the National Local Government Award for the Public 
Health category for the work under the Self-Management steering group – Lucy Jackson, thanked 
colleagues for ongoing support for this programme. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Leeds North CCG Board is asked to receive the Chief Officer’s report. 
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Summary Report 
Meeting: Board Date: 27th January 

2016 
Agenda Item: 008/2016 
Report Title: LNCCG Commissioning Futures 

Prepared by: Nigel Gray -  Chief Officer 
Gina Davy -  Director of Commissioning, Primary Care and 
New Models of Care  

Executive Lead: Nigel Gray -  Chief Officer 
 

Presented by: Nigel Gray -  Chief Officer 
Gina Davy -  Director of Commissioning, Primary Care and 
New Models of Care 

Other meetings presented to: LNCCG Executive, January 9th, 2016. 
LNCCG Council of Members, January 19th, 2016. 

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 
 

Over the last 18 months LNCCG has worked with members and partners to understand and 
test different elements of the Five Year Forward View and the New Models of Care (NMoC) 
described within this. Practices have worked together successfully and with other providers 
to deliver more integrated care for local populations through a ‘bottom up’ approach.  

Drawing on these successes and associated learning, there is need for LNCCG to work with 
members, partners and the public to develop and implement a clear strategy to deliver the 
key elements of NMoC and achieve improved outcomes for our local populations.   The 
need to progress local implementation of NMoC is further reiterated in the recently published 
2016/17 planning guidance.  

Based on conversations, discussions and learning to date from within LNCCG and with 
partners, the paper proposes a strategic direction of travel for the development of NMoC 
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within LNCCG and the wider health and social care system.  

The purpose of the paper is stimulate discussion and enable agreement regarding the future 
strategic direction for NMoC for LNCCG and identify priority actions for implementation. 

The paper formed the basis of discussions at the Council of Members meeting on January 
19th 2015. At the time of submitting this Board paper themes from these discussions are in 
the process of being collated. A synopsis of these themes will be shared verbally with 
members of Board at the meeting on Wednesday the 27th of January.   

 

Key Recommendations 
 
Members of the Board are asked to: 
• review and consider the Commissioning Futures paper. 
• provide feedback regarding their support for the strategic direction of travel described in 

the Commissioning Futures paper. 
 
Assurance Framework 
 
Next Steps 
 
• Ensure that the comments and feedback from the discussion at Board shape the 

strategic direction of travel for NMoC. 
 

Corporate Impact Assessment 
Regulatory Implications  
Financial Implications  
Legal Implications  
Workforce Implications  
Equality Impact Assessment  
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Leeds North CCG 
 

Commissioning Futures  
 

1. Background and Context 
 

The health and social care landscape in which CCGs were established is rapidly changing. The Five 
Year Forward View is clear that integration is the way forward and this is further reinforced in the 
initial planning guidance for 2016/17. We need to increase and grow both integrated commissioning 
and integrated delivery, focussing on New Models of Care is the vehicle which will drive the changes 
required. Characteristics of New Models of Care (NMoC) include: 

• Place-based commissioning - The commissioning responsibilities of CCGs are increasing 
to include both the co-commissioning of primary care and of specialised commissioning. 
These new responsibilities alongside CCGs’ existing responsibilities for core acute care, 
mental health care and community services mean CCG’s become responsible for 
commissioning the totality of health need for a given place and its population.  
 

• Outcome based commissioning - There is a national move towards designing new 
contracts based on outcomes as opposed to transactions. It is anticipated that outcomes-
based contracts could be delivered through new, integrated, organisational forms such as 
Accountable Care Organisations. 
 

• Accountable Care (AC) provision - The basic concept of AC is that a group of providers 
work together and agree to take responsibility for the care for a given population for an 
agreed period of time. The role of the commissioner focusses on commissioning the AC 
formation to deliver a set of agreed outcomes for the given population.  

NMoC require the CCG, as well as the wider Leeds health and social care system, to adapt and 
transform. Alongside this, we need a stronger grip on our financial challenges now and for the future. 
This is all backed up within the initial planning guidance for 2016/17. 

NMoC require us to focus on inequalities and to reduce the gaps in health and wellbeing, care and 
quality and funding and efficiency in Leeds. The blueprint for the development of our place based 
system of care for Leeds should be based on need (not clinical interest) and fully aligned with the 
outcomes in our revised Joint Health and Wellbeing Strategy. We need to move to a system whereby 
we have a social contract with the public (e.g. Alaska model), and ensure the financial sustainability 
of the health and social care system potentially moving towards one system integrated budget as a 
way to achieve true integration.. 

Our aim here is to ensure we move to a more sustainable NHS for our patients and citizens both now 
and in the future. Based on ‘what matters most’ to us as Leeds North and our citywide health and 
social care colleagues, our areas of focus as we progress NMoC are: 

1. A continued patient and community focus  
2. A real focus on processes to ensure delivery  
3. Development of culture and management  
4. Robust leadership conversations  
5. Acceptance of the need to prioritise  
6. The importance of being able to measure our success – helping to create the ‘glue’ which 
will enable us to hold all this together.  
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2.  Patients at our core  
 
As health commissioners and providers begin to develop NMoC in Leeds, it will be critical for 
organisations to ensure that the populations we serve are involved as partners throughout the 
process and that there are very clear lines of communication and engagement.  
 
Delivering the Five Year Forward View requires us to work in a more integrated way than ever 
before. It is critical that any associated change is done in a way which meets patient and citizen 
needs. The responsibility for doing this lies with us and the process of developing our thinking around 
NMoC must include robust and less complex care for patients and the public. We describe this is as 
co-production.  
 
As Leeds North CCG continues to develop these NMoC it is essential to support a programme of 
engagement that provides residents of Leeds North with the opportunity to share their views about 
what ‘good’ services and care look like. This will include focus-groups and co-production sessions 
that provide space and time for a discussion and debate.  
 
3.  Key Principles  
 
3.1 A Continued Patient and Community Focus  
 
Integrated services are what our patients and citizens have told us they would like to see. We will 
continue to work in our 13 Neighbourhood Teams across the city.  In Leeds North we will continue to 
enable groups of practices to do this across Otley, Meanwood, Roundhay and Moortown, Wetherby 
and Chapeltown. We will develop a more robust approach to supporting health and wellbeing, 
including a stronger mental health focus and greater user of the voluntary sector to support 
incentives for example, social prescribing 
 
3.2  A Real Focus on Processes to Ensure Delivery  
 
Commissioning processes will be reviewed to become more joined up to support the direction of 
travel for more integrated commissioning. This will be through more joined up working of both Leeds 
City Council and other CCG governance structures and colleagues. The initial planning guidance 
requires a citywide planning approach to facilitate the development of a system wide plan that all 
organisations within the geographic footprint can support. This will reduce silo working, reduce 
duplication and enable us to think differently regarding money and funding flows. Our aim is to move 
away from activity driven commissioning towards commissioning for outcomes that meet the needs of 
a given population of patients. As part of a new joined up approach, the CCGs will start to share 
some functions and processes, and ‘do things once’ across CCGs – for example quality assurance, 
communication and some contract management.  
 
3.3  Development of Culture and Management  
 
Practices and localities will be supported to look at whole population management, with shadow 
budgeting in place where this helps the local ambition. Support for self-care and personalisation will 
be promoted. If we aspire to be an actual Accountable Care Organisation, we will encourage and 
support local providers (Hospital, Community, Practice and Leeds City Council staff) and 
commissioners to have new forums to discuss and agree transparent governance and new ways of 
working which is documented and enacted.  
 
3.4  Robust Leadership Conversations  
 
A strong financial grip continues to be a focus in all guidance. An £850 million saving is expected in 
the next 5 years. We will need to rethink what our funds are spent on and ensure the running of any 
commissioning or provider organisations across the city is as efficient as possible. This will mean 
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both commissioner and provider organisations being more joined up with the potential to move 
towards a single system integrated budget  
 
3.5  Acceptance of the Need to Prioritise  
 
With tighter financial allocations, we will not have enough money to do everything we want to do in 
the way we have done previously. Planning will need to focus on  what we are not going to do rather 
than what extra we want to do and how we can maintain quality and access by working differently . 
We will develop a decommissioning plan and ensure our commissioning intentions reflect and ensure 
our NHS is sustainable for future years.  
 
3.6  The Importance of Measurement  
 
Our health and social care system is a complicated one. We need to simplify and define the 
outcomes we want to achieve for our patients, citizens and populations. Urgent care responses need 
to be more planned from a patient perspective. Patient handoffs between providers are complicated 
and patients don’t like them. We need to have clear measurable improvement metrics to demonstrate 
to our patients and citizens that we can do this more transparently; we need to adjust our 
governance, reporting and contracting to do this.  
 
4.  Integration and Bringing Conversations Together  
 
4.1  Integrated Provision 
 
We currently have a number of providers across the city. Within Leeds North CCG, our current range 
of providers include of diverse and a thriving voluntary, community and faith sector, 28 independent 
General Practices, one Community Trust (Leeds Community Healthcare), two acute providers (LTHT 
and Harrogate District FT) and one mental health trust (Leeds Mental Health Trust). Simultaneously, 
Leeds City Council commission a breadth of social and wellbeing services for the population of Leeds 
from a variety of providers. Figure 1 depicts our current provider landscape in greater detail.  
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The overall budget available to health and social care commissioners is reducing. We also know that 
commissioning services by provider as opposed to around the needs of a population can often result 
in duplication and poorer patient experience through fragmentation of care.  We need to use the 
money available to us differently to deliver better outcomes and experiences for our patients. The 
delivery of health outcomes through an accountable care model is predicated on providers working 
together to utilise the totality of the commissioning budget for an agreed population to deliver 
improved health outcomes. 
 

4.2 Supporting and developing our market 

Based on conversations with our members and developing conversations with providers, we are 
developing a market development strategy. We aim to achieve “a diverse range of strong and 
sustainable health and social care providers (from the statutory and voluntary sectors) capable of 
working together to deliver agreed health outcomes for the population of North Leeds”.  
 
We need to implement a more directive approach to market management and development whilst 
simultaneously providing a greater degree of provider development support for member practices.  

This will require us to: 

A. Strengthen primary care provision at scale and facilitate a unified voice for General 
Practices in Leeds North CCG. 

In assessing our local market, our General Practices are one of the most important providers of 
NMoC. However, the current configuration of our 28 General Practices as relatively small and 
individual providers creates real challenges in how they respond to the delivery of NMoC. While 
the benefits of planning more efficient collaborative approaches to the delivery of contracted 
services are evident, the existing pressures on General Practices mean the clinical or 
managerial capacity to scope how this could be delivered is often lacking. Practices have fed 
back that they want greater levels of support from the CCG to support the organisation and 
delivery of primary care provision ‘at scale’ to increase the sustainability of general practice.  

Creating and supporting opportunities to deliver and organise clinical and back-office functions 
more effectively will deliver a range of benefits including: 

• reducing duplication and therefore maximising existing capacity within primary care thus 
increasing the resilience and sustainability of general practices within the CCG; 

• enabling practices to work together to progress areas of innovation and improvement 
together and in partnership with other providers; 

• supporting practices to identify, plan and deliver interventions across a number of 
practices and with other providers to deliver agreed outcomes for key population groups.  

 

B. Enable care provision through an Accountable Care approach  

We currently commission health and wellbeing services for our population through multiple 
individual contracts with different providers. Our approach can often be fragmented. We 
commission different components of patients’ care pathway from different providers and do 
not incentivise providers to work together to plan and deliver care around the needs of 
patients or populations.   
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We want  care to be provided  for our population through an Accountable Care approach 
whereby our local providers work together to plan and configure care delivery and 
interventions which deliver an agreed set of outcomes. 

There is a need to establish a forum for local providers to ‘sit’ to plan how they could work in a 
more integrated way to deliver population health outcomes. It has been proposed that the 
CCG hosts and supports a Leeds North CCG Population Health Management Forum. By 
creating a ‘table’ for providers to consider how they could work together to deliver population-
level outcomes, options regarding possible options for delivery can be scoped. 

Through the provision of management, finance, and analytics support, it is anticipated that 
within two to three years, this population management forum could form the basis of the 
overarching ‘Board’ of a Leeds North Accountable Care Organisation, should this be 
something we aspire to become.  

Current national thinking is that the optimum footprint for delivering care through an 
Accountable Care model is a population of 30-60,000. This could be enabled locally through 
the formation of 4-5 operational delivery hubs across the CCG as the ‘delivery arm’ of a 
potential Accountable Care Organisation. The hubs would enable the co-ordinated provision 
of care for the population who live in the hub area based on their particular needs as outlined 
in the JSNA. The role of the Population Health Management Health Forum, at the heart of 
Accountable Care provision, is to simultaneously ensure the individual locality hubs function 
well as microsystems (meeting the needs of local populations) as components of a wider 
system that works efficiently, effectively and sustainably.  

Figure 2 below depicts what this could look like.  
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The initial ‘make-up’ and focus of hubs would reflect the nature of existing NMoC being progressed 
by networks of practices across localities. For example: 

• The pre-cursor to the Chapeltown delivery hub is the project being undertaken between 
Chapeltown practices and the LCH diabetes services to develop and measure the impact of a 
new model of care to improve outcomes for the diabetic population of Chapeltown. 

• A proposal has been submitted by a group of practices wishing to test their ability to manage 
the total health budget for their collective population. The CCG is working with the practices to 
scope how, by working together on a range of quality improvement initiatives designed 
achieve key outcomes relating to the quality of planned care, practices can utilise the overall 
budget differently to deliver new models of care.  

Over time, it is anticipated that approaches being progressed within individual hubs will be rolled out 
across all hubs. Consequently, it is hoped that the membership of all locality delivery hubs would be 
extended to include all local providers required to deliver the full range of health outcomes to be 
commissioned through the Population Health Management Forum (which could in turn develop into 
an ACO in its own right).  

 
4.3 Integrated Commissioning  
 
Central to the Five Year Forward View and the commissioning of NMoC is the CCG’s transformation 
of what and how we commission. We know that we need to commission smarter to meet this 
challenge. A number of commissioners currently exist within our Health and Social Care system 
(CCGs, Leeds City Council, Public Health and NHS England). Our view is that some functions can be 
shared more effectively across our CCGs. Communications and engagement is one example of this, 
Leeds North CCG currently lead on Mental Health and Learning Disabilities - we believe we can do 
this more effectively jointly with Leeds City Council colleagues and use mechanisms such as the 
Better Care Fund to support this.  
 
NHS England currently lead on Primary Care contracting – we believe a greater commissioning focus 
to this work lead by the CCGs can enable greater opportunistic working with a strong local focus and 
delivery hence our co-commissioning conversations.  
 
 
4.4 Commissioning for outcomes 

Commissioning for outcomes as opposed to outputs is central to NMoC. The CCG’s commissioning 
strategy will describe how the organisation will transition from an output to outcome based 
commissioning approach and it is recognised that this must be done through a stepped, incremental 
approach so as not to destabilise providers. Our approach to outcome based commissioning will 
build on the learning acquired though our Outcomes Based Commissioning Framework and 
experience to date. 

It may be useful to describe an aspirational trajectory of the total annual contract value to be 
commissioned through an outcomes as opposed to output based contract. These outcomes will meet 
the needs of the key population groups for the city as follows: 

• Children (Start well) – Ensure everyone has the best start in life 
• Adults (Live well) – Live longer and healthier lives 
• Older People (Age well) - Live full, active, independent lives 
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We will use our Leeds North CCG 2016/17 engagement scheme to further progress an outcomes 
based approach to commissioning with our member practices. As outlined in table 1 below, this will 
be enabled by aligning existing contracts which support the delivery of key health outcomes.  
 
Population Outcome Alignment of existing contracts that support 

delivery of this outcome – current 
commissioner shown in brackets. 

People at risk of ill 
health 

People are supported 
to achieve the healthy 
lifestyle goals  

CCG Core Engagement Scheme (CCG) 
LCC Healthy Living Services (LCC) 
QOF (NHSE) 
Testing alternative models of delivery through 
re-configuration of existing healthy living 
services.  

People with 2+ 
LTCs 

People living with 
LTCs feel motivated to 
reach their wellbeing 
goals 

QOF  
House of Care 
Via co-commissioning we are exploring QOF 
leniency to enable practices to deliver the 
House of Care approach. 

Frail and complex 
population 

People are supported 
and well managed 
close to home 
People experience an 
improvement in the 
quality of care 
received 

CCG Outcomes based Commissioning Scheme 
(CCG) 
Admissions Avoidance ES (NHSE) 
Co-commissioning and alignment of AAES. 
 

 
Table 1 
 
The diverse nature of the LNCCG population means that the relative size and demands of key 
population groups will vary by geographical area. We will use our local intelligence to support the 
definition and weighting of population and outcomes for different geographies of the CCGs as well as 
the way in which we align contracts and resources to meet specific population needs. This is 
illustrated in Figure 3 below in the differences in the demands of delivering outcomes for two of our 
geographic populations within the CCG area. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3 
 

People with 2+ LTCs 

 Complex and 
vulnerable population 

People at risk of ill-
health 

People with 2+ LTCs 

 Complex and vulnerable 
population 

People at risk of ill-health 
Chapeltown Wetherby 
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5. Moving Towards an Accountable Care Organisation (ACO)  
 
Accountable clinical or care organisations could involve the development of a single integrated 
commissioning function, taking on a budget for the population and services covered by the patch. 
This could be in similar fashion to that being explored by national vanguard sites developing 
Multispecialty Care Provider (MCP) and Primary and Acute Care System (PACS) models of delivery. 
The challenge facing the ACO will be to develop payment and incentive mechanisms that are 
underpinned by shared measures of success spanning services and organisations. Following our 
Council of Members discussions, we agreed to create a table for just Commissioner and Provider 
conversations and one potential option is described at Figure 2 as the Leeds North Population Health 
Management Forum. A more detailed description of what this could look like is depicted below at 
Figure 4. 
 
 

 

Figure 4 
 
For example, South Somerset Symphony Programme (PACS) have set up a newly-established joint 
venture board with their local GP federation to hold a single capitated budget and allocate resources 
to where they are required in order to make the most difference to their patients’ care. The hospital 
trust and GP practices will be working together to develop the appropriate contractual arrangements. 
Under the new model, a patient with multiple long- term conditions will see improvements in the way 
different professionals will work together to meet their needs. Whilst these types of arrangements are 
not common in the UK yet, they are internationally with examples such as Intermountain Healthcare 
which is based in Salt Lake City, Utah (US). 

The Accountable Care Organisation 
(ACO) TABLE to deliver Whole 

Population Management and New 
Models of Care 

Information and 
analytic support to 

enable us to 
understand 

variation and need.  
Our provider 

colleagues 
(LTHT 

Consultants) 
(LCH Senior 

Nurses & 
Managers (MH 

Colleagues 

GPs – representing our 
CCG and our Providers 
(our locality & Exec GP 

Leaders) 

CCG Staff to 
work up plans 

and help 
delivery 

Healthwatch to 
ensure a 

patients voice 

Our Finance Team 
to help move the 
money and share 

budgetary 
information 
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6. Harnessing Technology  
 
We need to rethink how care is delivered given the huge potential of digital technology to offer care in 
radically different ways. The requirement of a Digital Roadmap as part of the Five Year Forward View 
and planning guidance makes this clear. We will align our service redesign with upcoming test bed 
sites. We will accelerate adoption and spread of digital health care. They will be supported to develop 
a local digital strategy identifying how they can transform access and delivery of care through 
technology solutions. This will include: extended GP access and seven day NHS services; prevention 
and self-care; and enabling personalised care.  
 
 
7. Leadership and Workforce Redesign  
 
A modern flexible workforce is needed to enable networks of care organised around patients and 
local populations – reflecting the diversity of the communities served.  
 
Too often, our current system has incentivised different parts of the health and care system to work 
separately from each other. That can mean that vulnerable patients with more than one health or 
care need, such as older people with dementia, are not always getting the high quality care they 
deserve.  

Leadership, workforce and organisational development are essential to enable the delivery of a 
reconfigured model of care around the needs of patients and local populations. It requires a proactive 
and explicit approach which focusses on: 

• empowering and supporting frontline professionals to work together to redesign care delivery 
around the needs of patients as opposed to organisational processes. 

• developing local leadership capability to support and develop local relationships and to articulate 
and lead system change which improves outcomes for patients. 

• the recognition that the traditional commissioning of care across different organisations has 
resulted in skill gaps between professionals working in different organisations. The solutions to 
overcoming these gaps require a collaborative approach between providers which focus on the 
needs of the patient.  

• the acute pressures on the primary care and community clinical workforce demand collaborative 
approaches and solutions including rotational posts.  

• supporting and enabling transactional solutions which overcome current challenges around 
employment option, indemnity, information sharing etc. to enable clinicians and professionals to 
deliver new care models  

• Support clinical and social care leaders to work out the best way of working together, breaking 
out of traditional hierarchies, while maintaining clear lines of delegation 

To deliver full integration, frontline clinical and professional leaders need to be willing and able to 
work together across different care settings, sharing their expertise across organisational boundaries. 
This has not been achieved at scale before.  
 
Version 12 
08/01/16 
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Summary Report 
Meeting: LNCCG Board Date: 27th January 

2016 
Agenda Item: 009/2016 
Report Title: Primary Care Co-Commissioning Update 

Prepared by: Gina Davy - Interim Director of Commissioning (Models of 
Care & Primary Care) 
Jenny Davies – Deputy Chief Finance Officer 
Stephen Gregg – Head of Governance and Corporate 
Services 

Executive Lead: Nigel Gray – Chief Officer 
  

Presented by: Nigel Gray – Chief Officer 
Gina Davy – Interim Director of Commissioning (Models of 
Care & Primary Care) 

Other meetings presented 
to: 

LNCCG Executive, January 9th, 2016. 
LNCCG Council of Members, January 19th, 2016. 

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 
 

In November 2015 Leeds North CCG (LNCCG) Council of Members and the LNCCG Board 
agreed to support an application for LNCCG to take on delegated responsibility for primary 
care commissioning. 

In order to provide continued support for the application, members requested that the level 
of financial risk be clarified, and an update report on this and other identified risks be 
brought back to both the January 2016 Council of Members  and  LNCCG Board.  

This paper provides a summary of the key actions that are being progressed to reduce the 
risks associated with the CCG taking on delegated responsibility for the commissioning of 
primary care.  These risks and mitigating actions relate to finance, capacity, citywide 
consistency, balancing conflicts of interest and the challenges associated with the 
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commissioning of General Practice services. 

The LNCCG Council of Members reviewed the risks and associated mitigating actions 
outlined within this paper on the 19th of January meeting. Following discussion, members 
supported and endorsed  the CCG’s application to take on delegated responsibility for 
primary care commissioning. 

 

Key Recommendations 
Members of the LNCCG Board are asked to: 

1. consider the summary of risks and mitigating actions outlined within the paper. 
 

2. confirm that they are comfortable to proceed with the CCG’s application to take on 
delegated responsibility for primary care commissioning from April 2016. 
 

Assurance Framework 
 
Next Steps 
Continue to progress the actions to mitigate the risks associated with the CCG taking on the 
responsibility for the commissioning of primary care.  
   
Corporate Impact Assessment 
Regulatory Implications  
Financial Implications  
Legal Implications  
Workforce Implications  
Equality Impact Assessment  
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Leeds North Clinical Commissioning Group  

Co-Commissioning Update for Board – January 2016 

1. Background 
 

In November 2015, Leeds North CCG (LNCCG) Council of Members and the LNCCG Board agreed to support 
an application for LNCCG to take on delegated responsibility for primary care commissioning.  

In order to provide continued support for the application, members requested that the level of financial 
risk be clarified, and an update report on this and other identified risks be brought back to both the January 
2016 Council of Members and  LNCCG Board meetings.   

Following the submission of LNCCG’s application to take on delegated responsibility for primary care 
commissioning, the CCG received feedback from NHS England on the 18th of December that this application 
has been approved by NHS England.   

At the LNCCG Council of Members meeting on January the 19th 2015, the actions being progressed to 
mitigate key risks associated with co-commissioning were presented to members. Following discussion, 
members supported and endorsed   the CCG’s application to take on delegated responsibility for primary 
care commissioning. 

2. Risks and Mitigating Actions 
 

The table below provides a brief summary of the current levels of risk associated with taking on additional 
delegated commissioning responsibilities from April 2016. 

Summary of risks raised and 
discussed by members. 

Mitigating Actions (January 2016) 

 
Capacity - There is a risk that the 
time and capacity required to 
fully deliver all delegated 
functions may prevent the CCG 
from leading on the 
transformation of primary care 
and realise the stated benefits of 
co-commissioning for the local 
population and member 
practices. 
 

 
The three Leeds CCGs are working closely with the NHS England (NHSE) Area 
Team (AT) regarding which elements of delegated commissioning 
responsibilities could continue to be delivered by the AT.  
 
The AT have confirmed that they will continue to deliver primary care 
contracting and commissioning  functions unless otherwise stated by CCGs. 
This enables a more incremental approach to the CCG’s delivery of 
additional primary care commissioning functions. The approach being 
undertaken by LNCCG is to focus on the delivery of areas from April 2016 
which will have the most significant impact on improving the quality of local 
services for patients eg quality, estates planning and aligning CCG and AT 
commissioning developments.    
 
It is proposed that the more transactional and contractual tasks will 
continue to be delivered through the AT.  In addition, where CCG’s propose 
to undertake additional commissioning responsibilities, there is 
commitment across the CCGs to ‘share’ roles across CCGs where this makes 
sense eg estates and analysis of citywide quality themes.  
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Consistency across the city – 
There is a risk of fragmentation 
and lack of consistency in 
approaches to primary care 
commissioning across the city.  

All three CCGs have had their applications for full delegated co-
commissioning of primary care approved by NHSE.  The three CCGs have 
established a strategic primary care commissioning group to maximise 
opportunities for consistency of primary care commissioning approaches 
across the three Leeds CCGs. 
 
Sign-off and decision making in relation to primary care commissioning 
initiatives and decisions will be made within each CCG Primary Care 
Commissioning Committees. 
 

Finance – Council was particularly 
concerned about the uncertainty 
over the level of financial risk and 
potential deficit that the CCG may 
inherit along with Level three co-
commissioning responsibilities.  

In November 2015, discussions were held with NHSE regarding the current 
LNCCG primary care funding being insufficient to cover current costs, 
causing a significant financial risk. The shortfall was approx. £600k and in 
response to this NHSE investigated the allocation process. The outcome was 
that Leeds North's allocation increased by approximately 550k, resolving this 
issue. This means that the 15/16 forecast for primary care is now breakeven.  
 
Until the CCG receives the planning guidance with the allocations (including 
primary care) it is not known what the true financial risk will be until the 
spending review has taken place. Current estates investments will have 
increased rent revenue implications although the CCG is currently working 
to mitigate this and without level 3 co commissioning this early mitigation 
wouldn't be possible. 
 

Balancing Conflicts of Interest 
and Clinical Involvement – 
Concerns were raised that the 
absence of member practice 
representation on the Primary 
Care Commissioning Committee 
could limit clinical involvement.  

The CCG’s internal governance arrangements are currently being reviewed 
to in light of additional co-commissioning responsibilities and to enable 
delivery of population health management.  The new arrangements will 
ensure that the proposed Population Health Management Group, CDU and 
Primary Care Quality Improvement Groups are utilised to maximise clinical 
involvement in the development and discussions of all issues relating to 
Primary Care commissioning in advance of decision making at the LNCCG 
Primary Care Commissioning Committee (PCCC). The draft PCCC terms of 
reference specifically permit GP Board members to participate in strategic 
discussions, but not to be involved in decision making. 
 

The increase in demands on 
General Practice alongside 
significant challenges to 
workforce recruitment and 
retention creates a risk that 
some General Practices and 
services will fail - In taking on 
delegated responsibility for the 
commissioning of General 
Practice, the CCG will accept the 
risks associated with 
commissioning General Practice 
services for population of North 
Leeds. 

 
The CCG will be able to use its local insight regarding the way in which 
practices are currently delivering core primary care services to inform more 
localised commissioning and contracting of primary care. This will be a key 
element of New Models of Care and place based commissioning.  
 
The provision of additional and more aligned support from CCG teams  to 
support  practices to work together to identify opportunities for more 
efficient delivery of existing services,  will reduce the likelihood of practices 
failing to deliver core services. Support will focus on areas such as workforce 
planning, budgets and identifying actions that could more effectively be 
‘done once’ across a number of practices. 
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3. Preparation for primary care commissioning responsibilities from April 2016 
An internal task and finish group has been established to ensure full readiness for the CCG’s additional 
commissioning responsibilities from April 2016. Appendix 1 provides a synopsis of the key tasks being 
progressed by the group to ensure smooth and safe transition of primary care commissioning 
responsibilities from April 2016.  
 
4. Recommendation 

 
Members of the LNCCG Board are asked to: 

• consider the summary of risks and mitigating actions outlined within the paper. 
• confirm that they are comfortable to proceed with the CCG’s application to take on delegated 

responsibility for primary care commissioning from April 2016. 
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Leeds North Clinical Commissioning Group 
Appendix One: Summary of key milestones to ensure LNCCG readiness for additional co-commissioning responsibilities 

 
Area Key Actions Timescale  Lead Progress / Comments 

 
Governance 
 

1. Clarify Legal Advice protocol and arrangements 01/02/16 SG Awaiting full delegation agreement to advise and develop 
citywide approach. 

2. Primary Care Commissioning Committee 
Arrangements 

01/02/16 SG Work underway to establish set-up, governance and forward 
work plan arrangements. 

3. Comprehensive review of current committees and 
governance arrangements ahead of the Primary 
Care Commissioning Committee establishment 

29/02/16 SG Mapping of roles, responsibility and functionality of:   
• Primary Care Commissioning Committee, 
• Quality and Safety, GPR and Audit Committees  
• Primary Care Quality Improvement Group 
To include review of ToR to ensure alignment of roles and 
function.  

4. Conflict of Interest Policy 29/02/16 SG Board and CCG staff registers of interest recently updated. 
Register of member practice interests being updated Jan-Feb 
2016. 

5. Consideration of associated policies, impacts and 
responsibilities 

01/04/16 SG Work ongoing with other Leeds CCGs and city-wide 
governance team to review approaches to key issues including 
risk, complaints and counter fraud and action accordingly  

6. Ensure risks associated with co-commissioning are 
reflected on DATIX  
 

Completed SG  

Finance 
 

1. Clarification of budget allocation and level of 
inherited financial risk 

 

Completed JD Risk assessment undertaken and level of financial risk 
associated with primary care budget. Clarification around 
finances has mitigated risks presented to the Council of 
Members 19th January 16. 

2. Establish working processes and arrangements from 
April 16 

 

01/04/16 JD CCG Finance resource seconded part-time to Area Team 
Finance to establish clear understanding of processes and 
procedures and clear hand over arrangements from April 
2016. 

Communication, 
Engagement and 
Equality and 
Diversity (E&D) 

1. Communication to members, stakeholders, patients 
and the public  

 

Ongoing SB Agree ongoing mechanisms and arrangements to ensure 
transparency and a coordinated approach 

2. Presentation to Scrutiny Board 22/12/15 
 

Completed  GD Paper submitted to scrutiny board focused on specific areas 
identified by scrutiny.   

3. Development  and delivery of city-wide stakeholder 
communications plan  

 
 
 

01/04/16 SB Work with city-wide colleagues to develop and deliver  a 
communications plan to include: 

• Media plan  
• Social media  
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 • LCC Stakeholder briefings 
• FAQ document. 

4. Equality and Diversity (E&D) 01/03/16 SB • Scope current E&D support / advice services available to 
PC from NHSE.  

• Assess level of support required from CCG 
5. Patient Experience  
 

01/03/16 SB • Scope current support and advice services available to 
Primary Care from NHSE for Friends and Family Test, 
Annual GP Patient Survey etc.  

• Assess level of support required from CCG and develop 
plan for delivery. 

6. Political Stakeholder Engagement plans 
 

01/04/16 SB Work with other CCG leads to establish ongoing 
• City-wide and CCG level systems for political engagement 
• Engagement plans for Scrutiny around Primary Care 

Readiness to 
deliver primary 
care 
commissioning 
responsibilities  

1. Clarification of delivery of  tasks associated with 
additional Primary Care responsibilities  

26/02/16 GD Work ongoing with Area Team and other CCGs to establish 
roles and responsibilities, tasks and commitments. Clarity 
established for 80% of tasks. 

2. Agree shared functions, protocols and policies 
across the city. 

 

Ongoing 
 

GD Work closely with the Area Team and other CCG Leads to  
• Establish current capacity and future requirements to 

deliver additional responsibilities 
• Develop shared policies and protocols across shared 

functions i.e. estates 
3. Additional capacity secured  within the CCG Locality 

Team 
22/01/16 GD Work completed to analyse current capability and capacity 

gaps within the team. Work now underway to secure additional 
capacity and capability within the team.  to deliver additional 
responsibilities and gap 

4. Agree and implement performance reporting 
arrangements for Primary Care and Quality and 
Safety Committees 

 
 

01/04/16 GD Process and method to be agreed and implemented for 
regular Primary Care performance reporting to PCCC, Quality 
Improvement Group and Quality and Safety Committee – 
supports  and links to  governance review of PCCC and 
associated committees.  

5. Consideration and progression of key areas of 
delivery aligned to population based commissioning 
• QOF Leniency 
• Engagement Scheme 

 GD Explore options surrounding QOF leniency in relation to the 
16/17 engagement scheme and population based 
commissioning 
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Summary Report 
Meeting: Public Board Date: 27 January 2016 
Agenda Item: 010/2016 
Report Title: Patient and Public Involvement 
Prepared by: Stuart Barnes, Communications and Engagement Lead 
Executive Lead: Liane Langdon, Director of Commissioning and Strategic 

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

Development 
Other meetings presented to: None 
Purpose of Report 
Approval Decision 
Assurance x Information and Comment x 
Strategic Objectives (tick all that apply 

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

x 

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

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

x 

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

Executive Summary 
This board report sets out information regarding progress on delivery of, and learning from, key work 
streams within the field of the CCG’s Patient and Public Involvement work.  
Significant results in this paper include: 

• Mental Health Information Hub – Service User engagement sessions to develop style guide
for information copy writing.

• Social Prescription – A summary of the impact on the specification for this service resulting
from extensive patient and stakeholder engagement, including co-production events with
third sector partners, public workshops and interviews with co-ordinators and service users
from the two North Leeds pilot projects;

• Plans for the co-produced development of a ‘Virtual Practice Reference Group Network’
(VPRGN)

Assurance Framework 
Patient Assurance Group (PAG) review the Communications, Engagement, Equality and Diversity 
Plans for each planned change and assure the implementation of these plans. 
Next Steps 
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Corporate Impact Assessment 
Regulatory Implications We have a statutory duty to engage and the board is required to 

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

equality and diversity and comply with consultation requirements 
Workforce Implications None 
Equality Impact Assessment Each plan referred to below is assessed for equality implications 
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Topic What we are 
planning to do 

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

Mental Health 
Information 
Hub 

The CCG leads on the 
commissioning of 
Mental Health 
services for the city 
and has worked with 
partners from across 
health, care and 
emergency services 
to develop a mental 
health strategy for 
Leeds, The Mental 
Health Framework. 
One of the four key 
areas of the 
framework is a focus 
on the importance of 
information, and the 
commitment to 
develop a new online 
information hub.  
The CCG has 
appointed a digital 
design company, 
Youmee, to project 
manage the delivery 
of the city’s new 
Mental Health 
Information Hub. 

Since last reporting on the 
progress of this project in the 
November PPI paper to board, 
YooMe has held a further 
service user and third sector 
co-production workshop to 
explore service user 
preferences around the tone 
and style of language that 
should be used for the 
information portal.  
 
The workshop had around 40 
attendees and consisted of 
several varied activities 
including group discussions, 
word association tasks and the 
prioritisation of several key 
linguistic themes (such as 
‘Professional’, ‘Authoritative’, 
‘Welcoming’, ‘Respectful’ etc.  
 
These sessions focussed on 
the collection of qualitative 
feedback from service users 
and third sector partners.  
 
 

The results from the session have not yet been analysed, but the aim is for the 
developers to now use the feedback to develop a ‘style guide’ that will be used by the 
sole copywriter for the site to ensure that the tone and style language used on the 
information portal is consistent with what service users have said they would require if 
they’re likely to use the resource. 

Social 
Prescription 

 Following the results of a 
questionnaire (which received 
around 250 responses, as well 
as work undertaken to explore 
the views of the third sector 

A section of the specification for the procurement of the Social Prescription service was 
developed which covered Patient and Public Involvement. For the tender process we 
also specifically asked a question about capturing the views and experience of key 
stakeholders, an excerpt of which is included below. Also included below is an abridged 
version of the winning bidder’s response: 
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Topic What we are 
planning to do 

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

through a co-production 
approach and learning drawn 
from the experience of patients 
under the two Leeds North 
Social Prescription pilot 
schemes, the CCG combined 
the learning from these 
sources to help inform its 
design and procurement of the 
service.  
 
 

1 – Excerpt from the Social Prescription Service Specification 

 Patient and Public Involvement (PPI) 
• The Contractor will actively engage and ensure that all service users including 

minority groups have an opportunity to give feedback and help develop services.  
The Contractor shall seek and use service user feedback (gathered by various 
methods e.g. comments and compliments) to further develop, shape and 
improve services. This should include details of how this information will be 
shared with the CCG. 

• PPI activities should be reviewed on a quarterly basis and lessons learned from 
these shared and applied as appropriate to ensure that services are continually 
improved. 

• PPI quarterly reports will be shared with the commissioner and a plan of action 
will be agreed between the commissioner and the Contractor. 
PPI activity should ensure the service is both accessible and acceptable to 
current and future users. 
 

Method Statement Question: Please detail how you propose to ensure key 
stakeholders’ views and experiences are captured throughout the pilot.  Please place 
particular emphasis in your response to views and experiences of people experiencing 
common mental health issues? 
 
Response from selected bidder: 

It is clear from the specification that the LNCCG Social Prescribing Service has been 
initiated and co-designed by key stakeholders such as the GP member practices, and 
this ethos will remain at the heart of our service. 

Key Stakeholders include patients, the 28 member practices, commissioners, 
community assets and other health and social care services. We will actively seek 
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Topic What we are 
planning to do 

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

stakeholders’ views and experiences through a range of methods, which are 
appropriate to the particular group or individual and include the following: 

• A Steering Group of Patient Representatives, Partners, Commissioners, GPS 
and community assets to ensure all parties views are considered in the 
development and delivery of the service.  A Partnership Board consisting of 
senior representation from all partners. 

• An Operational and Clinical Governance Group including the Service Manager 
and representation from practices which provides opportunity for feedback on 
any issues and what is working well  

• Locality-based Team meetings for Wellbeing Coordinators and other staff to 
share their views and experiences  

• Engagement with existing Patient Participation Groups and Practice Champions, 
to ensure patients are listened to and their views used to drive improvement 

• Robust Complaints and Compliments procedures, easily accessible by all 
• Patient satisfaction survey prior to discharge with support to complete if needed 
• Friends and Family Test, which has recently been updated to take into account 

the differing needs of client groups e.g. young people, older people etc. 
• Service User Focus Groups  
• NHS choices website 
• Text feedback following appointments, using existing practice-based systems 
• Case Studies, developed with the client and sometimes using film 
• Stakeholder feedback questionnaires 
• External evaluation by York St John 

 
During the course of the pilot we will meet all GP practices on an individual basis to 
discuss both the service and also the practice’s particular thoughts and aims for this 
pilot. This will contribute to the continual programme of service improvement and on-
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Topic What we are 
planning to do 

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

going design of the service and help to create an open and productive working 
relationship with this key stakeholder.  

We particularly want to ensure that the views and experiences of people with common 
mental health issues are heard as this is a key group who will benefit from the social 
prescribing service and also one that can be a hard to reach group. In our experience, 
this requires a variety of methods to appeal to a range of individuals. In addition to the 
methods outlined above we will use the following methods to capture the views of this 
group: 

• Informal patient focus groups held in community venues, or hosted by 
community assets to gather feedback from individuals who have used the 
service on their experience. Holding the focus group in a familiar community 
setting will support patients to feel safe, supported and listened to when 
providing feedback.  

• Service monitoring visits to different practices which capture the views and 
experiences of service users either face to face or by telephone contact 

• Through carers groups utilising the experience of those supporting individuals 
with mental health issues on the impact of the service 

• Case studies of individuals with mental health issues who have used the social 
prescribing service 

• Feedback provided by the Psychological Wellbeing Coordinator regarding 
experience of individuals who they have supported as part of the pilot 
 

Feedback will be evaluated by the Service Manager to look at what is working well and 
where there is room for improvement and reported to commissioners as part of on-going 
progress reporting. This will include an evaluation on how the two different models 
(practice employed versus Hub employed Wellbeing coordinators) are working from 
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Topic What we are 
planning to do 

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

both the point of view of the patients and stakeholders.   

All partners have vast experience of collecting, analysing and acting upon patient and 
stakeholder feedback and actively encourage an open culture which encourages 
feedback to be given. We will utilise a “you said we did” approach to keeping service 
users informed of the difference their feedback has made. 

Using our combined and varied expertise in working with stakeholders, we can bring the 
best of what works and incorporate it into this pilot service to ensure that the views and 
experiences are used to develop and deliver and quality service that meets the needs of 
all stakeholders. 

In Managing the contract, the CCG will ensure that the PPI commitments made by the 
winning bidder are delivered. This will lead to a thorough understanding of the patient 
experience under the SP pilot project and help to inform any future recurrent 
commissioning proposals for Social Prescription models.  
 
 

Development 
of Virtual 
Practice 
Reference 
Group 
Network’ 
(VPRGN). 
 

As identified in its 
communications and 
Engagement Strategy, 
NHS Leeds North 
CCG intends to 
develop a Virtual 
Network Group across 
its member Practices’ 
Patient Participation 
Groups (PPGs) or 
Practice Reference 
Groups (PRGs). 
 
Through this 

Appointed digital agency 
YouMe to work with the CCG, 
patients and primary care 
colleagues in co-designing the 
appropriate system for delivery 
of the new virtual group.  
 
YooMe will engage with 
Primary Care practice staff and 
existing PRG / PPG members 
in this process, as well as 
working with members of the 
public. 
The CCG’s Patient Assurance 

This work is at an early Stage with engagement (including Co-production workshops) 
due to take place in February and March. 
 
The CCG will report back to Board with a progress update in March. 
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Topic What we are 
planning to do 

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

approach we will 
develop a stronger 
network and, in time, 
this is expected to 
lead to a more 
engaged patient 
population across 
Leeds North. 

Group (PAG) has also been 
consulted on the proposal 
paper for the development of 
the VPRGN, as has the CCG’s 
primary care improvement lead 
and the Patient and Public 
Involvement Working Group 
(chaired by the Director of 
Commissioning) and attended 
by the CCG’s Lay Member for 
Patient Involvement. 
 
This will include the 
development of training 
materials / programmes to 
assist those who may have low 
levels of digital / IT literacy.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



Summary Report 
Meeting: Leeds North CCG Board Date: 27 January 2016 
Agenda Item: 011/2016 
Report Title: Clear and Credible Delivery Plan – First draft 
Prepared by: Rob Goodyear, Director of Commissioning (Partnerships 

and Performance) 
Executive Lead: Liane Langdon, Director of Commissioning and Strategic 

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

Development 
Other meetings presented to: None 
Purpose of Report 
Approval x Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. Ensure that we have comprehensive commissioning processes and management established that 

enable us to understand and meet the needs of our population through high quality care and which 
deliver improvement in the health and wellbeing of the poorest the fastest. 

√   

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

 

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

 

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

 

Executive Summary 
 
At November Board, the proposed methodology and approach to the Leeds North Clear and 
Credible Delivery Plan was agreed. Its purpose is to understand whether our CCG is making 
progress against our strategic objectives, and to assess whether we are investing our 
resources and energy in the correct areas, and in the correct proportions to the desired 
effect. This sits alongside – and supports the work on - our High Performing CCG self 
assessment at the end of the year. 
 
The approach is based on the four CCG strategic objectives and uses the five dimensions of 
the Investors in Excellence model to understand whether we are focused on What Matters 
Most and the essential capabilities to deliver on this.    
 
To build a more rounded understanding of our performance as an organization we have 
used multiple sources of intelligence assessed against the four strategic objectives and 
benchmarked against external markers where possible. The plan in its current draft is still 
awaiting some contributions, but it was always envisaged that this would be a ‘living’ 
document as pieces of work are delivered, reported and updated as well as new pieces of 
work added.   
 
 
Assurance Framework 
 



The first draft of the Clear and Credible Delivery Plan has been updated with members’ 
feedback which included the addition of supporting objectives, measures against each 
action and the specific work undertaken around the inequalities plan.  Progress will be 
reviewed by the Governance Performance and Risk Committee and presented for 
discussion at board twice a year. 
 
Next Steps 
 
Continued population of the Clear and Credible Delivery Plan will continue as described. 
The reporting timetable will allow GPR to review the plan in its second draft before feeding 
back into Board at its Annual General Meeting, 
 
Corporate Impact Assessment 
Regulatory Implications None 
Financial Implications None  
Legal Implications None 
Workforce Implications None 
Equality Impact Assessment None 
Information quality assured  
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Delivery Plan 2015/17 
Objective 1 
Commission safe services and treatments which meet the needs of our population whilst 
providing a high quality of care, promoting health and wellbeing and improving the health and 
wellbeing of the poorest the fastest. 
 
Supporting objectives 
Promoting health, wellbeing, quality and productivity 
Embedding health improvement 
Screening Parity 
System Resilience 
Commissioning additional primary care over winter 
Reduce premature mortality 
Increasing opportunities for the population of Leeds North to live longer healthier lives 
Increase targeted support for vulnerable groups and specific communities 
Increase opportunities to address the wider determinants of health 
Provide population public health advice evidence of effectiveness and  impact on inequalities in relation to the healthcare 
 
How we will achieve this 
Ensure that we have comprehensive commissioning processes and management established that enable us to understand and meet the needs 
of our population through high quality care and which deliver improvement in the health and wellbeing of the poorest the fastest. 
 
Evidence 
• Commissioning Intentions 
• Quality Report (NEs, SIs and 4Cs) 
• Performance – Outcome indicator set 
• Social Prescribing Provider Report (when up and running) 
• Community Voices 
• E&D Equality Delivery System 
• Assurance Framework 

o Performance 
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o Planning 
 

What does success look like? 
 
Delivery of commitments and improved outcomes; these are the performance indicators from the NHS Constitution and the outcome measures 
from the NHS Mandate 
 
Outcomes 
Domain 1 - Preventing people from dying prematurely 
Domain 2 - Enhancing quality of life for people with long-term conditions 
Domain 3 - Helping people to recover from episodes of ill health or following injury 
Domain 4 - Ensuring that people have a positive experience of care 
Domain 5 - Treating and caring for people in a safe environment and protecting them from avoidable harm 
 
Assurance Framework 
Well-led organisation 

• Involves and engages patients and the public actively;  
• Works in partnership with others, including other CCGs;  
• Secures the range of skills and capabilities it requires to deliver all of its commissioning functions, using support functions effectively and 

getting best value for money 
Delegated functions 

• Governance and the management of potential conflicts of interest  
• Procurement  
• Expiry of contracts  
• Availability of services  
• Outcomes  

Performance and outcomes 
• Performs against the range of measures in the delivery dashboard 

Planning 
• Has an assured annual plan  
• Is performing to plan in year  
• Has an assured Better Care Fund plan that complies with Guidance for the operationalisation of the BCF in 2015-16  
• Has a long term plan to implement the 5 year forward view  

 
Workstream 
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Primary Care Action Measures (these will be linked to 
outcomes) 

Executive Lead / Lead 

• Leeds North CCG to improve the PYLL which 
are due to conditions amenable to healthcare. 

 
 
 
 
 
 
• Increase Health related quality of life for 

people with LTCs (EQ5D patient 
questionnaire) 

• Reducing emergency admissions 
 

• Improve patient experience of care outside 
the hospital (GP in hours and GP OOH 
composite measure) 

• Friends and Family Test rollout 

• Leeds North will therefore retain 
its trajectory of 3.2% improvement 
per annum up to 2018 which will 
represent a 15% improvement on 
2013 and retain its target of 1651 
which would be over 10% better 
than both the Peers and NHS 
England.  

• Move from 74.7 in 12/13 to 79.55 
in 18/19 (6.5% improvement over 
5 years) 

•  Reducing emergency admissions 
(composite measure) 

• Move from 5.8 in 2012 to 4.0 by 
end of Year 5 (31% improvement) 

 
• Providers to produce action plans 

for addressing issues from 
2013/14 FFT results 

 

 GD 

Promoting health, wellbeing, quality and productivity 
 
• Review all incidents reported on Datix and the 

QIRS tool quarterly. 
• Provide a regular update of themes and trends 

seen from the tools for practices.  
• Develop the extranet to further support and share 

learning 
• For practices to review their JSNA and Primary 

care Quality Tool  profiles at practice and locality 
level  to support and inform locality action  

 

• All incidents reported to QIRS 
reviewed on a quarterly basis. 

• Via a regular shared newsletter and 
at council. 

• Keep extranet updated 
 

• Provide ongoing support to practices 
to enable them to do so. 

 
 

GD 

Embedding health improvement 
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Alcohol 
• Individual practice targets based on last years’ 

performance for Audit Cs completed. 
 
 
 
• To gain feedback from the new citywide 

Integrated Drugs and Alcohol collaborative 
regarding alcohol interventions undertaken 
including, numbers accessing and completing 
interventions.  

• To provide support to practices to understand 
new alcohol pathways 

 
• Public Health support provided to localities 

 
 
• Continue screening the wider adult population for 

alcohol consumption using Audit C 
questionnaires, or equivalent. Patients eligible for 
an NHS Health Check are not included as they 
are covered through Health Check Contract. 

• LNCCG will provide a target based on the 
number of audit C (or equivalent tool) screens to 
be undertaken between 1 April 2015 - 31 March 
2016, for the eligible population (>15years) 

 
 
• Ensure the workforce have appropriately skills to 

deliver the above assessment, brief interventions 
within primary care and can signpost to services 
where needed using the pathway 

 
• Ensure that 80% of patients with 

Audit C >/=5 have full PC completed 
between April 15-March 16 and as 
part of this process provide brief 
interventions*  

• Feedback is received from the 
integrated drugs and alcohol 
collaborative. 

 
 

• Practices to have a clear 
understanding of new alcohol 
pathways. 

• For localities to feel that they receive 
the support required from Public 
Health 

• Adult population continues to be 
screened for alcohol consumption 

 
 
 
• Ensure that 75% of patients with an 

Audit C score of >8 (April 15 - March 
16) have been given brief 
intervention and/or onward referral** 
or signposting*** to alcohol support 
services as outlined at Appendix 1 

• Workforce are competent in 
delivering the assessment, brief 
interventions within primary care and 
are able to signpost services 

GD 

Pre Diabetes pathway for patients with raised HbA1c 
levels  
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• Reports of patients to be recalled 
 

• Access to pre-diabetes leaflets 
 
• Availability of Healthy living access data for 

smoking, alcohol, weight management, health 
trainer/healthy lifestyle service and bodyline 
scheme 

 
• Availability of reports of patients at high risk of 

diabetes.  
• Support in working with practices to ensure recall 

systems in place 
 

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

• Offer an annual review to undertake blood tests 
and offer lifestyle advice (appropriate lifestyle 
advice and or referral for 
diet/exercise/weight/lifestyle services).  

• Follow the pre-diabetes NICE pathway at 
Appendix 2 or the Leeds Type 2 Diabetes 
pathway for patients subsequently diagnosed 
with diabetes.  

• Ensure that any patients presenting in the year 
with diabetes bloods outside of the pre-defined 
range follow the pre-diabetes pathway or the 
Leeds Type 2 Diabetes pathway.  

 

• Produce reports of patients that need 
to be recalled. 

• Ensure there are sufficient pre-
diabetes leaflets available. 

• Data to be produced on a quarterly 
basis to allow monitoring of practice 
use of these services and ensure 
patients are referred and signposted 
to them.  

• Produce reports of patients with a 
high risk of diabetes. 

• Those patients identified in 14/15 as 
being in the pre diabetic range are 
recalled annually 

• Identify at least 2.6% of practice 
population over 40s in the pre-
diabetic range 

 
 
• Blood tests and lifestyle advice 

offered to 75% of patients identified 
in the pre-diabetic range 

 
• All patients diagnosed with diabetes 

to follow an appropriate pathway 
 
• All patients with diabetes bloods 

outside of pre-defined range to follow 
appropriate pathway 

 
 

 
GD 

Smoking 
• Increase stop smoking support for patients 

aged >35 through signposting /referral to either 

 
• Quarterly data supporting the 

increase numbers of people 

  
GD 
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Leeds Stop Smoking Service or in-house Stop 
Smoking Advisors (for guidance around the 
difference between referral and signposting see 
section 1 of scheme – Alcohol). 
 

• LNCCG will provide individual practice targets 
and measures for individual practice.  

 
 
• Ensure that all smoking signposts /referrals are 

coded, whether this is to the Leeds Stop 
Smoking service or an in-house smoking 
advisor 

• Public Health support at a locality around 
referral to stop smoking services as required 

 

signposted / referred  and numbers 
attending smoking cessation 
support (Leeds Stop Smoking 
Service or In-House Stop Smoking 
Advisor) 

• Quarterly data regarding smoking 
cessation prescribing data against 
prevalence broken down by 
practice. 

• All smoking signposts/referrals to 
be coded. 

 
 
• Ensure that the locality feels 

supported around referral to stop 
smoking services. 

 
Screening Parity 
Reduce existing inequalities of screening rates thus reducing the health inequality gap across the CCG. 
 
Bowel Cancer Screening 
• Encourage patients who have not responded to 

bowel screening to take up the invitation. 

 
• The number of non-responders who 

are:  
o sent written information about 

bowel screening. 
o receive a phone call from the 

practice to discuss bowel 
screening. 

o invited and then become a 
subsequent “responder” 

 

 
GD 

Cancer – Breast 2ww peer review 
• The number of patients that need to be reviewed 

based on practice population. 
• Dedicated time at the council of members 

 
• A template to fill in to capture the 

data. 
• Review all breast 2WW referrals 
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meeting to discuss the peer review. 
 

• A  review within the practice should be 
undertaken bearing the following questions in 
mind: 

• Was this the patient’s first contact with this 
symptom? 

• Could an alternative pathway have been 
taken? 

• What were the overall conclusions drawn 
from the peer review? i.e. does seeing a 
GP add value to the referral, are there any 
suggestions for re-design of the pathway? 

 

(including “breast symptoms”) for the 
period [TBC]. 

• Prepare the review for discussion at 
the council of members meeting.  

 

System Resilience 
To improve quality and effectiveness of clinical care for these patients and to put in place actions (to be captured in an agreed 
template) to prevent these patients from being readmitted within 30 days and/or re-attending A&E where avoidable. 
 
 
General 
• Review and code hospital discharge EDANs 

following a non-elective admission of any patient 
not on the 2% list. Where clinically appropriate, 
practices to identify and record actions and 
interventions that could reduce the likelihood of 
hospital re-admissions and improve the quality of 
care – estimated to be around 40% of EDANs 
reviewed.  

• Review and code hospital discharge EDANs 
(within three working days of receipt) following 
the A&E attendance of any patient not on the 2% 
list. Where clinically appropriate, practices to 
identify and record actions and interventions that 
could reduce the likelihood of further A&E 
attendances, hospital re-admissions and improve 

 
• Practices should code and review all 

EDAN’s following non elective 
admissions within three working days 
of receipt, and those which have 
resulted in a documented set of 
actions / interventions as a result of 
the review 

 
• Hospitals should code and review all 

EDAN’s following the A&E 
attendance within three working days 
of receipt, and those which have 
resulted in a documented set of 
actions / interventions as a result of 
the review. 

 
GD 
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the quality of care.  
 

 
 

Improving influenza vaccination update 
• Maximise flu vaccination coverage within agreed 

cohorts.  
 

 
• Achieve agreed targets set by NHS 

England guidance 

 
GD 

Commissioning additional primary care over winter 
To support practices to respond to this specific demand and to maximise the ability of the system to support the flow of 
patients 
 
• Provide additional appointments (face to face or 

telephone) during known ‘peak times’ eg the 
week preceding and proceeding the Christmas 
break or through extended opening. 

• Provide additional capacity to help reduce 
practice backlogs in early December to free 
capacity to respond to urgent primary care 
appointments at known peaks in demand. 

• Run additional clinics and interventions aimed at 
specific ‘at-risk’ groups with a view to improving 
and supporting management and self-care and 
reducing the likelihood of exacerbation and the 
need for urgent primary care. 

• Investing in additional administration capacity to 
reschedule medications reviews outside of 
known busy periods or to ensure patients have 
appropriate prescriptions in advance of holiday 
periods. 

• Complete the evaluation at Appendix x to capture 
how the practice has deployed the additional 
resource and what impact this had on staff 
morale, demand, and impact on other services. 

• Work with the practices to capture and record 
capacity and demand information.  The purpose 
of this is to enable the CCG to establish a  clear 

• Report on the number of additional 
appointments provided during peak 
times. 

 
• Report on additional capacity 

provided to reduce practice backlogs. 
 
• Report on the number of additional 

clinics and interventions aimed at 
specific ‘at-risk’ groups. 

 
 

 
• Reduction in the number of patients 

within prescription related queries 
over the holiday period. 

 
 
• Evaluation of additional capacity 

completed as detailed. 
 
 
• The CCG Locality Team should be 

able to extract data remotely as and 
when required. 

GD 
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picture of unmet primary care demand across to 
inform future decision making  around the 
national direction of travel regarding 8-8 opening 
7 days a week.  

 

Health 
Inequalities 

Reduce premature mortality  
 
Increase pro-active role of Primary Care to focus on high impact interventions to reduce premature mortality and improve 
health through targeted interventions around: 

• Diabetes 
• CVD 
• Respiratory Disease 

 
Support target practices to increase uptake of 
evidence based programmes including:  
• NHS Health Check  

  

 
 

• Increase update of NHS Health 
Check 

 
 
GD / LC / LJ 

LNCCG Core Engagement scheme 
• Inform development of engagement scheme to 

ensure specific targeted work to reduce 
premature mortality.  

• 2016-17 develop population approach to core 
engagement scheme. 
 

 
• Specific targeted work is undertaken. 
 
• Core engagement scheme must 

reflect a population approach. 

 
GD / LC 

Diabetes 
• Chapeltown – Health inequalities funding pooled 

to commission Diabetes Nurse Specialist for 
practices in the locality and development of 
Diabetes Education Network. 

• Medicines Optimisation Team to support 
Chapeltown locality around Diabetes 

 
• Practices to review patients on the diabetic 

register with results outside certain parameters 
as required by the Prescribing Engagement 

 
• Specialist diabetes nurse 

commissioned for practices in 
Chapeltown. 

 
• Chapeltown locality team to have 

access to support from the Medicines 
Optimisation Team. 

• Patients on the diabetic register with 
results outside parameters are 
reviewed. 

 
GD / LC 
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Scheme 
 

CVD 
• Prescribing engagement scheme has statin for 

patients CVD risk factors > 20% but is open to 
patients >10%  
 

 
• Statins prescribed as per 

engagement scheme 

GD / LC 

Respiratory 
• Ongoing LIQH quality improvement project 

development – COPD. 
 

 

 
• Targeted work with 4 practices to 

improve their diagnosis & treatment 
of asthma by using NIOX machine to 
assess the level of inflammation and 
the response to treatment. Meds opt 

 

GD / LC 

Increasing opportunities for the population of Leeds North to live longer healthier lives 
 
Development of local level activity funded through 
2% monies 
• Support the development, monitoring and 

evaluation of current 2% projects which 
contribute to addressing health inequalities. 

• Project Support Worker to develop community 
hub and steer / co-ordinate activity of Practice 
Health Champions - Oakwoood Lane Medical 
Practice. 

• Home visits from community dietician to improve 
diabetic care – North Leeds Medical practice. 

• Social connector post – Oakwood Lane Medical 
Practice. 

• Gina / PC Team please insert other relevant 
projects. 

• Proactive support to practices to bid for 2% funds 
where this meets identified priorities / addresses 
health Inequalities and support ongoing 
development and monitoring of successful 

 
 
• Evaluation of 2% projects and their 

contribution to addressing health 
inequalities. 

• Project support made available  
 
 

 
• Home visits taking place where 

required 
• Social connector appointed 
 
• NA 
 
• Proactive support provided to 

practices 
 
 

GD / LC 
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projects. 
 

 
 

Alcohol and Drugs  
• Provide a link role between the CCG and LCCPH 

to support transition and implementation of new 
Integrated Alcohol and Drug Service. 

• Provide one year additional funding to retain 
Forward Leeds Drug and Alcohol provision in 
specific practices across LNCCG (2015-16). To 
influence commissioning intentions to extend this 
funding into 2016-17. 

• Work jointly with LCC to develop Nalmefene 
pathway for mild to moderate alcohol intake and 
linking in with new services.  

• Development of service to provide support to 
patients coming off prescribed analgesics 
including opiates.  

 
• Suitable link in place 
 
 
• Funding provided for 2015-16, 

Commissioning intention proposed 
for 2016-17. 

 
 
• Pathway developed and integrated 

with new services. 
 
• Service in place to support these 

patients. 
 
 

GD / LC 

Healthy Living Services  
Work in collaboration with LCCPH leads around 
healthy living services including: 
• Sharing uptake and referral data. 
• Provide Public Health support to practices 

around healthy living where needs identified. 
• Lead work to ensure LNCCG contributes and 

influences the LCC re-procurement of Healthy 
Living Services. 

• Influence Commissioning Intentions to ensure 
interim funding is provided for key services which 
address Health Inequalities prior to re-
procurement of new Healthy Living Service – 
2017, for example: Health Trainers in deprived 
practices.  

 

 
 
 
• Uptake and referral data shared 
• Practices are provided support where 

healthy living needs are identified. 
• Contribution and influence on the 

LCC re-procurement of Health Living 
Services. 

• Commissioning intentions put 
forward for key services prior to re-
procurement. 

GD / LC 
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• Consider future commissioning intention in 
relation to physical activity. 

 

• Commissioning Intentions considered 
around physical activity. 

GD / LC 

• To introduce Pharmacy First scheme to support 
patients to self-care  

 

• Pharmacy first scheme introduced  GD / LC 

Increase targeted support for vulnerable groups and specific communities 
 

• Tackle health inequalities through locality and community facing primary  care approaches 
• Support target practices to provide equitable access to quality services in relation to local needs 

 
Develop specific programmes of work at a locality 
level to improve access to healthcare for migrant 
populations: 
• Develop work to support access to primary care 

amongst Eastern European communities in 
Chapeltown. 

• Develop the role of Migrant Community 
Networkers (LCC volunteers) to support access 
for migrant populations in deprived Leeds.   

 

 
 
 

• Access to primary care improved for 
Eastern European communities in 
Chapeltown. 

• Access to Migrant Community 
Networkers provided 

GD / LC 

Develop targeted programmes of work to increase 
uptake of screening and immunisations amongst 
vulnerable populations:  
• Funding contribution towards citywide bid to 

Elton John Foundation to facilitate Primary Care 
practices to screen all new patients for BBV/HIV. 

• Further funding to roll out BBV / HIV screening 
programme across 11 deprived practices in 
LNCCG. 

• Development of programme of work to increase 
uptake of bowel cancer where uptake lowest – 
BME / deprivation. This includes training practice 
level bowel cancer champions and Increase 
uptake of seasonal influenza vaccine. 

 
 
 
• Contribution made towards citywide 

bid. 
 

• Further funding provided to roll out 
BBV/HIV screen programme across 
specified practices. 

• Programme of work developed to 
address low intake of bower cancer 
screening. 

GD / LC 
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Cross locality focus  
• Ensure evidence of effectiveness and impact on 

inequalities is considered across all CCG funding 
decisions. 

• Provision of recurrent Health Inequalities funding 
to practices where 900 plus of the population live 
in deprived Leeds 

• Support and evaluate Health Inequalities fund. 
 

 
• All CCG funding decisions to include 

consideration for evidence of 
effectiveness. 

• Funding provided 
 
 
• Evaluation of Health Inequalities fund 

 

GD / LC 

Increase opportunities to address the wider determinants of health 
 
Social prescribing 
• Facilitate the development and implementation  

of Social Prescribing model in LNCCG to ensure 
it meets the wider social needs of those most in 
need. 
 

 
• Social prescribing model is 

developed and implemented. 

GD / JW 

Third sector funding 
• Leeds Community Foundation – ensure this 

funding targets those most in need 
 
 

• Embed commissioning of wider determinant work 
in primary care settings, for example, Financial 
Inclusion and Winter Warmth initiatives. 
 

 
• Decisions relating to Leeds 

Community foundation funding 
expenditure are evaluated 
accordingly. 

• Wider work to be considered in 
primary care settings. 

GD/ RG 

Provide population public health advice provide evidence of effectiveness and  impact on inequalities in relation to 
the healthcare 
 
Ensure CCG / Practice level JSNA intelligence  is 
used to: 
• Influence and ensure the targeting of work 

programmes based on need in areas of greatest 
need 

 
 
• Areas of greatest need are identified 

and addressed first. 
 

GD / LC? 
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• Monitor changing trends. 
 

• Ensure Public Health contribution and advice on 
key LNCCG groups including: 

 
• Central Delivery Unit 
• Executive Group 
• Quality and safety sub committee 
• LNCCG Board 
• Council of members meetings 
• Primary Care Quality Improvement Group 
• LNCCG Health Inequalities and Health 

Improvement Group 
• Agree the future commitment of the CCG to 

recurrent funding to prevention 
 

• Trends are monitored on a regular 
basis 

• Public Health contributes and 
advises on all key LNCCG groups 
including those specified. 

 
Organisational 
Development 

Developing collaboration with others 
• To embed a quarterly Primary Care Induction 

process. 
• To develop a process for evaluating 

collaborations and partnerships including added 
value, effective management and contribution. 

• Implementing Leeds Institute for Quality 
Healthcare methodology to embed a culture of 
best quality clinical care at the best value, with 
patients, service users and carers as partners in 
decision-making, across the CCG and Leeds as 
a city. 

• Transformation Programme.  
• Alternative Programme Approach – Mental 

Health. 
 

 
• Primary Care Induction process is 

put in place. 
• Process is developed for evaluation 

of collaborations and partnerships. 
 
• Leeds Institute of Quality Healthcare 

methodology is implemented. 
 
 
 
 

• Programme implemented 
• Alternative Programme Approach is 

taken for Mental Health. 

RG 

    
Communications • Embed patient and public involvement into the • Commissioning processes are RG 



Page 15 of 45 
 

commissioning cycles of the CCG adequately informed by patient and 
public views and experience 

 
 
Medicines 
Optimisation 

Action Measures Executive Lead / Lead 
Dermatology guidelines   
• Produce a set of guidelines to help GPs 

prescribe dermatology medicines in line with 
local and national guidance 

 

 
• Helpful guidelines produced in line 

with guidance 

 
LL / HE 

Minor ailment scheme  
• Allow patients who are exempt from prescription 

charges to access community pharmacies for 
free medication to treat minor ailments. This will 
help increase the number of GP appointments 
available for other patients with more chronic 
ailments.    
 

 
• Minor ailment scheme is 

implemented to improve access to 
GP appointments and encourage 
self-management. 

 
LL / HE 

GP engagement scheme for med RVs 
• Additional funding to free up GP time to be spent 

with pharmacists conducting in-depth clinical 
medication reviews with assistance of care home 
staff. When housebound / frail reviews are begun 
then there may be a PAG requirement but we 
await logistical information on how the pilot of the 
service runs as level of patient involvement as 
yet unclear 
 

 
• Additional funding is provided to 

support in depth medical reviews. 

 
LL / HE 

Atrial Fibrillation – LES 
• Higher than average rate of AF-related strokes in 

Leeds and lower than average anticoagulation 
rates which would prevent strokes. Additional 
funding to support GPs to review the existing 
non-anticoagulated AF patients as per national 
guidance.  

 
• Funding provided to review existing 

non-anticoagulated AF patients as 
per national guidance. 

 
LL / HE 
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Antipsychotic Audit 
• Antipsychotics have been shown to increase risk 

of stroke, falls, confusion & death, and in 
dementia patients, these risks rarely outweigh 
the benefits. Where the benefits do outweigh the 
risks, this audit monitors whether prescribers are 
reviewing these prescriptions appropriately.   

 

 
• Audit completed 

 
LL / HE 

SMOM 
• Shared management of medicines meeting. 
 

 
• Meetings in place 

 
LL / HE 

Vitamin D  
• Public Health Project for the future but will need 

to include PAG involvement in this; NICE 
guidance so only interested in the 
communication to patients, re the access to 
medication element to ensure patients know how 
to access treatment 

 

 
• Access to medication review 

 
LL / HE 

Diabetes guidelines 
• Provide an overview of treatment choices for 

diabetes 
 

 
• Treatment choices provided and 

supported 

 
LL / HE 

Test Strip Choice 
• Guidelines produced for Leeds to enable GPs to 

prescribe the correct number of test strips for 
patients 

 

 
• Guidelines are produced 
 

 
LL / HE 

PES work 
• Diabetes audit based on national and local 

guidance 
 

 
• Diabetes audit is undertaken 

 
LL / HE 

PPI Leaflets 
• Leaflets for patients regarding stepping down 

 
• Leaflet produced to inform patients. 

 
LL / HE 
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and stopping their proton pump inhibitors (PPIs) 
for indigestion. 

 
Diabetes leaflet 
• To help support the test strip choice work and 

educate patients on when they need to test their 
glucose levels. 

 

 
• Leaflet produced to educate patients 

on when to test their glucose levels 

 
LL / HE 

NIOX project 
• This is a pilot project which uses the NIOX 

machine to aid correct diagnosis of lung 
conditions such as asthma. 

 
 

 
• Pilot is undertaken 

 
LL / HE 

Otley Waste Campaign 
• Community pharmacy campaign to encourage 

patients to return any unwanted medicines back 
to the pharmacy and help identify reasons for 
this. 

 

 
• Campaign undertaken in Otley to 

encourage the return of unwanted 
medication. 

 
LL / HE 

Inhaler Technique Project 
• Local education sessions with practices to show 

healthcare professionals the correct inhaler 
technique 

 

 
• Inhaler Technique education 

sessions provided to health care 
professionals. 

 
LL / HE 

NEPTUNE 
• This is a piece of software which has been rolled 

out to most practices to aid their monitoring of 
Amber level drugs.   

 

 
• Software implemented 

 
LL / HE 

Medicines Waste Support Worker 
• The CCG funded the employment of a person 

within practice to concentrate on reducing waste 
medicines by checking when patients order 
medication. The project is now in its third year. 

 
• Continuation of Medicines Waste 

Support Worker with evaluation. 

 
LL / HE 
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Antimicrobial Campaign 
• Leeds Antimicrobial campaign ran in winter 

2014/15. The re-evaluation questionnaire will be 
out in April/May 2015 and a further winter 
campaign will be planned in July 2015. 

 

 
• Winter campaign launched  

 
LL / HE 

C.diff 
• Monitoring of C.difficile cases in non-acute 

settings Citywide in Leeds. 
• Monthly and quarterly reports produced and 

shared within Primary Care. 
• Learning shared from any lapses in care 

documented. 
 

 
• C.difficile cases are monitored. 

 
• Reports produced and shared. 

 
• Learning is shared and documented. 

 
LL / HE 

Antibiotics Audits 
• A quarterly audit completed by practices as part 

of the Prescribing Engagement Scheme (PES). 
This is part of Antimicrobial stewardship to use 
antimicrobials appropriately. Also to reduce 
resistance and Healthcare Associated Infections 
(HCAIs). 

 

 
• Audit completed 

 
LL / HE 

Guidances / Ignaz 
• Antimicrobial guidances are produced using 

national guidance and local know-how and 
resistance patterns.  

• These are used to aid prescribing, so that 
antimicrobials are used appropriately. 

• IGNAZ is an app, which is available on SMART 
devices. It includes antimicrobial guidances, so 
that they are available to clinicians on the move. 

 

 
• Antimicrobial guidance is produced 
 
 
• Usage is monitored to ensure it is 

used to aid prescribing. 
• Use of the IGNAZ app is 

encouraged. 

 
LL / HE 

Urgent Care - NHS 111 prescribing 
• Review NHS 111 prescribing and make sure it 

 
• NHS 111 compliant with urgent care 

LL / HE 
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follows the urgent care guidance.  
• Make sure NHS 111 is completing antibiotics 

audits and reviewing the prescribing. 
• Provide support to the medicines management 

pharmacists working at NHS 111. 
 

guidance 
• Antibiotic audits reported and 

prescribing reviewed 
• Programme of supportive visits in 

place 
 

Shakespeare WiC prescribing 
• Review Shakespeare WiC prescribing and make 

sure it follows the urgent care guidance.  
• Make sure they are completing antibiotics audits 

and reviewing the prescribing. 
 

 
• Prescribing compliant with urgent 

care guidance 
• Antibiotic audits reported and 

prescribing reviewed 
 

LL / HE 

 
Urgent Care Action Measures Executive Lead / Lead 

Urgent Care – 111  
• Introduction of dementia training to all call 

handler  
• Review of current PTS contract  

 
• Reduce overall contract value in line with the 

LTHT costs of the wheelchair, orthotics and 
Prosthetics PTS service Urgent Care – WIC  

• Reprocurement of a like for like service on a 
1year contract with an option to extend on a 1=1 
basis. The procurement is in conjunction with 
NHSE who are commissioning the GP surgery.  

• Early Discharge assessment team established at 
LGI, to support patient flow. 

• Additional beds commissioned in wards J30/31  
• 7 day radiology and pharmacy 7 day cover to 

support 7 day flow 
• Surge and escalation management resource 
• Gateway and Bed Bureau resource to facilitate 

patient flow and ensure packages of care across 
the system 

 
• Dementia training in place for call 

handlers 
• Options appraisal undertaken and 

forward work plan established 
• Options appraisal to establish costs 

and contract value re-based 
 

• Current service reprocured 
 
 
 
• Patient flow improved  
 
• Improvement in patient discharge 
• 7 day service established; patient 

flow improved 
• Patient flow improved  
• Improved patient discharge; Patient 

flow improved  
 

GD / DTT 
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• Health respite / short intervention budget, to 
support admission avoidance and patient flow  

• Extend the current respiratory service to 7 days 
to facilitate admission avoidance and discharge  

• Leeds equipment service - fund equipment for 
patients. prevents delays in discharge for 
patients requiring equipment operates 7/7 
 

• Patient flow improved  
 
• Improved patient discharge; Patient 

flow improved  
• Improved patient discharge; Patient 

flow improved  
 
 

Mental Health • Early Intervention in Psychosis - To bring the 
service up to NICE compliance on access to CBT 
for psychosis  - training required 

 

• Achievement of National Standard LL / JW 

• Liaison Service redesign • Achievement of A&E Mental Health 
national requirement 

 

LL / JW 

• Dementia Neighbourhood Service pilot 
 

• Compliance with national Dementia 
Strategy   

LL / JW 

• Dementia – secure funding for hospital-based 
carer support, BME dementia support, ‘dementia 
decisions’ advocacy, dementia-friendly Leeds 
campaign, carer education programme 

 

• Compliance with national Dementia 
Strategy   

LL / JW 

• Dementia Initiatives 
o Care Homes Liaison Service enhanced 

model to cover all care homes 
o Dementia ‘discharge to assess’ resource / 

bed base 
 

• Compliance with national Dementia 
Strategy   

LL / JW 

• IAPT 
• Waiting list initiative funded through national 

allocation 
• Review of service through NHSE Intensive 

Support Team  
• Establishment of Development Fund to assist 

new or continued development including 

• Achievement of IAPT National 
standards 

LL / JW 
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appointment of communication & marketing 
officer and waiting list initiatives.  
 

Acute • Ocular Hypertension monitoring - Discharge 
patients with stable OHT to primary care 
optometrists or AQP ophthalmology 

• Increased community provision; 
improved patient experience 

RG/ HL? 

• Paediatric audiology pathways - LTHT to work 
with LCH to review opportunities for streamlining 
paed audiology pathways 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Testicular cancer pathway - Design and 
implement new pathway for testicular cancer 
follow ups 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Prostate cancer follow up pathway - Design and 
implement new pathway for prostate cancer 
follow ups 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Colorectal Cancer Follow ups - Design and 
implement new pathway for colorectal cancer 
follow ups 

• New pathway in place; increased 
patient satisfaction 

RG/ HL?  

• Breast diagnostic pathway - Design new pathway 
for patients with suspected breast cancer which 
may include straight to test diagnostics rather 
than 1 stop shops 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Breast cancer follow up service - Implement the 
breast cancer follow up pathway piloted in 
Calderdale in 2013? Previously agreed, but 
slippage on implementation.  Involves groups 
rather than individual follow ups 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Dietetic review - pilot project for stable coeliac 
patients - Discharge stable coeliac patients to 
general practice but arrange telephone review for 
12 months to check no further needs. 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Gut hypnotherapy for gastroenterology patients - 
Small cohort of patients to benefit from gut 
hypnotherapy for intractable IBS 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Commissioning statements for biologics in • New pathway in place; increased RG/ HL? 
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arthritis - Request draft of commissioning 
statement from LTHT to replace current process 
of requiring an IFR for each round of biologics 

patient satisfaction 

• Novel Oral Anticoagulant Service - Delivery of an 
assessment service to start patients on NOACs 
(amber drug) for appropriate indications - 
intended to be a pilot and relatively short lived 
service to enable backlog catch up of patients 
not currently appropriately managed who would 
benefit from the NOAC 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Anti-coagulation service - Delivery of a new 
service model with sufficient capacity to meet the 
additional demand for anticoagulation caused by 
AF identification and additional indications for 
ACS 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Advice service for Radiology (MSK in first 
instance) - LTHT has identified that GPs are 
unnecessarily referring for knee and some 
cervical MRIs; LWCCG happy to implement 
removal of this facility on ICE and from all other 
providers but to do this want GPs to be able to 
have access to advice and ability for radiologist 
to override the exclusion. 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Advice and Guidance via CAB - LWCCG 
requesting LTHT to use Advice and Guidance 
more widely on CAB - initially as part of a pilot 
involving 23 Leeds practices 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Virtual Fracture Clinic - LTHT proposal to 
implement Scottish model of virtual fracture clinic 
-adults first then paeds 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• CIVAS/IV antibiotic scheme - Acute Medicine 
recurrent funding for core staffing to enable case 
finding and virtual ward management for patients 
who can be safely managed on IV antibiotics in 
the community (delivered by LCH staff).  Process 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 
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for also funding extra drug costs not covered in 
tariff  

• BRCA gene testing proposal - Implement BRCA 
gene testing for new cohorts of patients plus 
prophylactic surgery as required 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Gastroenterology pathways - Ensure that 
previously agreed pathways are properly 
implemented and evaluated; review the 
pathways for straight to test and direct access 
due to concerns about clarity of purpose, patient 
information and safety issues on the notification 
of results and responsibility for this 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Straight to test 2 ww pathways for upper GI - 
Work with CCG to consider and implement 
pathway for upper GI STT which allows for safe 
incorporation of non LTHT providers 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Familial hypercholesteraemia bid - Proposal for 
West Yorkshire to develop a familial 
hypercholesteraemia service 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Work on pre-operative assessment - Explore the 
potential for using GP records to support pre-
operative assessment for routine patients to 
reduce the need for face to face appointments 

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 

• Improved breastfeeding rates amongst teenage 
mothers and mothers under 24 years of age - 
Develop robust and valid data collection methods 
for method of feeding at day 5 of life. Agree 
process for assurance that the mothers of babies 
within this cohort who are admitted to NNU 
receive support to begin hand expressing 
colostrum while on delivery suite. Explore use of 
user stories to inform development of appropriate 
and timely intervention    

• New pathway in place; increased 
patient satisfaction 

RG/ HL? 
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Objective 2 
Ensure resilience as an organisation, to be agile with robust and transparent governance 
 
Supporting Objectives 
Governance 
Finance 
Commissioning and Contract Management 
Quality 
Audit Management 
Developing as a learning organisation 
Developing as a clinically led organisation 
Developing as an effective communicator 
Developing capabilities and competency 
 
How we will achieve this 
Establish organisation wide management systems and processes 
 
Evidence 
• Annual Report and Accounts 
• NHS E Annual Assurance 
• Assurance Framework 
• Declarations of interest on-line 
• Finance 
• Internal Audit – all audits inc annual governance audit 
• Investors in Excellence 
• Measurement 
• Procurement register on-line 
• Staff Survey 
• Links to Assurance Framework 

o Financial performance  
o Financial controls  
o Financial governance, resources and processes  

 
What does success look like? 
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Outcomes 
Outcome measures are health related; there is no direct link to this objective 
 
Assurance Framework 
Well led organisation 

• Has robust governance arrangements, including for the management of potential conflicts of interest and adherence to the CCGs’ code of 
conduct policies;  

• Involves and engages patients and the public actively;  
• Works in partnership with others, including other CCGs;  
• Has effective systems in place to ensure compliance with its statutory functions.  

Delegated functions 
• Governance and the management of potential conflicts of interest  
• Procurement  
• Outcomes  

Finance 
• Financial performance  
• Financial controls  
• Financial governance, resources and processes  

Performance and outcomes 
• Performs against the range of measures in the delivery dashboard.  

Planning 
• Has an assured annual plan  
• Is performing to plan in year  
• Has an assured System Resilience Group plan  
• Has an assured Better Care Fund plan that complies with Guidance for the operationalisation of the BCF in 2015-16  
• Has a long term plan to implement the 5 year forward view  

 
Workstream 
Internal Audit Action Measures (these will be linked to 

outcomes) 
Executive Lead / Lead 

Governance 
 
• Review of Governance Framework including 

Assurance Framework, Risk Management  
• Audit Committee will be able to 

assure the Board of compliance 
MW / SG 
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• Review of Governance of Partnership 
Arrangements 

• Review of IGT evidence supporting Clinical 
Commissioning Group submission 
 

• Horizon scanning 
 

• Revised partnership arrangements 
drafted and approved 

• Executive will be assured of 
compliance with application; 
successful application and outcome 

• Assurances that progress is being 
made on gaps identified for horizon 
scanning 
 

Finance 
 
• Review of key Financial Systems including the 

integrity and appropriateness of transactions 
• Review of Budgetary Control and Financial 

Management Processes including CIP 
• To ensure that the CCG receives the required 

assurances. This work will reflect the Yorkshire & 
Humber Transition Plan. Two pieces of work are 
proposed 

• Transition process for CSU 
 

• Audit Committee will be able to 
assure the Board of compliance 

• Audit Committee will be able to 
assure the Board of compliance 

• Option available using the buy, make 
or share model 

 
 
• Assurance over the transition 

arrangements as the new models of 
service delivery are implemented 
 

MW / JD? 

Commissioning and Contract Management 
 
• Review of Stakeholder Engagement this could 

include 
 
 
• Contract Management of Lead Commissioner 

Contracts, including quality 
• Central Delivery Unit - A supportive review 

providing support and advice  
 

• Review of processes that support the 
commissioning cycle providing 
assurances that mechanisms to 
engage are working.  

• Assurance to associates of effective 
contract management 

• Greater transparency and ownership 
of information; member groups are 
clear how decisions are made and of 
hosted arrangements 

GD/ RG 
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Quality 
 

  

• Review of processes supporting Public Patient 
Experience and how these feed into the 
commissioning cycle 
 

• Review of Primary Care Quality Group  
 

• Updated appendix to the 
Communication and Engagement 
plan ensuring public are involved 
wherever appropriate throughout 

• Assurance to the Board of effective 
purpose 

RG 

Audit Management 
 

  

• Management of the audit contract 
 

• Follow Up of previous recommendations 
 

• Contingency plan in place 
 

• Clear work programme; appropriate 
attendance 

• Audit recommendations are actively 
managed 

• Contingency plan drafted and 
approved 

SG? 

 
Organisational 
Development 

Action Measures Executive Lead / Lead 
Developing as a learning organisation 
• Application for  Investors in Excellence Standard  

 
 

• Develop Outcomes Based Accountability (OBA) 
 
 

• Strive to become a High Performing CCG to 
enable continual increase in efficiency and 
effectiveness  

• Embed a systematic horizon scanning approach 
across the CCG  

 

 
• Successfully gaining the Investors in 

Excellence Standard to use as our 
lever for continuous improvement 

• Providers are accountable for patient 
outcomes as opposed to 
performance measures 

• Enhanced quality of healthcare is 
commissioned 
 

• System in place to increase 
awareness of evolving political, 
economic and demographic 
landscape, identifying opportunities 
and adapting to unforeseen 

RG 
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circumstances that may arise 
 

Developing as an effective communicator 
 
• Review effective meeting management and email 

working to make more efficient 
 

• Develop and implement the Communications and 
Engagement Strategy 
 

• Review health and wellbeing in the CCG 
including reward/recognition processes  

• Consider and explore different options of sharing 
good practice across the CCG 

• Promote opportunities to learn to create more 
voices within the CCG – i.e. shadowing, 
secondments 

 

• Guidance developed and shared 
across all staff; meetings agendas 
clear and timely; email traffic reduced 

• Comms and Engagement strategy 
signed off; implementation plan in 
place 

• Group established; recommendations 
to Executive; implementation 

• Greater consistency across the three 
Leeds CCGs 

• Evidence in workforce reporting of 
breadth of people working for the 
CCG 

RG 

 
Developing capabilities and competency 
 
• Review of structures and delivery plans 

 
• Consider succession planning across the 

organisation  
• Develop a Resilience Programme for the CCG  

 
• Develop and embed a Project Management 

toolkit  
 
• Map out the process structure and supporting 

documentations across the CCG 
• Develop demand planning and workload 

prioritisation skills across all teams within the 
CCG 

• Delivery plan drafted to reflect 
structure 

• Consistent approach to manage risks 
associated with corporate knowledge 

• Organisational, Team and Individual 
Resilience plans in place 

• Project Management toolkit shared 
across the CCG; best practice 
established 

• Clear structures and processes 
agreed 

• Up-skilled workforce 
 
 

RG 
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• Horizon scan and promote all opportunities for 
staff learning and development  to support staff 
to further develop within their role 

• To create and implement a standardised staff 
induction process for all CCG employees 

• Ongoing evaluation of HR approach to 
employment for those with mental health issues 

 

• Up-skilled workforce 
 
 
• Standard induction process in place 

for all staff linked to appraisal system 
• CCG retain Mindful Employer status 

 
Urgent Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

EPRR 
 

  

• Work programme to mitigate against identified 
risks and incorporate the lessons identified  

• Overarching framework or policy established 
which sets out expectations of EPRR 

• The accountable emergency officer will ensure 
that the Board receive appropriate EPPR reports 

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

• There is a process to ensure that the risk 
assessment(s) is informed by, consulted and 
shared across the CCG and relevant partners. 

• Process in place to respond to the risks the 
organisation is exposed to, appropriate to the 
role, size and scope of the organisation, and 
there is a process to ensure the likely extent to 
which particular types of emergencies will place 
demands on resources and capacity 

• Ensure that plans are prepared in line with 
current guidance and good practice 

• Procedure for determining whether an 
emergency or business continuity incident has 

• Annual work programme in place 
 

• Clear remit for EPRR established 
 

• Annual report for Board 
 

• Process agreed by Board 
 
 
 
 

• Process agreed by Board 
 
 

• Effective arrangements in place 
assured by NHS England 
 
 
 
 

• Effective arrangements in place 
assured by NHS England 

• Effective arrangements in place 
assured by NHS England 

GD/DTT (or JB?) 
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occurred.  And if an emergency or business 
continuity incident has occurred, whether this 
requires changing the deployment of resources 
or acquiring additional resources. 

• Debrief process so as to identify learning and 
inform future arrangements 

• Documents identify where and how the 
emergency or business continuity incident will be 
managed 

• Arrangements ensure that decisions are 
recorded and meetings are minuted during an 
emergency or business continuity incident. 

• Arrangements to have access to 24-hour 
specialist adviser available for incidents involving 
firearms or chemical, biological, radiological, 
nuclear, explosive or hazardous materials, and 
support strategic/gold and tactical/silver 
command in managing these events. 

• Arrangements to have access to 24-hour 
radiation protection supervisor available in line 
with local and national mutual aid arrangements; 

• LN CCG actively participate in or are represented 
at the Local Resilience Forum  

• Plans define how links will be made between 
NHS England, the Department of Health and 
PHE. Including how information relating to 
national emergencies will be co-ordinated and 
shared  

• Arrangements are in place to ensure attendance 
at all Local Health Resilience Partnership 
meetings at a director level 

• Undertake a pandemic influenza exercise 
• Pandemic influenza arrangements updated to 

reflect changes to the NHS and partner 
organisations, as well as lessons identified from 

 
 
 
 

• Effective arrangements in place 
assured by NHS England 

• Effective arrangements in place 
assured by NHS England 
 

• Effective arrangements in place 
assured by NHS England 
 

• Effective arrangements in place 
assured by NHS England 
 
 
 
 

• Effective arrangements in place 
assured by NHS England 
 

• Attendance at Local Resilience 
Forum 

 
• Effective arrangements in place 

assured by NHS England 
 
 

• Effective arrangements in place 
assured by NHS England 

 
• Pandemic Flu Exercise undertaken 
• Updated arrangements signed off by 

Board 
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the 2009/10 pandemic including through local 
debriefing 

• There is an organisation specific HAZMAT/ 
CBRN plan (or dedicated annex) 

• Rotas are planned to ensure that there is 
adequate and appropriate decontamination 
capability available 24/7. 

• Sufficient number of trained decontamination 
trainers to fully support its staff HAZMAT/ CBRN 
training programme.  

• Ensure that ten MTFA staff are released and 
available to respond to scene within 10 minutes 
of that confirmation  

• Maintain accurate records of compliance with the 
national MTFA response time standards 

• Sufficient number of trained decontamination 
trainers to fully support staff HAZMAT/ CBRN 
training programme.  

• Expected number of PRPS suits (sealed and in 
date) available for immediate deployment  

• MTFA capability at all times within their 
operational service area. 

• Local policy or procedure in place to ensure the 
effective prioritisation and deployment (or 
redeployment) of MTFA staff to an incident 
requiring the MTFA capability 

• Appropriate personal equipment is available and 
maintained in accordance with the detailed 
specification in MTFA SOPs 

• Local policy or procedure in place to ensure the 
effective identification of incidents or patients that 
may benefit from deployment of the MTFA 
capability 

• Appropriate revenue depreciation scheme in 
place on a 5-year cycle which is maintained 

 
 
• Effective arrangements in place 

assured by NHS England 
• Effective arrangements in place 

assured by NHS England 
 
• Effective arrangements in place 

assured by NHS England 
 
• Effective arrangements in place 

assured by NHS England 
 

• Effective arrangements in place 
assured by NHS England 

• Effective arrangements in place 
assured by NHS England 

 
• Effective arrangements in place 

assured by NHS England 
• Effective arrangements in place 

assured by NHS England 
• Effective arrangements in place 

assured by NHS England 
 
 

• Effective arrangements in place 
assured by NHS England 
 

• Effective arrangements in place 
assured by NHS England 

 
 
• Effective arrangements in place 

assured by NHS England 
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locally to replace nationally specified MTFA 
equipment. 

• NARU coordinated national change request 
process in place before reconfiguring (or 
changing) any MTFA procedures, equipment or 
training that has been specified as nationally 
interoperable 

• Appropriate register of all MTFA safety critical 
assets in place 

• Maintain accurate records of compliance with the 
national MTFA response time standards 

• Support the nationally specified system of 
recording MTFA activity which will include a local 
procedure to ensure MTFA staff update the 
national system with the required information 
following each live deployment. 

• Ensure that the availability of MTFA capabilities 
within their operational service area is notified 
nationally every 12 hours via a nominated 
national monitoring system coordinated by NARU 

• Maintain a set of local MTFA risk assessments 
which are compliment with the national MTFA 
risk assessments covering specific training 
venues or activity and pre-identified high risk 
sites 

• Robust and timely process to report any lessons 
identified following an MTFA deployment or 
training activity that may be relevant to the 
interoperable service to NARU within 12 weeks 
using a nationally approved lessons database. 

• Robust and timely process to report, to NARU 
and their commissioners, any safety risks related 
to equipment, training or operational practice 
which may have an impact on the national 
interoperability of the MTFA service as soon as is 

 
 
• Effective arrangements in place 

assured by NHS England 
 
 
 

• Effective arrangements in place 
assured by NHS England 

• Effective arrangements in place 
assured by NHS England 

• Effective arrangements in place 
assured by NHS England 

 
 
 
• Effective arrangements in place 

assured by NHS England 
 
 

• Effective arrangements in place 
assured by NHS England 
 
 
 

• Effective arrangements in place 
assured by NHS England 
 
 
 

• Effective arrangements in place 
assured by NHS England 
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practicable and no later than 7 days of the risk 
being identified. 

• Process to acknowledge and respond 
appropriately to any national safety notifications 
issued for MTFA by NARU within 7 days. 

• Assess the risk of emergencies or business 
continuity incidents occurring which affect or may 
affect the ability of the organisation to deliver its 
functions. 

• Arrangements explain how VIP and/or high 
profile patients will be managed. 
 

 
 

• Effective arrangements in place 
assured by NHS England 
 

• Effective arrangements in place 
assured by NHS England 
 

 
• Effective arrangements in place 

assured by NHS England 
 

  
Communications • Forward planning system for Patient and Public 

Involvement 
• Discharge statutory duty to ensure 

patient involvement and engagement in 
the planning and commissioning of 
health care 

RG/SB 
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Objective 3  
To better develop innovation, stimulate change and encourage new models and ways of 
working together with partners in commissioning and delivery of services to our population, and 
our population  
 
Supporting Objectives 
Development of Commissioning Strategy 
Development of Market Development Strategy 
Development of 2016/17 Primary Care Engagement plan 
Application for co-commissioning for level one 
 
How we will achieve this 
Be recognised by our peers as an organisation that has effectively supported and encouraged innovation in the development and 
implementation of new models of care that better meet the needs of our population. 
 
Evidence 
• Commissioning Intentions 
• CCG 360 
• Commissioning for social value 
• Internal Audit – Contract Management Q3 
• Poverty 
• Quality report 
• Research – don’t know the outputs and which action areas it covers off 
• Social Value 
• Assurance Framework - Well-led organisation 

 
What does success look like? 
Strong leadership and good governance which ensures: patient and public involvement; delivery of all statutory functions and duties, including 
conflicts of interest; partnership working; and comprehensive commissioning support functions 
 
Outcomes 
Outcome measures are health related; there is no direct link to this objective  
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Assurance Framework 
Well-led organisation 

• Involves and engages patients and the public actively;  
• Works in partnership with others, including other CCGs;  

Planning 
• Has a long term plan to implement the 5 year forward view  

 
Workstream 
 
Planning Action Measures (these will be linked to outcomes) Executive Lead / 

Lead 
Local commissioning intentions 
• Develop timetable 
• Engagement with all relevant stakeholder 

o Public 
o Council 
o Portfolio GP leads 

• Prioritisation 
 

 
• Clear transparent process established for 

developing local commissioning intentions 

 
LL / RG 

 
Communications Action Measures Executive Lead / 

Lead 
• Deliver effective plans to manage and improve 

stakeholder relations 
• Improved ability to engage and involve 

stakeholders in its commissioning of services 
 

RG / SB 

 
Acute Action Measures Executive Lead / 

Lead 
• Redesign of tier 3 obesity services - Develop a 

tier 3 service model for obesity services to 
develop existing activity at LTHT and integrate 
with elements of LCH service 

 

• New pathway in place; increased patient 
satisfaction 

 

 
Primary Care Action Measures Executive Lead / 
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Lead 
Chapeltown: 
• PH wider team to provide lead for development 

and implementation of CHESS Best Start Zone 
approach in Chapeltown and Harehills – to 
encourage CCG / locality engagement in this 
programme. 

• Ensure Public Health contribution and advice to 
the Chapeltown locality group and develop 
specific PH action generated through this group.  

• Development of community hub and community 
champion model in Chapeltown. ( Reginald 
Centre) 

 

 
• CHESS Best Start Zone approach 

implemented in Chapeltown and Harehills. 
 
 
 

• PH action generated through Chapeltown 
locality group. 

 
• Community hub and community champion 

model is developed in Chapeltown. 
 

 

GD 

 
Central: 
• Establish priorities on tackling inequalities to 

target need in key neighbourhoods  within 
Central: 

- Seacroft - Smoking 
- Meanwood 
- Little London 
- Gipton - Support Oakwood Lane Medical 

Practice to develop Community Hub 
model. 

- Harehills 
• Antibiotic campaign targeting BME communities 

and those that don’t speak English as first 
language, education around how to treat coughs 
& colds and when abx s are appropriate. 

• Support practices with medication reviews in 
care home patients including LD and some 
housebound patients. 
 

 
 

• Key areas are targeted 
 
 
 
 
 
 
 
 
 
• Antibiotic campaign targeting BME 

communities is implemented. 
 
 

• Medication reviews in care home patients are 
carried out with appropriate support. 

GD 
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 Interim capacity and capability within the locality 
team to support commissioning 

 GD 

 
• Maximise the local opportunities afforded 

through the new national collaborative General 
Practice contract. 

•  Provide support and knowledge transfer to 
members of the locality team in primary care 
contracting processes and opportunities for 
improvement and local flexibilities. 

• Respond and manage day to day commissioning 
support to member practices. 

 

 

  



Page 38 of 45 
 

Objective 4 
To ensure local and system leadership to encourage clinical and population engagement, high 
performance and continual improvement. 
 
Supporting Objectives 
 
How we will achieve this 
To achieve effective local and system leadership that drives continual performance improvement through authentic clinical and population 
involvement. 
 
Evidence 
 
• CCG 360 (annual) 
• Board 360 will this be repeated 
• Something around Comms although this is a number (eg monthly Bulletin) not a measure 
• Investors in Excellence 
• Media coverage 
• OD 
• Performance - Constitution indicator set  
• PPI 
• Quality Premium report 
• Quality Report (PALS; 4Cs) 
• Community Voices 
• Internal Audit – Stakeholder Engagement (Q2) 
• PPI 
• Research 
• Social Media 
• Stakeholder Engagement 
• Assurance Framework 

o Has strong and robust leadership;  
o Has robust governance arrangements, including for the management of potential conflicts of interest and adherence to the CCGs’ 

code of conduct policies;  
o Involves and engages patients and the public actively;  
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o Works in partnership with others, including other CCGs;  
o Secures the range of skills and capabilities it requires to deliver all of its commissioning functions, using support functions effectively 

and getting best value for money; and  
o Has effective systems in place to ensure compliance with its statutory functions. 
o Has an assured annual plan  
o Is performing to plan in year  
o Has an assured System Resilience Group plan  
o Has an assured Better Care Fund plan that complies with Guidance for the operationalisation of the BCF in 2015-16  
o Has a long term plan to implement the 5 year forward view  

 
 
What does success look like? 
 
Outcomes 
Domain 1 - Preventing people from dying prematurely 
Domain 2 - Enhancing quality of life for people with long-term conditions 
Domain 3 - Helping people to recover from episodes of ill health or following injury 
Domain 4 - Ensuring that people have a positive experience of care 
Domain 5 - Treating and caring for people in a safe environment and protecting them from avoidable harm 
 
Assurance Framework 
Well-led organisation 

• Has strong and robust leadership;  
• Has robust governance arrangements, including for the management of potential conflicts of interest and adherence to the CCGs’ code of 

conduct policies;  
• Involves and engages patients and the public actively;  
• Works in partnership with others, including other CCGs;  
• Secures the range of skills and capabilities it requires to deliver all of its commissioning functions, using support functions effectively and 

getting best value for money 
• Has effective systems in place to ensure compliance with its statutory functions.  

Delegated functions 
• Governance and the management of potential conflicts of interest  
• Procurement  
• Expiry of contracts  
• Availability of services  
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• Outcomes  
Finance 

• Financial performance  
• Financial controls  
• Financial governance, resources and processes  

Performance and outcomes 
• Performs against the range of measures in the delivery dashboard.  

Planning 
• Has an assured annual plan  
• Is performing to plan in year  
• Has an assured System Resilience Group plan  
• Has an assured Better Care Fund plan that complies with Guidance for the operationalisation of the BCF in 2015-16  
• Has a long term plan to implement the 5 year forward view  

 
 
Workstream 
 
Commissioning Action Measures  Executive Lead / Lead 

Developing as a community focused organisation 
 
• Action on Poverty - Joseph Rowntree – third 

Sector working 
• CCG engaged with other citywide 

organisations to promote action on 
poverty; procurement includes steps 
to address some aspects of poverty 

LL 

• Implement a Social Prescribing model within GP 
Practices to help address social factors for 
patients that may hold the key to improving 
health and wellbeing 

• Pilot in place to evaluate  LL 

• Commissioning for Social Value 
 

• Sign off of Social Value Charter 
• Social Value to be included within the 

commissioning cycle 

LL 

• Third Sector Grants Programme established 
 

• Improved engagement with third 
sector; innovative ideas piloted and 
evaluated 

LL 

• Continuous review and improvement of • CCG sustainability programme MW 
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Sustainability Programme  maintained and successes reported 
• GP Portfolio Leads development • Programme of training undertaken LL 
 

Communications Action Measures Executive Lead / Lead 
• Develop and improve its population level 

involvement 
• Better commissioning decisions 

 
 

 
Urgent Care Action Measures Executive Lead / Lead 

EPRR   
• Arrangements in place to demonstrate that there 

is a resilient single point of contact within the 
organisation, capable of receiving notification at 
all times of an emergency or business continuity 
incident; and with an ability to respond or 
escalate this notification to strategic and/or 
executive level, as necessary 

• Effective arrangements in place 
assured by NHS England 

 

DTT 

• Operational commanders are competent in the 
deployment and management of NHS MTFA 
resources at any live incident.   

• Effective arrangements in place 
assured by NHS England 

 

DTT 

• Clear leadership for EPPR • Director level accountable DTT  
• Preparedness is undertaken with the full 

engagement and co-operation of interested 
parties and key stakeholders (internal and 
external) who have a role in the plan and 
securing agreement to its content 

• Engagement plan in place DTT 

• Demonstrate organisation wide (including oncall 
personnel) appropriate participation in multi-
agency exercises 

• Multi-agency exercises undertaken 
with full attendance 

DTT 

• FRS organisations that have an MTFA capability 
the ambulance service provider must provide 
training to this FRS 

• Lead contract provider will assure 
CCG that training has been provided 

DTT 

• Organisations ensure that staff view the 
appropriate DVDs 

• Evidence that DVDs have been 
viewed by staff in all organisations 

DTT 

• Those on-call must meet identified competencies • Development plan in place for on-call DTT 
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and key knowledge and skills for staff staff  
• Demonstrate active engagement and co-

operation with other category 1 and 2 responders 
in accordance with the CCG 

• Clear cooperation and engagement 
plan 

DTT 

 
Organisational 
Development 

Action Measures Executive Lead / Lead 
Developing as a clinically led organisation 
 
• Support the continual development of the 

Leadership Team  
• Clear programme for development 

and review of Clinical Leadership 
Team 

RG 

• Provide project management and administrative 
support to members of the Clinical Leadership 
Team and identifying development opportunities 
to further enhance existing expertise 

• Continual development of 
commissioning potential across all 
GP leads working for the CCG 

RG 

• Support clinical leads with their learning and 
development  
 

• Clear programme for development 
and review of Clinical Leadership 
Team 

RG 

• Review gaps in clinical leadership  
 

• Clinical representation across the 
CCG embedded 

RG 

 
Planning Action Measures Executive Lead / Lead 

• Work with Area Team to embed the new 
Assurance Framework 
 

• Monthly performance reporting and 
meetings 

• Quarterly meetings with the Area 
Team 

LL / RG 

• Maintain in-year development of policy issues 
arising 
 

• Attendance at all meetings / 
teleconferences 

• Achievement of all in-year deadlines 

LL / RG 

• Development of Five year Sustainability and 
Transformation Plan (STP) Oct 2016 – Mar 2021 
 

• Application will be assessed against 
o Quality of plans  
o Reach and quality of the local 

process 
o Strength and unity of local 

system leadership and 

LL / RG 
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partnerships 
o Confidence of a clear system 

of implementation actions 
• Develop One year Operational Plan for 2016-17 

 
• All plans to demonstrate 

o how they intend to reconcile 
finance with activity (and 
where a deficit exists, set out 
clear plans to return to 
balance); 

o their planned contribution to 
the efficiency savings; 

o their plans to deliver the key 
must-dos; 

o how quality and safety will be 
maintained and improved for 
patients; 

o how risks across the local 
health economy plans have 
been jointly identified and 
mitigated through an agreed 
contingency plan 

o how they link with and support 
with local emerging STPs 

LL / RG 

• Develop quality premiums • Regular updates to Governance, 
Performance and Risk 

LL / RG 

  
Equality and 
Diversity 

Action Measure Executive Lead / Lead 
Equality Objectives  

 
RG /SM 

• Equality objectives refreshed more regularly  
 

• Set and publish equality 
objectives at least every four 
years  

 

 

Public information  
 

 RG /SM 
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• Public sector organisations must publish 
information to show their compliance with 
the Equality Duty, at least annually. 

 

• LNCCG to publish, on an annual 
basis, information to show 
compliance with the Equality duty.  

This must include, in particular, 
information relating to persons who 
share a relevant protected characteristic 
who are: 
• its employees (if over 150) 
• communities affected by its policies 

and practices  
 

 

NHS Equality and Delivery System  RG /SM 
• Work with all other NHS organisations in 

Leeds- city wide approach to improving 
equality performance. Contributing the 
organisation and co-ordination of city 
wide assessment events. 

• Engage with “communities of 
interest”. 

• Work with Leeds Healthwatch, 
VAL and LIP to ensure, amongst 
other things, that the work we 
do links more strategically with 
the Health and Wellbeing Board. 

 

NHS workforce Race Equality Standard  RG /SM 
• Introduced by NHSE in 2015 - It is a mandatory 

requirement to produce a Workforce race and 
equality report. 

• Report to be completed and 
published by April 2016 

 

Accessible Information Standard  RG /SM 
• To ensure all services we commission 

(including non NHS providers) are aware of 
the requirements of the standard. 

 
 
 
 
 

• Work with the relevant various teams 
to ensure that they are all aware of 
the Accessible information standard. 

• All providers of health and social 
care have to be compliant with 
the requirements of the 
Accessible Information Standard 
by July 2016. 
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LYPFT Equality and Diversity Performance 
reports 
 

RG /SM 

• Evidence of compliance with PSED, 
progress on EDS, NHS WRES and 
implementation of Accessible Information 
Standard – assessing/providing assurance 
on evidence presented to LNCCG each 
year. 

 

• Providing appropriate, ongoing 
support/assistance to provider. 

 

Leeds NHS equality forum   
• Work with NHS organisations in Leeds to 

improve health inequalities for our 
communities in relation to the 
commissioning and provision of healthcare 
and to improve equality of opportunity in 
respect of our workforce. 

 

  

 •   
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Summary Report 
Meeting: Leeds North CCG Board Date: 27 January 2016 
Agenda Item: 012/2016 
Report Title: High Performing CCG – Progress report 
Prepared by: Rob Goodyear, Director of Commissioning (Partnerships 

and Performance) 
Executive Lead: Liane Langdon, Director of Commissioning and Strategic 

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

Development 
Other meetings presented to: None 
Purpose of Report 
Approval Decision x 
Assurance Information and Comment 
Strategic Objectives (tick all that apply 
1. To be a successful and robust organisation that puts clinicians, patients and carers at the forefront of
commissioning high quality services based on the needs of local people and within the resources available. x 
2. To support people to be healthy for longer by promoting better disease management, prevention and early
detection and treatment. 
3. To drive the transformation of urgent care across the city, improving access and promoting appropriate use of
urgent care services. 
4. To drive the improvement of services city-wide for people with mental health needs and learning disabilities.
5. To promote choice based on quality of care and improve access to services for people in the Leeds North Clinical
Commissioning group area. 
Executive Summary 

The first progress report assessing Leeds North’s progress to a self assessment as a high 
performing CCG was presented to Board in May 2015. This self assessment is being 
undertaken in order to discharge our assurance responsibilities with regards to the effective 
operation of the CCG and inform our future delivery and organizational development plans. 

The approach builds on the five dimensions of the Investors in Excellence model to 
understand whether we are focused on What Matters Most and the essential capabilities to 
deliver on this.     

The appended table summarizes the evidence / assets for both the What Matters Most and 
the four essential capabilities. A summary of all the current evidence and assets that have 
been used to make this assessment is also attached to provide the Board with the 
background to this work. It is worth noting that this continues to be a living document with 
new evidence / assets added as they are presented to the various governance committees 
across the CCG. 

Examples of new evidence / assets included since this was last presented to Board include 
the Annual Report from the Patient Assurance Group, the Board Assurance Framework, and 
the Equality and Diversity Delivery Panel papers.  

Further evidence / assets expected before its next report will include the staff survey 
undertaken in December (currently undergoing analysis before presentation to the 
Executive) and a renewed National 360 degree CCG  
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Once the assessment has been considered by the Board it will contribute to the AGM 
agenda for the Council of Members, the population of Leeds North and other stakeholders to 
provide assurance that we are focusing on the right things and to give an indication of areas 
where we are seeking to improve. 
 
The Board is asked to consider where we set our level of aspiration in each of these areas 
and overall. 
 
This second assessment suggests that the CCG continues to perform at least adequately on 
average, with some notable areas of high performance.  Areas requiring further 
improvement all have improvement plans in place. 
 
Assurance Framework 
Ongoing assurance will be provided through twice yearly review at Governance, 
Performance and Risk and annual consideration by the Board to inform the future 
development of the CCG. 
 
Next Steps 
Further evidence will be gathered to refine our understanding and will inform future iterations 
of the assessment. 
 
Corporate Impact Assessment 
Regulatory Implications None 
Financial Implications None  
Legal Implications None 
Workforce Implications None 
Equality Impact Assessment None 
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Areas Overall Strengths Weaknesses Key areas for action 
What matters most Work in progress The CCG has now 

completed and submitted 
its evidence for its first 
application for Investors in 
Excellence and will expect 
an initial assessment in 
February.  A growing 
number of evidence / 
assets to measure its 
performance by. The 
Governance arrangements 
established within the 
CCG ensure that the 
majority of this evidence / 
assets are seen by the 
relevant senior 
management on a regular 
basis. 
 

This is a self-assessment 
which has not yet been 
bench-marked against 
other CCGs in England. 
The work around Investors 
in Excellence will however 
provide a marker against a 
National tool. 
 

Continued work in all 
areas – not just those 
where work is in 
development. Support by 
the Board in continuing to 
establish the core values 
and behaviours of the 
organisation and to 
challenge itself further with 
revised objectives and 
updated plan / strategy. 
 

Leading High performing The CCG remains 
particularly strong in this 
area; the revised 
Assurance process by 
NHS England provides the 
CCG with an additional 
performance report which 
compliments the reports 
already presented to its 
Governance, Performance 
and Risk Committee. 
Added rigour is provided 
by monthly meetings with 
the Area Team which 
examines performance 

None  
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Areas Overall Strengths Weaknesses Key areas for action 
and highlights any 
concerns. Where these 
are raised, they are 
triangulated with the risks 
held on the CCGs register.   
 

Resourcing Work in progress There are a significant 
number of areas classed 
by Investors in Excellence 
as resourcing. This 
illustrates the CCG’s 
approach to embrace a 
wide-ranging portfolio of 
work including poverty and 
social value. 
 
The CCG continues to 
achieve all statutory and 
administrative financial 
duties. 
 

Much of the evidence is 
around on-going longer-
term pieces of work such 
as Investors in Excellence 
and commissioning for 
social value. It will be 
difficult to improve our 
overall rating in the near 
future. 

 

Delivering Work in progress The Communications 
Strategy has been signed 
off and a work plan 
developed to delver its 
aspirations. This includes 
a PPI working group to 
direct progress and 
involvement of its Patient 
Assurance Group to 
develop the 
operationalisation of 
aspects of the strategy.  
The locally chosen quality 

The results for 2014/15 
Quality Premiums have 
been received and are 
below expectation. An 
initial report has been 
presented to the Executive 
with further analysis 
currently being 
undertaken. The CCG 
recognises that its choice 
of local measures was 
perhaps too demanding 
The communications 

Plans are in place to 
examine continued 
performance against all 
measures which make up 
the Quality Premium. The 
CCGs approach to its 
choice of local measures 
as part of the Quality 
Premium for 2016/17 will 
be agreed as further 
planning guidance is 
released by NHS England. 
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Areas Overall Strengths Weaknesses Key areas for action 
premium measures for 
2015/16 have already 
been achieved. 

strategy is still currently in 
draft stage. As such, it is 
difficult to rate any area of 
work covered by 
communications or 
engagement other than 
work in progress, as the 
strategy and therefore its 
objectives have not yet 
been finalised. 
 

Achieving Work in progress All actions from a 
continued rigorous internal 
audit plan have been 
achieved and signed off by 
the CCG’s Audit 
Committee. The latest 
audit on patient 
engagement contains few 
recommendations – both 
of which are already being 
addressed. 
 
Performance reporting on 
key constitutional and 
mandate measures has 
been streamlined 
throughout the past year, 
and these are reviewed 
together with the risk 
register and appropriate 
PMG minutes to ensure 
where measures are not 
being achieved that the 

The communications 
strategy is still currently in 
draft stage. As such, it is 
difficult to rate any area of 
work covered by 
communications or 
engagement other than 
work in progress, as the 
strategy and therefore its 
objectives have not yet 
been finalised. 
 

First draft of the 
communications strategy 
including media coverage 
will be presented to the 
Executive in May, before 
being presented to the 
Board later in the year. 
 
The website is currently 
being redesigned with 
documents updated. 
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Areas Overall Strengths Weaknesses Key areas for action 
relevant associated risks 
are recorded accurately 
and those actions to 
improve performance are 
discussed and agreed at 
PMGs. 
 

 



Page 1 of 6 
 

Evidence /  Assets Summary Actions Rating CCG Area Governance When Supporting documents 
Annual Assurance 
(Updated) 

New guidance published 
for 2015/16 

Quarterly assurance 
meetings with the 
regional Area Team; 
monthly performance 
meetings with the local 
Area Team. 

High performing – 
positive reports from all 
assurance activities to 
date 

Leading Governance, 
Performance and Risk 

July 2016 Monthly performance 
reports 

Board 360 survey 
(Bradford research) 

Survey undertaken 
around the Board 
involving all stakeholder 
groups; workshop taken 
place on the feedback 

Action plan developed to 
be incorporated into the 
OD plan 

High performing Leading Board Mar 2015 360 report 
Board summary (May 
2015) 

Board Assurance 
Framework 
(New) 

The CCG holds has a 
BAF which contains the 
key risks that are on the 
‘horizon’ for the 
organisation. 

The BAF has been re-
drafted and reviewed 
over the past 12 months 
to reflect the key risks to 
the organisation. 

Adequate Achieving / Delivering Board Nov 2015 Board reports 

CCG 360 
(Updated) 

Details of the new CCG 
360 survey for 2015/16 
were released in January 

Review stakeholder list 
and local questions as 
part of the survey 

Adequate based on 2014 
responses 

Leading Board Autumn 2016 Not applicable 

Commissioning for social 
value 
(Updated) 

Engaged with Institute for 
Voluntary Action 
Research  

Social Value Charter 
signed off at Executive 

Work in progress Resourcing Executive Oct 2014; Nov 2014; Feb 
2015; Apr 2015; Nov 
2015 

Meeting papers 

Communications 
(Updated) 

Bi-weekly CCG Bulletin; 
Annual report; PPI 
working group 

Annual Review to be 
produced for AGM; 
Strategy approved and 
work plan to 
operationalise in place 

Work in progress Achieving / Delivering Board Jun 2016  

Finance 
(Updated) 

  
Leeds North CCG is 
forecasted to achieve its 
key financial duties and 
responsibilities for 2015. 

Ongoing 
 

High performing Resourcing Board  August 2015  Annual Report and 
Accounts 

Human Resources 
Annual Report 

The report provides a 
summary of delivered 
outputs from the whole 
workforce spectrum of 
Human Resources (HR), 
Learning and 
Development (L&D) and 
Organisational 
Development (OD) in line 
with the four CCG 
workforce objectives: 
- Being a Well 

Governed and 
Effective 
Organisation 

- Being an Inclusive 
Organisation 

- Supporting a Healthy, 
Happy, Motivated and 
Highly Performing 
Workforce 

The action plan was 
refreshed in October 
2014 after the last update 
to redefine priorities and 
outcomes where 
required.  

Work in progress Resourcing Executive May 2016 HR Annual Report 
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Evidence /  Assets Summary Actions Rating CCG Area Governance When Supporting documents 
- Living the Values of 

the Organisation 
Internal audit 
(Updated) 

Twelve internal audits 
have been planned for 
2015/16. Each of these 
will be presented to Audit 
Committee 

Auditors produce a 
managing 
recommendations report 
that is regularly updated 

High performing Achieving Audit Jun 2015; Aug 2015; Nov 
2015; Feb 2015; May 
2015; Nov 2016 

All audit reports for 
2015/16; 
Managing 
recommendations report 

Investors in Excellence 
(Updated) 

The Investors in 
Excellence Standard 
supports the 
development and 
ongoing improvement of 
organisations of all sizes 
and from every sector.  
 
 
To achieve recognition 
as an Investor in 
Excellence an 
organisation must 
provide satisfactory 
evidence to address all 
activities and outcomes 
contained within the 
Standard. Recognition 
that the Standard is 
being achieved does not 
mark the end of the 
excellence journey 
because maintenance of 
the Standard challenges 
organisations to 
continuously stretch and 
improve. 
 
Continuous improvement 
and achievement of 
ongoing success is at the 
heart of the Investors in 
Excellence Standard. In 
maintaining certification 
as an Investor in 
Excellence each 
recognised organisation 
must demonstrate that it 
has continued to improve 
and refine its work as 
well as achieve ongoing 
success. 

The submission date was 
moved from September 
15 to January 16 and 
significant progress has 
been made in a number 
of areas.  
The process mapping for 
the CCG is almost 
complete and has been 
universally agreed at 
team briefs, team 
meetings and individual 
interviews that have been 
held. 
 
The What Matters Most 
section of the submission 
was signed off by Board 
on 25 November and the 
application document is 
in its final stages and 
complete edit with the 
Chief Officer and Director 
of Commissioning and 
Strategic Development 
will be conducted on 21 
Dec. This will then be 
sent to Executive on 8 
January 2016 for final 
sign off. 

Work in progress 
 

Resourcing Executive March 2016  

Measurement Establishment of 
meaningful metrics to 
determine performance 
and areas for quality 

Work continues with 
LIQH and to establish 
meaningful metrics for  
our strategic objectives 

Work in progress Delivering    
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Evidence /  Assets Summary Actions Rating CCG Area Governance When Supporting documents 
improvement 

Media coverage 
(Updated) 

 Part of Communications 
Strategy work plan  

Work in progress Delivering    

Performance reports 
(Updated) 

Performance reports are 
produced bi-monthly for 
committee. All weekly / 
monthly dashboards are 
accessed via business 
intelligence portal on-line 

Regular reporting 
continues to 
Governance, 
Performance and Risk 
and is triangulated with 
risk register. 
Performance is included 
in all Chief Officer reports 

High performing Achieving Governance 
Performance and Risk 

All GPR dates Example available 

Plan delivery  A revised Clear and 
Credible Delivery Plan 
Framework has been 
proposed and signed off 
by Board 

 The new Delivery plan 
will report to Board via 
Governance 
Performance and Risk 
Committee. 

High performing Leading Board Nov 2014; Mar 2015; 
Nov 2015; Jan 2016 

Papers available 

Poverty (Leeds Beckett 
and York St Johns) 

We have now started 
work as an anchor 
organisation with the 
Joseph Rowntree 
Foundation funded 
programme of work being 
undertaken by Leeds 
Beckett and York St 
John's Universities 

We have selected 
procurement as our area 
of focus and have begun 
the first phase of our 
action research with 
interviews to gather 
existing good practice 

Work in progress Resourcing    

PPI 
(Updated) 

Regular reports from 
Executive lead to Board 

Ongoing Adequate Resourcing / Delivering Board All Board dates Board reports 

Quality Premium report 
(Updated) 

The Quality Premium is 
£5 per head of running 
cost population and will 
be payable to CCGs in 
2015/16 based on the 
quality of health services 
commissioned during 
2014/15. The CCG 
achieved 25% of its 
Quality Premium for 
2014/15 

 
Initial analysis of how 
achievement can be 
maximised and improved 
has been presented to 
the Executive with further 
detailed analysis to be 
examined. 

Adequate Delivering Governance 
Performance and Risk 

October 2015 Quarterly QP report 

Quarterly Assurance 
process 
(Updated) 

Quarterly meetings with 
the area team – supplied 
with a performance 
dashboard  
 

Ongoing business as 
usual 

High performing Leading Board (Chief Officer’s 
report) 

Sep 2014; Apr 2015 Jul 
2015; Sept 2015; Nov 
2015 

Q1 letter from Area Team 
Delivery Dashboard for 
Q1, Q2 and Q3 
Q3 letter from Area Team 
(draft) 
Q1, Q2 and Q3 domain 
evidence 

Retention 
(Updated) 

 
There are 59 employees 
in the CCG, compared to 
the end of June position 
in 2015 headcount has 
decreased by 1 for this 
quarter 

Ongoing work with 
information received as 
part of the Staff Survey   

Adequate Resourcing Board TBC Part of HR Annual Report 

Sickness The YTD sickness rate Reporting has improved High performing  Resourcing Board TBC Part of HR Annual Report 
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Evidence /  Assets Summary Actions Rating CCG Area Governance When Supporting documents 
(Updated) (aggregate figure taken 

from 01/01/15) is 2.3%. 
However the monthly 
sickness rate has 
increased from previous 
months to 5.5%. 

over the last year 
however the data 
suggests absences could 
be classified better in line 
with the categories. 

Social media 
(Updated) 

 Tweeting at Board and 
Community Voices 
events 

Work in progress Resourcing    

Social Value The CCG has 
implemented Living 
Wage for all staff. 
Discussions have taken 
place with Leeds and 
York Partnership 
Foundation Trust 
(LYPFT) as they have 
also implemented this for 
their staff. 
 
The CCG has appointed 
a third sector grant 
administrator and 
included a social value 
question in the 
assessment criteria.  
Embedded in the 
administration is the 
requirement to track the 
social value delivered 
through the grants 
administered.  We are 
making available £750k 
to support the ability of 
the VCS to innovate and 
make a contribution to 
the delivery of the Joint 
Health and Wellbeing 
Strategy and our 5 year 
and Clear and Credible 
Delivery Plans for the 
population of Leeds 
North. 

The CCG has invited 
LYPFT to explore the 
complexities of looking at 
this throughout the 
supply chain including 
feasibility assessment. 
 
 
 
The Third Sector Health 
Grants will be launched 
on 2 June.  

Work in progress Resourcing Health and Social Value 
– Institute for Voluntary 
Action Research 

  

Staff survey Participation in the 
National Staff Survey 
was optional for CCG’s in 
2013. Leeds North CCG 
took the decision to 
proceed with this and 
had the survey 
administered by Quality 
Health using an online 
full census approach. A 

An action plan based on 
the response received 
has been agreed and is 
incorporated within the 
organisational 
development plan 

High performing Leading / Resourcing Executive TBC Staff Survey summary 
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Evidence /  Assets Summary Actions Rating CCG Area Governance When Supporting documents 
total of 45 staff were 
invited to take part, 26 
responses were 
received, a response rate 
of 58%. 

Stakeholder engagement Stakeholder engagement 
assessed through CCG 
and Board 360 reviews.  
Staff engagement 
assessed through staff 
survey. 

Action plans developed 
for all arenas are seeing 
improvements.  Further 
developments can still be 
made. 

Work in progress Delivering Board (via PPI report) Need Board dates  

Patient Assurance Group 
(New) 

Patient and public 
engagement assurance 
delivered through PAG 

The PAG has an annual 
plan for agenda content. 
Annual report  

High Performing Delivering Board December 2015 Board papers 

Stat Mand training 
reports 

Completion rates have 
seen a continuous 
improvement across 
employed staff and board 
member categories. 
However, although 
appraisal completion 
rates have increased, 
there is still a significant 
percentage increase 
needed in order to reach 
the target and is 
therefore RAG rated red. 
 

Continued work to 
address low uptake staff 
group such as 
contractors is underway 

Adequate Resourcing    

Team brief responses Team briefs are held 
monthly and chaired by 
the Chief Officer. All staff 
(inc CSU) are invited to 
participate 

Each team brief now has 
an agenda and items for 
discussion are planned in 
advance  

Adequate Resourcing N/A Monthly Team Brief agendas 

Website The CCG has adopted 
the health sector model 
publication scheme 
produced by the 
Information 
Commissioner. The 
scheme requires the 
CCG to publish, bring 
together and signpost 
significant new 
information inc minutes 
and supporting paper 
and HR policies. 

All information required 
under the publication has 
been uploaded to the 
website and are 
continually reviewed. 
Further documents will 
be added as the website 
continues to be 
overhauled for clarity and 
to ensure all documents 
are up to date 

Work in progress Achieving / Delivering Governance, 
Performance and Risk 

Nov 2014 Committee paper 

York St Johns – 
evaluation approach 

York St John’s university 
have been commissioned 
to develop a robust 
evaluation model for our 
investments in innovation 

 Work in progress Resourcing  Model to be finalised by 
January 2016 

 

Equality and Diversity 
(New) 

CCGs are required to 
adhere to the NHS 

The CCG is holding its 
Equality Delivery System 

High Performing Achieving / Delivering Governance, 
Performance and Risk 

Spring 2016 Self-assessment papers 
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Evidence /  Assets Summary Actions Rating CCG Area Governance When Supporting documents 
 Equality Delivery System; 

NHS Workforce Race 
Equality Standard; 
Accessible Information 
Standard and manage 
provider contracts to 
ensure their compliance 

Assessment Event in 
January. 

 



Quality and Safety Committee – 12 January 2016 

Summary report 

Provider reports 
• LTHT – noted performance on MRSA and Cdiff.
• LYPFT – noted:

o concerns around documentation relating to detained patients when services were
transferred to Tees Esk and Wear Valley Trust (TEWV) from LYPFT, and the
actions being taken to address this. LYPFT have now undertaken an audit of all
patients, including Leeds patient. Report to come back to next Q&S.

o the Trust action plan to address the backlog of outstanding Serious Incident
Reports, and that significant progress had been made. Requested that the action
plan be circulated to QS Committee to provide further assurance.

o actions being taken to address staffing shortages in the Trust.
• YAS - noted the mechanisms in place to monitor quality across the urgent care agenda

at a time of under performance against national targets Requested that a report on YAS
performance which had been submitted to GPR Committee be circulated to Q&S.

• Requested that options be explored for producing reports which triangulated key
indicators of performance and quality, such as serious incidents and complaints.

Serious Incident Review Panel 
• Noted the draft terms of reference of the Panel, which had been revised to strengthen

the membership and improve accountability. 
• Requested that the ToR be amended to reflect its relationship with providers. Agreed to

review the most appropriate representation from Leeds North, which would be informed 
by lay member attendance at an upcoming Panel meeting. 

Transforming Care/Building the right support 

• Noted plans to develop community services and close inpatient facilities for people with
a learning disability and / or autism who display behaviour that challenges, including
those with a mental health condition.

Clinical effectiveness 

• Noted a report which defined clinical effectiveness, the processes in place for assessing
it in 2 of the CCGs main providers, and how it is reported and assessed by
commissioners.  Was assured by this that appropriate mechanisms were in place.

• Agreed that further work was needed on how clinical effectiveness should routinely be
reported to Q&S Committee, and agreed to focus on this as its next meeting.

Board Assurance Framework – Quality risks 

• Noted the BAF strategic quality risks.  Requested that future reports demonstrate clearly
progress with mitigating actions and that risks be linked explicitly to operational risks.

CQUIN development process 

• Supported the new, more person-centred approach to developing CQUINs.
Research activity update 

• Noted the research activity update and requested that research opportunities be more
actively promoted via the CCG’s website.

013/2016 Board
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Summary Report 

Meeting: LNCCG Board Date: 27/1/2016 

Agenda Item: 014/2016 

Report Title: Financial Position 2015/16 – January 2016 Board 

Prepared by: Jenny Davies – Deputy Chief Financial Officer 

Executive Lead: Martin Wright – Chief Financial Officer 

Presented by: Martin Wright – Chief Financial Officer 

Other meetings presented 
to: 

N/A 

Purpose of Report 

Approval Decision 

Assurance Information and Comment 

Strategic Objectives (tick all that apply 

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



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



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



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



Executive Summary 

This report summarises the financial position of NHS Leeds North Clinical 
Commissioning Group (CCG). It incorporates performance against key financial duties 
as at 31st December 2015, highlighting any areas of potential risk and potential action 
for the board to discuss and ratify. 

Leeds North CCG is required to meet a number of key financial duties and 
responsibilities as follows:- 

Target 2015/16 forecast 

Revenue Resource Limit (RRL) Forecast to achieve 

Cash Limit (CL) Forecast to achieve 

Running cost limit £4.3m Forecast to achieve 

Better payment practice code Forecast to achieve 
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Key Recommendations 

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

performance against key financial duties. 
(b) Note the business planning rules and CCG allocations for 16/17 and beyond. 

 

Assurance Framework 

 
Board Assurance Framework risk 7: Financial stability & sustainability. 
 

 

Next Steps 

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

Corporate Impact Assessment 

Regulatory implications  

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

Legal implications  

Workforce implications  

Equality impact assessment  
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FINANCIAL PERFORMANCE AS AT 31 December 2015 
 
1.  EXECUTIVE SUMMARY 
 
This report summarises the financial position of NHS Leeds North Clinical Commissioning 
Group (CCG). It incorporates performance against key financial duties as at 31 December 
2015, highlighting any areas of potential risk and action for the board to discuss. 
 
1.1  Financial Duties & Targets 
 
The CCG is required to meet a number of key financial duties and responsibilities as follows:- 
 

 
Target 
 

 
RAG 

 
Forecast 

Revenue Resource 
Limit (RRL) 

 The CCG has a statutory duty to remain within its allocation with a 
minimum target surplus of 1%. The CCG brought forward £5.96m 
and has drawn down, in line with business rules £250k with a target 
surplus of £5.7m (2.3%) with NHS England for 2015/16. The CCG is 
currently forecasting to deliver a £5.7m surplus. 

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

Running Cost 
Allowance (RCA) 

 The CCG has a statutory duty to remain within its designated 
allocation for running costs which have decreased by 10% from 
£4.81m in 2014/15 to £4.38m in 2015/16. The CCG is currently 
forecasting £4.14m. 

Better Payment 
Practice Code 
(BPPC) 

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

 
 

1.2  Forecast Revenue Position 
 
The CCG is forecasting an underspend of £5.71m the control total agreed with NHS England. 
The brought forward surplus from 2014/15 was £5.96m. The CCG has drawn down £250k of 
this to spend non recurrently in 2015/16.  
 
1.3  Financial Risks 
 
The CCG will manage any financial risks in year through the utilisation of commissioning and 
contingency reserves. Looking forward, 2016/17 and beyond will be particularly challenging 
with the following risks identified as: 

 Co-commissioning of primary care and specialist services. 

 Better Care Fund & Transformation. 

 Provider sustainability. 
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1.4  2015/16 Summary Financial Position as at 31 December 2015. 
 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 

Initial 15/16 Resource Baseline 234,824     

Growth 4,462     

Sub Total - 15/16 Revenue Allocation 239,286 
 

  

Running Cost Allowance 4,358     

Better Care Fund Transfer from NHSE 4,156   

Sub Total - Initial Resource Limit 247,800     

Allocations received in year 8 2,868  

Return of 14/15 Surplus   5,960   

Total – Revenue Resource Allocation 247,808 8,828 256,636 

 
 

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 79,531 79,634 103 106,041 106,192 151 

Acute Services – Non NHS 5,523 5,523 0 7,364 8,122 758 

Urgent Care 9,206 9,206 (-0) 12,275 12,112 (-163) 

Mental Health & Learning 
Disabilities 23,390 23,342 (-48) 31,004 30,978 (-26) 

Community & Other Services 26,009 26,009 0 34,679 34,360 (-320) 

Continuing Care 9,329 9,329 (-0) 12,439 12,479 40 

Transformation 3,985 4,150 165 4,959 4,959 0 

Total – Purchase of Healthcare 156,973 157,194 221 208,761 209,201 440 

              
Prescribing 24,023 24,149 126 33,091 33,091 0 

  
   

      
Primary Care 2,257 2,241 (-16) 3,010 3,010 0  

  
   

      
Running Costs 3,433 3,103 (-330) 4,578 4,138 (-440) 

              
Reserves:             
Planned Surplus 0 0 0 5,710 0 (-5,710) 

Earmarked reserves 2 0 (-2) 660 660 0 

Contingency & Other Reserves 0 0 0 827 827 0 

Total – Reserves 2 0 (-2) 7,197 1,487 (-5,710) 

              
Total – Net Operating Costs 186,688 186,686 (-2) 256,637 250,927 (-5,710) 

 
Further details are provided below: 
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2.  CCG ALLOCATIONS 
 

CCGs were notified of their 2015/16 Revenue Resource and Running Cost Allocations prior to 
the start of the financial year. Subsequent adjustments to allocations are highlighted below.  
 

In-year Revenue Resource Allocations Adjustments 
Recurrent Non Rec. 

£’000 £’000 

GPIT Non recurrent allocation received from NHSE  537 

Funding for Eating Disorders received from NHSE  103 

Mental Health PD Allocation received from NHSE  200 

IAPT Funding received from NHSE  9 

Tier 3 Neurology Commissioning Responsibility Transfer - NHS England 8  

Vanguard: UEC - West Yorkshire Urgent and Emergency Care Network   150  

Liaison Psychiatry - Mental Health   43  

UEC Vanguard sites - Liaison Psychiatry   41  

Vanguard: UEC - West Yorkshire Urgent and Emergency Care Network  150 

Liaison Psychiatry  560 

UEC Vanguard sites  522 

Mental Health CAMHs – Transformational Allocation  258 

IAPT IST Waiting List  75 

Quality Premium.  220 

Total – In-year Allocation Adjustments 8 2,868 

 

The CCG receives a number of allocations on behalf of all West Yorkshire CCGs for the Urgent 
& Emergency Care Vanguard. In month 8 a further allocation of £150k was transferred from 
NHS England (NHSE) for the Programme Management Office. In Month 9 NHSE transferred 
£560k for Liaison Psychiatry and a further £522k for Vanguards.  £258k was received for 
Mental Health Child and Adolescent Services, £220K for quality premium and £75k for IAPT. 
 

3.  PROGRAMME EXPENDITURE 
 
3.1  Acute Services – NHS 
 

Acute Services - NHS 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Leeds Teaching Hospitals 62,404 62,401 (-3) 83,205 83,205 (-0) 

Harrogate & District 14,550 14,746 196 19,400 19,650 250 

York Hospitals 1,180 1,176 (-5) 1,574 1,578 4 

Bradford Teaching Hospitals 515 457 (-58) 686 694 8 

Mid Yorkshire Hospitals 321 323 2 428 450 22 

Airedale 173 264 91 230 349 119 

Other NHS Trusts 116 92 (-24) 154 166 12 

Commissioning Reserve 273 176 (-97) 363 100 (-263) 

Total – Acute NHS 79,531 79,634 103 106,041 106,192 151 
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Leeds Teaching Hospital NHS Trust (LTHT) have a fixed income agreement contract. This has 
benefitted the CCG in the current year as the month 8 trading report (below) shows the year 
to date overtrade position if there had been a live contract in place.  
 

 
 
The year to date overtrade is £1.2m which would equate to a forecast overtrade of £1.8m for 
the year before challenges, an outturn position of £85m. However there are a number of 
challenges to be agreed which should reduce this to £83.9m, a true increase in activity and 
cost equating to circa £0.7m. 
 
Critical care has overspent due to a high number of long stay patients of which several have 
already been discharged but 5 patients still remain. The impact of this cost will only 
materialise once they have been discharged. 
 
Maternity has increased in activity and cost however a significant challenge is being made 
regarding changes to coding and charging of this activity. 
 
Outpatient activity has increased significantly particularly within urology, ophthalmology, 
cardiology and skin therapies. Further work is being undertaken to identify referral patterns 
and potential mitigating actions. 
 
The host commissioner (Harrogate and Rural District CCG) for Harrogate and District 
Foundation Trust (HDFT) have now agreed and signed the contract, Leeds North is an 
associate with a contract plan of £18.6m. HDFT operate on a live PBR contract and due to this 
fluctuations from plan are to be expected. 

POD POD Desc

 Activity 

Plan 

 Activity 

Actual 

 Activity 

Variance 

 Activity 

Variance %  Price Plan 

 Price 

Actual 

 Price 

Variance 

 Price 

Variance % 

AandE Accident and Emergency 29,220 28,012 (1,208) (4%) £3,046,537 £2,949,095 (£97,441) (3%)

CCA Critical Care - Adult 1,020 1,280 260 25% £939,376 £1,173,505 £234,129 25%

DC Day Cases 7,682 7,754 72 1% £5,404,720 £6,010,299 £605,579 11%

DRUGS Non-Tariff Drugs 0 0 0 0% £4,014,743 £3,834,878 (£179,865) (4%)

DA Direct Access 367,869 367,451 (418) (0%) £2,256,896 £2,206,828 (£50,068) (2%)

EL Elective 2,152 1,986 (166) (8%) £4,732,938 £4,752,293 £19,355 0%

MAT Maternity Pathway 4,805 5,258 453 9% £5,630,166 £5,878,384 £248,218 4%

NEL Non-Elective 16,123 16,211 88 1% £13,525,786 £13,884,346 £358,560 3%

OPFA Outpatient FA 23,419 22,415 (1,004) (4%) £3,158,199 £2,860,545 (£297,654) (9%)

OPFUP Outpatient FUP 53,294 51,989 (1,305) (2%) £4,166,025 £4,095,804 (£70,221) (2%)

OPPROC Outpatient Procedures 8,248 13,157 4,909 60% £1,709,146 £2,392,132 £682,986 40%

Other Other 51,275 52,071 796 2% £7,142,056 £6,897,872 (£244,184) (3%)

Grand Total 565,108 567,584 2,476 0% £55,726,588 £56,935,981 £1,209,392 2%
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The table above is a summary of the HDFT month 8 trading report. The main overspends are 
in the Day Cases, Non Elective and Outpatients.  The Day Cases increase is due to Endoscopy 
procedures which exceed the expected and planned forecast. The Non Elective position is 
increased due to overtrades against Excess Bed Days, which contributes to around 50% of the 
overtrade value.   
 
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 1,125 975 (-150) 1,500 1,254 (-246) 

Spire 2,061 2,321 260 2,748 3,279 532 

Other Private Providers 1,687 1,435 (-252) 2,115 2,283 168 

GPSIs & AQPs 650 792 142 1,001 1,306 305 

Total – Acute Non NHS 5,523 5,523 0 7,364 8,122 758 

 
The main reasons for the over-spend remain as Neurological Rehab for Continuing Care 
(NRCC) patients and an increase in Any Qualified Providers (AQPs) Pain Management Services. 
The Spire Leeds hospital costs are 19% over budget at month 8, mainly due to several high 
cost Trauma & Orthopaedic (T&O) elective procedures – specifically major knee, and 
reconstructive Surgery.  
 
 
 
 
 
 
 
 
 
 

POD POD Desc

 Activity 

Plan 

 Activity 

Actual 

 Activity 

Variance 

 Activity 

Variance %  Price Plan  Price Actual 

 Price 

Variance 

 Price 

Variance % 

AandE Accident and Emergency 5,123 5,221 98 2% £565,528 £573,936 £8,408 1%

CCA Critical Care - Adult 403 203 (200) (50%) £307,596 £262,286 (£45,310) (15%)

DC Day Cases 2,542 3,305 763 30% £1,772,442 £2,022,606 £250,164 14%

DRUGS Non-Tariff Drugs £489,249 £564,757 £75,508 15%

DA Direct Access 4,015 3,867 (148) (4%) £586,478 £638,092 £51,614 9%

EL Elective 442 436 (6) (1%) £1,410,524 £1,355,863 (£54,662) (4%)

MAT Maternity Pathway 608 560 (48) (8%) £649,297 £563,005 (£86,292) (13%)

NEL Non-Elective 1,777 1,653 (124) (7%) £2,517,607 £2,716,236 £198,629 8%

OPFA Outpatient FA 7,024 7,773 749 11% £1,019,222 £1,062,871 £43,650 4%

OPFUP Outpatient FUP 14,833 15,744 911 6% £1,206,595 £1,244,218 £37,623 3%

OPPROC Outpatient Procedures 2,558 3,698 1,140 45% £441,225 £495,410 £54,185 12%

Other Other 9,825 11,813 1,988 20% £1,376,172 £1,597,851 £221,679 16%

Grand Total 49,149 54,273 5,124 10% £12,341,935 £13,097,131 £755,195 6%



 
 

 
Page 8 of 14 

 

 
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 16,645 16,596 (-50) 21,983 21,957 (-26) 

Bradford District Care Trust 24 24 0 32 32 0 

Tees, Esk & Wear Valley 815 815 0 1,086 1,036 (-50) 

Voluntary Sector Organisations 770 772 2 1,050 1,050 (-0) 

Psychological Therapies (IAPT) 200 200 0 272 272 0 

Learning Difficulties 4,021 4,021 0 5,361 5,411 50 

MH Service Developments 701 701 0 934 934 (-0) 

Collaborative Fees 68 68 0 91 91 (-0) 

MH Non Contracted Activity 77 77 0 102 102 0 

MH PSD/Other 23 23 0 31 31 0 

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

Total – MH/LD 23,390 23,342 (-48) 31,304 30,978 (-26) 

 
The Mental Health and Learning Disabilities (LD) forecast is slightly below budget due to a 
failure of Quarter 1’s CQUIN and the penalty being imposed. During the year, funding for a 
number of new high cost LD service users was approved by the Leeds CCGs outside of the 
pooled budget. For Leeds North CCG this equates to £251k for 2015/16 (£275K full year effect) 
with a citywide impact of £1,059k for 2015/16 (1,157k FYE). 
 
3.4  Urgent Care 
 

Urgent Care 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Yorkshire Ambulance Service 5,015 5,015 0 6,686 6,555 (-131) 

Patient Transport Services 907 907 (-0) 1,210 1,175 (-35) 

Urgent Care – 111 355 368 13 474 458 (-16) 

Urgent Care – OOH/MIU 1,574 1,561 (-13) 2,099 2,118 19 

Non Contracted Activity 1,355 1,355 (-0) 1,807 1,807 0 

Total – Urgent Care 9,206 9,206 (-0) 12,275 12,112 (-163) 

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

 Mental Health Crises telephone Triage 

 111 Increase in Clinical Advisors 

  Frequent Callers 
 
The 3 schemes continue to be evaluated, however information is only currently available at 
full contract level rather than at individual CCG level. 
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Despite improvement and being above target in November the year to date performance is 
still below the 8 minute target for both Red 1 and Red 2 calls. It is however, slightly above the 
target for both Red 1 and Red 2 19 minute calls. 
   
Performance penalties have been invoked for Q1-3 and based on current performance will 
also be invoked in Q4. For Q1-3 this is £110k and a further £39k is expected for Q4. This will be 
reinvested on schemes to improve performance. The 999 contract is currently under trading 
at the end of month 8 by £322k. The under-trade on this block contract cannot be utilised by 
the CCG in year.  
  
The 111 and MIU contracts are currently forecast to be in line with budget. 
  
3.4.1 Systems Resilience 
 
The CCG baseline allocations included £5m citywide for Systems Resilience of which the CCG 
holds £1.2m. To date, including within the baseline contracts, £5.4m has been committed 
citywide to LTHT and LCH, mainly to support Ward J30 and J31. Further investments have 
been submitted and agreed up to £6.9m citywide. 
  
3.4.2 West Yorkshire Urgent & Emergency Care Vanguard 
  
The CCG currently receives allocations and hosts budgets on behalf of the Vanguard.  
The two schemes (£25m nationally for Age Liaison MH services in Emergency Depts. and £4m 
nationally for MH Crises) were to be allocated on a 50%/50% basis in October and December. 
The CCG received £1.08m in December on behalf of West Yorkshire CCGs for both schemes. 
However the October allocation appears to have been given direct to individual CCGs. The 
West Yorkshire Vanguard office is aware of this anomaly and is taking steps to rectify the 
position. 
 
3.5  Continuing Care (CHC) 
 

Continuing Care 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

Funded Nursing Care 1,550 1,550 0 2,066 2,010 (-56) 

Continuing Healthcare 7,400 7,400 0 9,867 9,905 38 

Continuing Care 179 179 0 238 261 23 

Continuing Care Staff 201 201 (-0) 268 303 35 

Total – Continuing Care 9,329 9,329 (-0) 12,439 12,479 40 
       

 

The CHC forecast for 2015/16 is currently marginally over budget however, this is a demand 
led service and hence fluctuations can be difficult to anticipate.  
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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 17,221 17,221 0 22,961 22,961 0 

Hospices 814 815 0 1,086 1,060 (-26) 

GP CIC Beds 590 589 (-0) 786 717 (-69) 

Reablement 809 809 (-0) 1,079 1,003 (-76) 

Long Term Conditions 191 191 0 255 361 106 

Children’s Services 711 711 0 948 679 (-268) 

Safeguarding & Other 118 118 0 157 171 14 

Better Care Fund 5,556 5,556 0 7,408 7,408 0 

Total – Community & Other 26,009 26,009 0 34,679 34,360 (-320) 

 
The Community forecast for is £320k under budget primarily due to anticipated costs for 
Children’s Services actually being lower than expected. The budget for Children’s Services 
includes the surplus £250k which was drawn down and spent to provide non recurrent 
support to Children’s Centres.   
 
3.7  Prescribing 
 

Prescribing 

Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 

£’000 £’000 £’000 £’000 £’000 £’000 

GP Prescribing 22,945 22,945 0 31,653 31,653 0 

Central Drugs 518 627 109 690 690 0 

Out of Hours 118 128 10 157 157 0 

Oxygen 169 175 6 225 225 0 

Medicines Management 274 274 0 366 366 0 

Total – Prescribing 24,023 24,149 126 33,091 33,091 0 

 
Based on October’s data prescribing expenditure has increased from prior year due to an 
overall increase in the cost of drugs and the full mobilisation of the New Oral Anti-Coagulants.  
 
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 216 200 (-16) 288 288 0 

GP over 75s 0 0 0 0 0 0 

Clinical Engagement 1,556 1,556 0 2,075 2,075 0 

Clinical Leads 82 82 0 110 110 0 

Primary Care IT 403 403 0 537 537 0 

Total – Primary Care 2,257 2,241 (-16) 3,010 3,010 0 
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The forecast for Primary Care is expected to remain within the budget allocated.   
 
 
4 RUNNING COSTS  
 
The CCG quality premium received in M9 had to be allocated to running costs, even though it 
will be spent on programme costs. This is an anomaly with the reporting into NHSE and is not 
something the CCG can influence. Due to this the running cost budget has increased by £220k 
and the forecast underspend has increased to £440k, of which £220k is the quality premium 
and £220k is the actual underspend due to the admin reserve created to cover future pay cost 
increases. The non recurrent spend will be within programme costs. 
 
 
5 OTHER FINANCIAL TARGETS & INFORMATION 
 
5.1  Cash Drawdown 
 
Year to date remains within the target with December being 0.4%. 
 

Month 
Drawdown 

Month end 
balance % 

£’000 £’000 

April 17,315   129   0.75% 

May 15,565   300   1.93% 

June 18,039   74   0.41% 

July 16,325  26  0.16% 

August 16,373  19  0.12% 

September 18,125  299  1.65% 

October 19,929  122  0.61% 

November 16,415  82  0.50% 

December 18,338  80  0.44% 

Total 156,424   1,131    0.72% 

 
The CCG’s maximum cash drawdown limit for the year is currently £250,424k. This limit 
includes cash drawn down directly by NHS Business Services Authority for prescribing related 
payments, which are not included in the table above. 
 
5.2  Better Payment Practice Code (BPPC)  
 
In order to comply with the BPPC the CCG has a target to pay a minimum of 95% of invoices 
within 30 days of receipt, unless alternative payment terms have been agreed. Actual 
performance for the period ending 31 December 2015 is: 
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BPPC 15/16 to 31 December 2015 Number £’000 

Non NHS Creditors 

Total bills paid in year 2,624 21,939 

Total bills paid within target 2,562 21,729 

Percentage of bills paid within target 97.64% 99.04% 

NHS Creditors 

Total bills paid in year 1,786 134,754 

Total bills paid within target 1,769 134,540 

Percentage of bills paid within target 99.05% 99.84% 

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

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

£’000 £’000 £’000 £’000 £’000 

NHS 0 47 0 13 5 

Non NHS 5 0 0 0 0 

Total 5 47 0 13 5 

 
 
6  CCG ALLOCATIONS FOR 2016/17 & BEYOND 
 
On 9th January 2016 NHS England published 5 year allocations for CCGs, primary care and 
indicative specialised commissioning budgets by CCG. The allocations include firm figures for 
2016/17 and the subsequent 2 years, with indicative figures for the following 2 years. Whilst it 
is NHS England’s intention that the firm figures will not be reopened, this may happen in 
exceptional circumstances.  
  
Leeds North CCG’s programme allocation will increase by c£7.4m (3.0%) in 16/17 and c£5.0m 
(2.0%) in the subsequent 2 years. Included within the 2016/17 growth are allocations for GPIT 
(£0.52m) and CAMHS (£0.36m), which reduces the effective growth to c£6.5m (2.7%). 
Although this may appear to be a reasonable settlement compared to other areas in the 
public sector, early indications show that the increase is not be sufficient to cover anticipated 
cost pressures, let alone new commissioning intentions. The CCG will need to make some 
tough decisions over the coming months as the current level of activity and associated spend 
is not sustainable. The main focus will be to identify areas where sufficient efficiency savings 
can be made, services transformed or decommissioned, in order to deliver a balanced and 
sustainable financial position. 
  
Primary medical care allocations at CCG level have also been confirmed. This identifies the 
total budget the CCG will receive for GP services if we take on co-commissioning 
responsibilities from April 2016. Allocation growth has been confirmed at 3.6%, 1.9% and 2.6% 
for the first 3 years, indicatively rising to 3.4% and 4.2% in the outer years. 
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CCG ALLOCATIONS 16/17 17/18 18/19 19/20 20/21 

CCG Programme 

Allocation £’000 250,872 255,897 260,981 266,519 276,274 

Growth % 3.0% 2.0% 2.0% 2.1% 3.7% 

Per Capita % 2.3% 1.2% 1.2% 1.4% 2.9% 

CCG Running Costs 

Allocation £’000 4,360 4,360 4,360 4,361 4,361 

Per Capita £ 20.43 20.28 20.13 19.98 19.83 

Primary Medical Care 

Allocation £’000 26,036 26,522 27,203 28,129 29,315 

Growth % 3.6% 1.9% 2.6% 3.4% 4.2% 

Per Capita % 2.8% 1.1% 1.8% 2.6% 3.5% 

 
 
7  BUSINESS PLANNING FOR 2016/17 
 
Planning guidance published by NHSE in December 2015  requires local organisations to come 
together to produce a 5 year place based Sustainability & Transformation Plan (STP) to drive 
the ‘Five Year Forward View’ agenda. CCGs will also need to to produce their own 1 year 
operational plan for 2016/17 that is consistent with the emerging STP. 
 
7.1  Business Rules 
 
Financial plans will be developed as part of the commissioning cycle and in accordance with 
the planning guidance. The prime financial business rules that the CCG must adhere to are: 
 

Surplus - A surplus which is the higher of 1% or 2015/16 surplus, less any agreed 
drawdown. The CCG will receive £5.7m brought forward from 15/16; however this 
must be drawdown over the next 3 years to reduce the surplus to 1%. A business case 
must be completed to drawdown surpluses in 2016/17 and in future years. 

 
1% Non Recurrent - The CCG is required to set aside a 1% non recurrent fund for 
2016/17, which must be uncommitted. Originally the CHC risk pool was to be funded 
from this fund. However the latest guidance confirms this is no longer the case and 
this fund must be 100% uncommitted at the start of the year. 

 
0.5% Contingency - The CCG is required to have a 0.5% contingency to provide a buffer 
against financial risks in the system. This provides assurance around the CCG’s 
resilience to further potential allocation changes and risks. 
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7.2  Contracting and Tariff changes 
 
The planning guidance and the National Tariff ‘headlines’ include the following key elements: 
the national efficiency is set at 2% subject to consultation; cost inflation is set at 3.1%.  This 
leads to a 1.1% overall Tariff increase.  
 
LTHT had previously chosen the DTR (Default Rollover Tariff) for 2015/16 which meant the 
Trust did not receive CQUINs and the Marginal Non Elective Tariff (MRET) was paid at 30% not 
70%. Reverting back to national tariff in 2016/17, there will be a significant impact on the 
16/17 contract as the MRET will be 40% higher and the Trust will be entitled to CQUIN. 
 
7.3  Cost Pressures 
 
The CCG will face significant challenges in 2016/17 due to the impact of tariff changes, a 1.1% 
Tariff inflator, projected increases in activity within acute services and a mental health parity 
of esteem commitment. The CCG is currently developing robust plans to ensure all business 
rules are met and that the CCG is able to deliver a sustainable financial position. 
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Summary Report 
Meeting: Leeds North CCG Board Meeting Date: 27 January 

2016 
Agenda Item: 015/2016 
Report Title: Board Assurance Framework 2015/16 
Prepared by: Stephen Gregg, Head of Governance and Corporate 

Services and Joanna Howard, Head of Governance City-
wide 

Executive Lead: Martin Wright, Chief Finance Officer 
Presented by: Martin Wright, Chief Finance Officer 
Other meetings presented to: Governance Performance and Risk Committee (7.1.16) 

Quality and Safety Committee (12.1.16) 
Purpose of Report 
Approval √   Decision  
Assurance √   Information and Comment √   
Strategic Objectives (tick all that apply 
1. Ensure that we have comprehensive commissioning processes and management established that 

enable us to understand and meet the needs of our population through high quality care and which 
deliver improvement in the health and wellbeing of the poorest the fastest. 

√   

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

√   

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

√   

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

√   

Executive Summary 
 
The Board Assurance Framework provides a structure and process that enables the CCG to 
focus on the principal risks to achieving its strategic objectives and be assured that adequate 
controls are operating to reduce these risks to acceptable levels (the risk appetite). 
 
Risk is unavoidable and therefore the CCG needs to take action to manage the risk in a way 
that can be justified to a level which is tolerable. Setting a risk appetite ensures that the CCG 
recognises innovation and takes important opportunities when they arise that support service 
improvements. 
 
There are currently a number of risks in which the CCG are operating above the agreed risk 
appetite. For these risks a number of mitigating actions have been identified and once 
implemented the risk level should reduce to the level of risk appetite the CCG has agreed to 
tolerate. 
 
The Board Assurance Framework has been updated since the last meeting and all 
amendments can be seen in red text within the document. A summary of updates include: 

• The risk appetite for risks 2,3,4 and 5 has been increased to reflect the CCGs current 
risk levels; 

• Alignment of the controls and assurances; 
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• Some additions to the controls and mitigating actions 
 
The Board is asked to review and note the current strategic risks as outlined in the BAF, noting 
the updates since the last meeting. 
 
Key Recommendations 
The Board is asked to review and note the Board Assurance Framework.  
 
Assurance Framework 
All risks 
 
Next Steps 
The Board Assurance Framework will be presented at the next committee meetings for 
review following updates from lead Directors. 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
 



 

 

Board Assurance Framework (BAF) 2015-2016 
 

Introduction 
 

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

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

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

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

 

Assurance 

The BAF provides the basis for the preparation of a fair and representative Annual Governance Statement.  It is the subject of annual review by both 
Internal and External Audit.  
 
V2 21.12.15 
 



2 
 

Summary of strategic risks 
 

Strategic Objective Risk to delivering the objective 
Initial Score 

(without 
controls) 

Current 
Score 

Risk 
appetite 

Key changes since last 
review 

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

1. Ineffective engagement with patients and the public, leading to 
commissioning decisions which do not meet the needs of our 
population  

 
16 

 
9 

 
6 No changes have been made 

2. Resources are not targeted effectively to areas of most need, 
leading to failure to improve health in the poorest areas  16 12 8 

The risk appetite has been 
increased to reflect the CCGs 
current position 

3. Inability to influence behavioural change, leading to failure to 
improve health and well being 16 12 9 Risk appetite increased to 

reflect CCG current position 
4. Providers fail to meet quality standards,  leading to poor quality and 

unsafe care  20 12 8 Risk appetite increased to 
reflect CCG current position 

5. System-wide or provider capacity shortfalls, leading to a failure to 
meet patient needs 20 16 8 Risk appetite increased to 

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

6. Failure to achieve financial stability and sustainability, leading to an 
inability to fund the CCG’s strategic objectives 20 9 5 No changes have been made 

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

20 12 6 Control: The BAF is now fully 
developed and operational  

8. Failure to secure the capacity and skills needed to be sufficiently 
agile, leading to an inability to respond quickly and effectively to 
change 16 12 9 

Mitigating action: New 
commissioning support 
service awarded. Mobilisation 
plan to be fully developed 

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

9. Inability to develop sustainable new models of care, leading to a 
failure to shift care out of hospital settings  
 

20 16 9 Control: Simulation exercise is 
now complete 

10. Failure to work successfully with partners to integrate services, 
leading to duplication, waste and inefficiency 

20 16 9 No changes have been made 
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4. To achieve effective local 
and system leadership that 
drives continual performance 
improvement through 
authentic clinical and 
population involvement. 
 

11. Member practices do not fully engage and participate, leading to 
decisions which are not clinically led  
 

10 5 6 No changes have been made 

12. Failure to drive quality improvement, leading to commissioned 
services not reflecting best practice and improving care 16 12 8 No changes have been made 
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Risk 1:   Ineffective engagement with patients and the public leading to commissioning decisions which do not meet the needs of 
our population 

Lead Director/risk owner 
Liane Langdon 

Strategic Objective 1:  Understand and meet the needs of our patients through high quality care which improves the health and 
wellbeing of the poorest the fastest 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4  = 16 
Current score: 
 3 x 3 = 9 
Risk appetite: 
 2 x 3 = 6 
 
 
 

Rationale for current risk score: 
Commissioning care to meet the needs of the local population is integral to delivery of 
the strategic objectives of Leeds North CCG.  
 
Rationale for risk appetite: 
Engagement is key to ensuring that our commissioning decisions meet the needs of 
the population. 

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

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

• New PPI groups – Community Voices, Virtual Practice Reference Group Network  
• Well established ‘Together We Can’ user involvement in mental health services  
• Internal CCG PPI working group 
• Patient Assurance Group 
• Assisting commissioners to ensure robust planning and delivery of CEED plans 
• Joint assurance planning with commissioning teams 
• Improved commissioning intentions process 

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

Action Owner Due by 
Monitor delivery of Communications 
and engagement strategy 

SB 31/05/16 

Monitor all engagement in relation to 
equality and diversity and inequalities 

SB Tbc post 
CSU 
transition 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Evaluation of public consultation and engagement work 
• Internal audit of Stakeholder Engagement 
• Equality and diversity impact assessment for new work streams 
• PPI update reports to Board 
• Influence of ‘Together we can’ on Mental Health Framework and service redesign  
• PAG summaries reported to Board 
• Patient feedback, PALs data and complaints data review and evaluation 

Gaps in assurances (what additional assurances should we seek):  
• Assurance that equality and diversity impact assessments are 

being carried out consistently 
• Assurance that consultation and engagement is carried out 

consistently 
• Assurance that we are taking a ‘universal proportionalism’ 

approach to comms, with increased effort with individuals and 
communities in most need  

• Review use of Market segementation (Mosaic) to target comms 
appropriately 

Additional Comments: 
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Risk 2:   Resources are not targeted effectively to areas of most need leading to failure to improve health in the poorest areas 
 

Lead Director/risk owner 
Liane Langdon 

Strategic Objective 1:  Understand and meet the needs of our patients through high quality care which improves the health and 
wellbeing of the poorest the fastest 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16 
Current score: 
3 x 4 = 12 
Risk appetite: 
2 x 4  = 8 
 
 
 

Rationale for current risk score: 
The CCG is working in partnership with health and social care organisations to ensure 
that all patients are receiving the necessary resource to deliver health improvement 
and address health inequalities. 
 
Rationale for risk appetite: 
We need to reduce the likelihood of this risk happening through robust commissioning 
and working with the wider health and social care economy. However, the impact of 
this risk, should it occur, will always remain high. 

Controls (what are we currently doing about the risk?): 
• Membership of the Health and Wellbeing Board, 
• Active partner in the refresh of the Leeds Joint Health and Wellbeing Strategy 
• Applying intelligence from the Joint Strategic Needs Assessment to commissioning intentions 
• CCG inequalities action plan to co-ordinate work across the CCP objectives 
• MOU with LCC for public health advice and support and to ensure Public Health alignment with 

CCG strategy 
• Active partner of the ENE HWB executive  
• Membership and Joint working in Chapeltown and Gipton locality 
• Interim Leeds North mental health needs assessment  
• Public health position held within CCG  
• Aligning the investment of commissioning resources 
• Ensuring parity of esteem between mental and physical health 
• Effective delivery of Mental Health framework 
• Review of interventions to meet physical needs of mental health patients 
• Better Care Fund programme 

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

Action Owner Due by  
City-wide Task and Finish Group on parity 
of esteem  

JW 31/07/16 

Consider a universal proportionalism 
approach to all core CCG workstreams 

NG 30/04/16 

Focussed work in key communities – 
Seacroft; Gipton;Little London etc 

LJ 30/09/16 

HWB joint plan with LSE for the inner east  LJ 30/09/16 

 

 
 
 
 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Health and Wellbeing Board reports/National surveys show improvements within Leeds 
• Improved health outcomes reported in the JSNA 
• Applying intelligence from public and patient engagement 
• Equality and diversity assessments conducted for new workstreams, policies and procedures 
• High level indicators against  Mental Health framework outcomes 
 

Gaps in assurances (what additional assurances should we seek) : 
• Focus on inner east area of Leeds 
• Consistent leadership of mental health issues in primary care. 
• Difficulties in monitoring resources 

Additional Comments:  
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Risk 3:  Inability to influence behavioural change leading to failure to improve health and well being  Lead Director/risk owner 
Lucy Jackson 

Strategic Objective 1:  Understand and meet the needs of our patients through high quality care which improves the health and 
wellbeing of the poorest the fastest 
 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16  
Current score: 
3 x 4 = 12  
Risk appetite: 
3 x 3 = 9 
 
 

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

Controls (what are we currently doing about the risk?): 
• Programmes to encourage patients to take more control of their health and wellbeing and to prepare 

health and care professional to have collaborative conversations under the citywide self-management  
Action plan – Year of care; self-management courses/support/apps etc 

• Engagement with review and reprocurement of healthy living services 
• Practice engagement scheme 
• TeleX work programme 
• Engaging communities e.g. Community Voices, surveys, focus groups. 
• Public engagement material 
• Online booking facilities 
• Co-designing of care pathways 
• Effective delivery of Improving Access to Psychological Therapies (IAPT) 
• CQUINS to improve provider care 
• QIPP programme 

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

Action Owner Due by 
Development of mental health 
information portal,   Leeds MIND peer 
support hub 

JW 31/07/16 

Development of system plan to 
implement health coaching  

LJ 30/4/16 

 

 
 

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

Gaps in assurances (what additional assurances should we 
seek) : 
Effective evaluation of impact of mental health interventions 
on changing behaviour 
CCG staff wide engagement in the ‘one you’ discussions 

Additional Comments:  
Risk of behaviour change leading to increased inequalities – need to ensure universal proportionalism to all PPI/comms 
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Risk 4:  Providers fail to meet quality standards  leading to poor quality and unsafe care 
 

Lead Director/risk owner 
Manjit Purewal 

Strategic Objective 1:  Understand and meet the needs of our patients through high quality care which improves the health and 
wellbeing of the poorest the fastest 
 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 5 = 20  
Current score: 
3 x 4 = 12 
Risk appetite: 
2 x 4 = 8 
 
 
 

Rationale for current risk score: 
The CCG has in place quality standards, and measures quality outcomes to try and 
assure the quality of care. Agreed quality schedules and CQUINs are in place with 
providers. 
 
Rationale for risk appetite: 
A risk appetite of 8 has been applied as the CCG aim is to minimise the likelihood of 
the risk occurring.  The consequences of failure remain high due to the risk to patient 
safety. 

Controls (what are we currently doing about the risk?): 
• Contract Management Boards monitor quality standards against the NHS contract and KPIs 
• Provider and CCG joint quality performance meetings 
• Area Quality Surveillance Groups 
• Quality and Safety Committee reviews quality reports, including key metrics e.g. Safer Staffing, 

Family and Friends, Serious incidents 
• Governance, Performance and Risk Committee approves policies, reviews performance 
• CQC inspection programme 
• Internal audit of quality information and assurance processes 
• TDA working with LTHT to achieve sustainable position 
• Monthly quality reporting  
• Transformation Board 
• CQUINs are in place with providers (local arrangements are in place with LTHT) 

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

Action Owner Due by 
Explore opportunities for joint  LN and LSE 
Quality and Safety Committee quality 
assurance functions  

MP 31/01/16 

Establish shared understanding of how clinical 
effectiveness is assured. 

MP 31/03/16 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• CMB minutes discussed at GPR 
• Provider quality performance meetings report to CMB 
• CQC reports 
• Internal audit report on contract and provider management  
• TDA statement of Trust position 
• Performance reports to GPR 
• Outcomes of Transformation board discussed at board and executive 
• CQUIN performance reports 

Gaps in assurances (what additional assurances should we seek) : 
• Effectiveness of CMB assurance processes 
• Proactive NHS area team contract management for specialised commissioning  
• Influence over LTHT and LCH structures 
• Influence over delivery of YAS targets due to collaborative commissioning structures 
• Reliability of CSU provision of core services following failure to secure accreditation 

on the LPF 
• Absence of city-wide quality surveillance group. 

Additional Comments: 
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Risk 5:   System-wide or provider capacity shortfalls leading to a failure to meet patient needs ( not demands) 
 

Lead Director/risk owner 
Liane Langdon/Nigel Gray 

Strategic Objective 1:  Understand and meet the needs of our patients through high quality care which improves the health and 
wellbeing of the poorest the fastest 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
4 x 4 = 16 
Risk appetite: 
2 x 4 = 8 
 
 
 

Rationale for current risk score: 
Current capacity challenges within the system are due to increase as winter 
approaches.  
 
Rationale for risk appetite: 
Integrated working with providers aims to reduce the likelihood and impact of any 
shortfalls within the system. However, the potential consequences of failing to meet 
patient needs remain high. 

Controls (what are we currently doing about the risk?): 
• PWC Governance review to ensure system leadership and sign up to sustainable delivery 
• System resilience group – Chaired by LNCCG on behalf of the city 
• System flow Board 
• Surge and escalation Plan (incorporating winter planning) 
• CCG 3 year clear and credible plan 
• Contract Management Boards (LTHT, LCH, LPFT) 
• Provider management function in place and city wide hosted 
• TDA working with LTHT to achieve sustainable position financially and operationally including 

DTOC 
• Collaborative contract management arrangement 
• Monthly activity, financial, performance and quality reporting  
• Transformation board schedule of work 
• Non-recurrent investment in RTT and system resilience 
• Provider quality groups 

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

Action Owner Due by  

Area team are aware and 
supporting Leeds, reporting SRG 
sharing and support West Yorkshire 
wide as issues affect all health and 
social care economies 

NG 31/12/15 
29/04/16 

TDA support to drive external 
challenge 

NG Ongoing 

Contingency planning and BCP 
review 

NG 30/11/15 
29/04/16 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Area team assurances as per our SRG plan sign up 
• Area team quarterly CCG reviews 
• Provider management group reports to GPR committee 
• Internal audit of current system 
• Various performance, finance and quality reports to sub-committees and Board 
• National and regional benchmarking of performance and delivery of constitutional standards 

Gaps in assurances (what additional assurances should we seek) : 
• Lack of contingency planning options available due to capacity 

challenges 

Additional Comments: 
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Risk 6: Failure to achieve financial stability and sustainability leading to an inability to fund the CCG’s strategic objectives Lead Director/risk owner 
Martin Wright, Chief Financial Officer 

Strategic Objective 2: Ensure resilience as an organisation, to be agile with robust and transparent governance Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
3 x 3 = 9 
Risk appetite: 
1 x 5 = 5 
 
 
 

Rationale for current risk score: 
Failure to achieve financial stability could lead to a breach in our statutory duties and 
have an adverse effect on our local population. The CCG has a number of key financial 
controls in place. 
 
Rationale for risk appetite: 
By systematically identifying and addressing financial  risks we aim to minimise the 
likelihood of problems occurring 

Controls (what are we currently doing about the risk?): 
• Financial Plan approved by the Board and discussed at Executive team 
• Monthly financial reporting to budget holders, NHS England, the Board and executives 
• Monthly contract information received from lead commissioners and CSU 
• Detailed annual budget calculated and formally delegated to budget holders 
• Prescribing incentive scheme 
• Budgetary control systems for identifying and controlling financial risks 
• Detailed financial policies and budgetary control framework outlines responsibilities and ground rules 
• Regular budget holder meetings 
• Risk sharing agreement agreed across the Leeds CCGs covering continuing care and learning 

disabilities 
• Regular CFO meetings 
• Internal audit reviews of financial systems, budgetary control and financial management 

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

Action Owner Due by 
Initial review of financial 
implications of primary care 
commissioning Oct 2015. Budget 
to be agreed March 2016. 

MW 31/03/16 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Monthly finance report to Board identifying any current financial risks 
• Prescribing finance position included in monthly finance updates 
• Monthly budget reports are issued and discussed at budget holder meetings 
• Budgetary control framework in place 
• Lead commissioner monthly forecasts  
• Internal audit reports 

Gaps in assurances (what additional assurances should we 
seek) : 
• Financial impacts of primary care commissioning 
 

Additional Comments: 
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Risk 7:  Governance and risk management arrangements are not clear, robust and transparent leading to poorly informed decisions 
and reputational harm to the CCG 
 

Lead Director/risk owner 
Martin Wright, Chief Financial Officer 

Strategic Objective 2:  Ensure resilience as an organisation, to be agile with robust and transparent governance 
 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
 4 x 5  = 20 
Current score: 
 3 x 4 = 12 
Risk appetite: 
 2 x 3 = 6 
 
  
 

Rationale for current risk score: 
Failure to implement robust governance arrangements could lead to breach of legal 
requirements and reputational damage as well as preventing the CCG from delivering 
its strategic objectives. 
 
Rationale for risk appetite: 
Procedures have been put in place to ensure that arrangements are clear, robust and 
transparent. However the CCG is reviewing alternative governance arrangements in 
relation to primary care commissioning and new models of care, which increases the 
level of risk the CCG is willing to accept.  

Controls (what are we currently doing about the risk?): 
• Committee structure supports Board with clear decision making 
• Governance Performance & Risk Committee oversees assurance and risk management 

frameworks 
• Audit Committee reviews financial and risk systems and processes. 
• Risk management strategy 
• Financial risk sharing 
• CCG and City-wide Collaborative governance teams 
• Risk management and governance documents available on website to ensure transparency 
• Internal audit programme covers key risks 
• Internal audit of governance arrangements 
• Internal audit of Central Delivery Unit 
• Fully developed and ‘live’ Board Assurance Framework 

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

Action Owner Due by 
Fully developed board assurance 
framework 

SG/JH 30/11/15 

Full roll-out of revised managing 
conflicts of interest policy. Item on 
Council agenda 19/01/16 

SG 31/12/15 
31/01/16 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Clear audit trail for all decisions with minutes clearly stating where decisions are made 
• Risk register and BAF presented to committees and governing body 
• NHSE assurance meetings  
• Assurance reports for each strategic objective presented on regular basis 
• Summary Committee reports to Board 
• Internal audit reports 
 

Gaps in assurances (what additional assurances should we seek) : 
• Governance and risk management systems need to be aligned to 

the other 2 CCGs in Leeds 
• Conflict of interest issues associated with primary care 

commissioning 

Additional Comments: 
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Risk 8:  Failure to secure the capacity and skills needed to be sufficiently agile, leading to an inability to respond quickly and 
effectively to change 
 

Lead Director/risk owner 
Liane Langdon 

Strategic Objective 2:  Ensure resilience as an organisation, to be agile with robust and transparent governance 
 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16  
Current score: 
4 x 3 = 12 
Risk appetite: 
3 x 3 = 9 
 
 
 

Rationale for current risk score: 
The level of uncertainty has increased through changes to commissioning support 
services and primary care commissioning as well as the ongoing changes to the wider 
health and social care economy. 

Rationale for risk appetite: 
Work streams to help support the changing economy may be innovative and therefore 
a higher risk appetite may be required especially with changes to the CCG structure 
and current staff turnover.  

Controls (what are we currently doing about the risk?): 
• Organisational Development Plan 
• Learning catalogue, including individual staff resilience and lifestyle management 
• CCG objective setting and staff appraisal process 
• Succession planning 
• Annual staff survey 
• Collaborative working with other organisations across health and social care 
• Strong partnership working between the 3 CCGs in Leeds with a number of city wide posts 
• LIQH 
• Investors in Excellence programme 
 

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

Action Owner Due by 
Current make/share/buy review for co-
commissioning underway 

GD 29/02/16 

Team resilience programme within 
ODP 

LL/VA From 
Nov 15 

Mobilisation plan for new 
commissioning support provider 

  

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Workforce reports 
• Outcomes from individual training and development 
• Reports  to the Board on delivering the CCG strategy  
• Results of staff survey 
• Outcomes from IIE – action plan and areas for improvement 

 
 

Gaps in assurances (what additional assurances should we seek) :  
• Resource impact of Primary Care Commissioning 
• Specialised commissioning 
• Impact of changes in Commissioning Support Services 
• Capacity to support organisational development 
• Independent review of collaborative working city wide 
 

Additional Comments: 
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Risk 9:  Inability to develop sustainable new models of care leading to a failure to shift care to out of hospital settings 
 

Lead Director/risk owner 
Manjit Purewal 

Strategic Objective 3:  To better develop innovation, stimulate change and encourage new models and ways of working together 
with partners 
 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20  
Current score: 
4 x 4 = 16  
Risk appetite: 
3 x 3 = 9 
 
 
 

Rationale for current risk score: 
The current NHS system focuses on ill health and is provider/partner focussed. We 
need to integrate provision and commissioning to channel funds into care pathways 
and not organisations. 
 
Rationale for risk appetite: 
Increased investment in primary care and community pathways will help shift care to 
out of hospital settings and enable new models of care to be developed and fully 
implemented. A higher risk appetite is required to enable the innovation needed to 
deliver new models of care. 

Controls (what are we currently doing about the risk?): 
• 5YFV and local approaches to MOC discussed as a key theme at Council of 

Members Meeting this year 
• Locality Team supporting practices and localities to test MOC at a small scale  
• Funded locality leadership model in place to fund time for GP, practice manager 

and practice nurse leaders to engage and develop new models of care locally 
• Locality Team aligning existing BCF initiatives, core engagement scheme and 

Enhanced Services in 16/17 to take a population based approach to 
commissioning primary care and support greater integration. 

• Consulting localities on most appropriate way of integrating competencies that 
address mental health issues into MOC. 

• Mental Health Framework work on new models of community based support 
aimed at reducing acute care needs. 

• Simulation exercise is complete. Outcomes will inform overarching market 
management and commissioning strategy 
 

Mitigating actions (what more should we be doing?): 
Action Owner Due by  
Articulate our commissioning and market management 
strategy 

LL 30/04/16 

Ensure NMC builds on integration work 
Focusses on population health and local needs 

GD 30/04/16 

Establish a three year implementation plan to underpin 
delivery of strategy – within this a clear stepped approach 
for annual CIs and provider development. 

GD 30/04/16 

Simulation exercise for all members to test delivery and 
development of MOC. Outcomes will inform overarching 
market management and commissioning strategy to 
provide clear direction for commissioning. 

LL Complete 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Evaluation of areas in which we are testing new models of care in terms of pilots/proof of concept 
• Feedback and learning from locality leaders network who are taking forward MOC. 
• Clearly described commissioning and market management strategy- describing how the CCG will 

commission and contract to achieve MOC 
• Extent to which CCG utilises additional co-commissioning contractual flexibilities to commission new 

MOC around the unit of primary care 
• Feedback from consultations 

Gaps in assurances (what additional assurances should we seek) : 
Can primary care and community providers cope with the increase in 
demand when shifting care to out of hospital settings? 
Response to primary care co-commissioning proposals 
How do measure outcomes/positive impact of BCF or PMCF? 
Assurance that NMC will not widen inequalities 
Assurance that NMC remains focused on outcomes and quality not 
demand and professional interests  

Additional Comments: 
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Risk 10 :  Failure to work successfully with partners to integrate services leading to duplication, waste and inefficiency   Lead Director/risk owner 
Nigel Gray/Manjit Purewal 

Strategic Objective 3:  To better develop innovation, stimulate change and encourage new models and ways of working together 
with partners 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
4 x 4 = 16 
Risk appetite: 
3 x 3 = 9 
 
 
 

Rationale for current risk score: 
Integration of health and social care provision and commissioning is increasingly 
important as is working closely with other commissioning organisations in Leeds. 
Commissioners and providers need to agree key areas of focus to increase efficiency. 
 
Rationale for risk appetite: 
Implementing robust partnership arrangements and ensuring joint plans are in place 
will help to minimise the risk. To reduce the risk requires system wide transformation 
across the health and social care.  

Controls (what are we currently doing about the risk?): 
• Joint Health and Well Being Strategy priorities and measures of success 
• MOU supporting collaborative working across the 3 CCGs 
• PWC review of governance arrangements city wide  
• Providers working more jointly city wide regarding provider futures   
• GP practice landscape - future conversations and federation 
• Joint working in partnership with the local authority  
• Transformation board subgroup review of QIPP/ROI  
• Delivery of Mental Health Framework in partnership with local authority and 

providers 
• Transformation Board terms of reference 

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

Action Owner Due by 

Implement PWC action plan. Delayed due to Action Plan 
not being completed 

NG 31/12/15 
26/02/16 

LIQH work – common principles for working together MP 30/04/16 
Review of collaborative working across 3 CCGs NG 28/02/16 
Develop proposals for integrated commissioning with 
local authority 

NG 31/01/16 

Develop proposal for delivery of  joint health and care 
system 

LL/NG 30/04/16 

 

 
Assurances (how do we know if the things we are doing are having an impact?): 
• Health and Wellbeing Board minutes and reports 
• Running costs cost containment and reduction 
• Performance reports 
• Programme office and Board for delivery of Mental Health Framework 
• Transformation board reports 

Gaps in assurances (what additional assurances should we seek) : 
Transformation Board not giving sufficient focus to drive integration 
OD programme to address culture 
Further joint posts between CCG and Local Authority 
One Out of Hospital Strategy for the city 
A jointly articulated vision for the future health and care system in Leeds 
focusing on outcomes and need 

Additional Comments: clarity required re 3 CCG approaches to NMC and integration  
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Risk 11:  Member practices do not fully engage and participate, leading to decisions which are not clinically led 
 

Lead Director/Risk owner 
Jason Broch 

Strategic Objective 4:  Ensure local and system leadership to encourage clinical and population engagement, high performance 
and continual improvement 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
2 x 5 = 10 
Current score: 
1 x 5 = 5 
Risk appetite: 
2 x 3 = 6 
 
 
 

Rationale for current risk score: 
The CCG is a membership organisation with all local GPs as members. The potential 
changes to co- commissioning of primary care and the development of GP 
localities/federations carry a risk. Practices must fully engage to ensure that the 
direction of travel for models of care is understood. 
Rationale for risk appetite: 
High engagement with members will ensure that clinical input supports decision 
making and members are fully engaged. 

Controls (what are we currently doing about the risk?): 
• Primary Care Locality Team structured to provide strong member links and support to practices. 

Enables member insight to feed into core commissioning and development priorities.  
• Primary Care Engagement Scheme (Core, Prescribing, Locality budgets and OBCF) 
• Quality Improvement Support – CQC support, GPIP, practice profiles 
• Practice engagement meetings and on-going support  
• Supported and facilitated locality meetings and locality project support 
• Clinical Leadership Team, GP Portfolio Meetings, Prescribing meetings, CDU 
• Bi-monthly Council of members meeting 
• Constitution outlines roles and responsibilities of  member practices 
• GP Non Executive Board  members 
 

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

Action Owner Due by 

Secure additional resource to Locality Team 
to ensure that the delivery of key controls is 
not jeopardised by additional delegated co-
commissioning responsibility. 

LL/GD 30/06/16 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Number of clinical portfolio leads working with the CCG 
• Practice engagement in incentive schemes  
• Number of locality level projects and 2% bid submissions 
• Member feedback in relation to quality improvement projects – GPIP 
• Practices attending and actively participating in locality meetings 
• Practice engagement in research projects 
• Annual stakeholder survey results – positive feedback from practices 
• 2015 elections - 50% turnout, 6 candidates for 3 GP Executive roles, 2 for Nurse Executive roles 
• Good attendance at Council meetings, active discussion of key strategic issues 
• 360 degree feedback and soft intelligence received through locality team. 

Gaps in assurances (what additional assurances should we seek) : 
• Failure to recruit to Practice Manager position, resignation of 

Nurse Executive 
• All elected Board/CLT members have concurrent terms 
• Impact of additional co-commissioning responsibilities on 

existing member relations – highest risks where CCG required to 
take unfavourable contractual decision with member practices.  

• Budget deficit associated with co-commissioning may impact on 
primary care 

 

Additional Comments: 

0
5

10
15
20
25

Se
pt

em
be

r

O
ct

ob
er

N
ov

em
be

r

De
ce

m
be

r

Ja
nu

ar
y

Fe
br

ua
ry

M
ar

ch

Current
Score

Risk
Appetite



15 
 

 

Risk 12:  Failure to drive quality improvement leading to commissioned services not reflecting best practice and improving patient care 
 

Lead Director/Risk Owner 
Manjit Purewal 

Strategic Objective 4:  Ensure local and system leadership to encourage clinical and population engagement, high performance and 
continual improvement 
 

Date last review: 
10 December 2015 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16 
Current score: 
3 x 4 = 12 
Risk appetite: 
2 x 4 = 8 
 
 
 

Rationale for current risk score: 
The CCG focuses on receiving quality assurance, rather than driving quality 
improvement. The CCG’s strategy is to improve the quality of care for patients. Primary 
care not currently commissioned by the CCG but has a responsibility to support NHS 
England in improving quality of care 
 
Rationale for risk appetite: 
Successful implementation will deliver improvements in the quality of care, but the 
potential impact on patients in the future if the CCG fails to drive quality improvement 
remains high. 

Controls (what are we currently doing about the risk?): 
• Quality and Safety Committee oversight of improvement initiatives 
• LIQH feeding into Transformation Board 
• CQUINS 
• Provider Management Groups 
• Contract mechanisms for reporting patient experience 
• Contract Management Board 
• Primary Care Quality Improvement Group - systematic approach to understanding 

quality improvement priorities across the CCG.  
• Internal audit of Primary Care Quality Improvement Group 
• Focus in mental health framework on ensuring high quality outcomes 
• Quality lead role working across Leeds CCGs 

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

Action Owner Due by  

LIQH finance executive meeting to clarify future 
funding and procurement  

MP 30/04/16 

Review of Joint quality committee to focus on 
assurance, enabling CCG quality committees to 
focus on driving quality improvement 

MP 31/01/16 

Establish shared understanding of how clinical 
effectiveness is assured. 

MP 31/03/16 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• CQUIN reports at all provider management groups 
• Quality performance groups report to CMB 
• Providers share workforce plans when changing services or organisational 

changes 
• Annual workforce assurance report 
• Locality team reviews practice-level quality profiles and provides specific support 

in relation to quality issues an themes 
• Tracking of specific CCG QP 
• Indicator set for  mental health framework outcomes  

Gaps in assurances (what additional assurances should we seek) : 
LIQH funding not clear after year 3 
Capacity of CCG risk owner 
Winter pressures and financial constraints may stall progress 
Review of existing quality assurance structures to incorporate potential additional level 
three delegated responsibilities through co-commissioning.  

Additional Comments: 
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Page 1 of 2 

Summary Report 
Meeting: CCG Board Meeting Date: 27 January 2016 
Agenda Item: 016/2016 
Report Title: Corporate Risk Register – January 2016 
Prepared by: Val Stewart 
Executive Lead: Martin Wright 
Presented by: Martin Wright 
Other meetings presented to: Governance, Performance and Risk 
Purpose of Report 
Approval √   Decision  
Assurance  Information and Comment √   
Strategic Objectives (tick all that apply 
1. Ensure that we have comprehensive commissioning processes and management established that 

enable us to understand and meet the needs of our population through high quality care and which 
deliver improvement in the health and wellbeing of the poorest the fastest. 

√   

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

√   

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

√   

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

√   

Executive Summary 
 
The CCG Corporate Risk Register reports all red risks scored above 15 to the Board and 
its committees for consideration and discussion as well as assurance that the 
management of the risk is effective, allocating additional resource if required. 
 
At the last Board meeting there were no red risks to report.  Since the last meeting there 
has been one new red risk added to the Corporate Risk Register which can be viewed in 
full on Appendix A. The new risk is: 
 
 Risk 
No/Link 
to SO 

Risk Title Risk Description History of 
Risk  

Current 
Score 

541 
Str.Obj 
N1  

Robust delivery of the 
health and social care 
system within Leeds 

There is a risk of annual delivery of a 
robust health and social care system for 
the population of Leeds.  This is due to a 
multitude of factors including excessive 
demand due an ageing population, 
workforce,  effective systems to maintain 
flow across different organisations along 
with the current financial constraints 
across the NHS and local authority.  As a 
result there is an impact on the acute 
trusts ability to maintain elective, urgent 
and cancer activity affecting the quality of 
care provided to our patients. 

New risk  
Added 
18-11-2015 

15 

 



 
 

 
Page 2 of 2 

Risk No 541 was considered and accepted by the Governance, Performance and Risk 
(GPR) Committee on 7th January 2016. 
   
Key Recommendations 
 
The CCG Board is asked to: 

a) note the new system resilience risk; 
b) note the next steps. 

 
Assurance Framework 
Risk 5 - System-wide or provider capacity shortfalls, leading to a failure to meet patient 
needs 
 
Next Steps 
 

• The Corporate Risk Register will continue to be presented to the Board and its 
Committees. 

 
• The Governance Performance and Risk Committee will review the system 

resilience risk and should they have any concerns about the risk escalate to the 
Board. 

 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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15 Robust 
delivery of 
the health 
and social 
care system 
within Leeds

There is a risk of 
annual delivery of a 
robust health and 
social care system for 
the population of 
Leeds. This is due to 
a multitude of 
factors including 
excessive demand 
due an ageing 
population, 
workforce, effective 
systems to maintain 
flow across different 
organisations along 
with the current 
financial constraints 
across the NHS and 
local authority. As a 
result there is an 
impact on the acute 
trusts ability to 
maintain elective, 
urgent and cancer 
activity affecting the 
quality of care 
provided to our 

Due to the 
complexity of the 
health and social 
care system it has 
been agreed that 
the system 
resilience group 
will hold and 
manage a 
separate risk 
register which 
identifies the 
multitude of 
factors that may 
impact on the 
continued delivery 
of a robust 
system.

Ca
ta

st
ro

ph
ic

Ex
pe

ct
ed

 to
 o

cc
ur

 a
t l

ea
st

 w
ee

kl
y.

  L
ik

el
y 

to
 o

cc
ur

.
20

Ve
ry

 H
ig

h 
Pr

io
rit

y 
- R

ed
uc

e 
ur

ge
nt

ly
 in

vo
lv

in
g 

Se
ni

or
 M

an
ag

em
en

t Leeds have now established a System Resilience Group (SRG), attended by Chief Executives and 
Operational Directors to ensure accountability, and co-ordinated high level decision making across the 
Health and Social Care system.
System Resilience is founded on the principle of ensuring patient flows both planned and unplanned 
through the health and social care systems consistently during the year.
National guidance �The Preparation for Winter 2015/16� has been issued from the Tripartite of NHS 
England Monitor and the Trust Development Agency (TDA) outlining the following elements and key 
points which the SRG are accountable: SRG Assurance, The expansion of the SRG remit to include 
cancer and planned care (18 weeks referral to treatment target), The Nine High Impact Interventions 
for Ambulance Trusts, 24/7 Liaison Mental Health (LMH) services in A&E , Crisis Care Concordat, The 
Enhanced Support Team, Delayed Transfers of Care, Communications and Marketing campaigns, 
Declaring a Critical Incident or Emergency, and the role of the EPRR  framework,  National Flu 
Programme.
The Leeds 2015/16 Leeds System Resilience Plan is the beginning of a rolling plan that reflects year 
round resilience. The plan has been developed within the CCG�s financial allocations.
High-levels of system pressure across Acute, Community and Primary Care in April 2015 resulted in 
Leeds North working with 111 and the Out of hours (OOH) provider to commission member practices 
to provide additional primary care opening over the four day Easter 2015 period.
Over the last year the national dialogue has changed to reflect the surge and escalation pressures 
experienced year round and the need to recurrently commission solutions to ensure resilience. As a 
result the CCG recurrent baseline allocations were increased by £5.1m for 2015/16 allowing 
commissioners to invest recurrently in contract baselines to support system resilience. To date Leeds 
has invested their allocation both recurrently and non-recurrently in provider�s baseline contracts and in 
addressing significant system pressures throughout the first half of 2015/16. The SRG has agreed a 
further spending schedule to support a number of initiatives as we approach winter which brings the 
total investment in system resilience for 2015/16 to £8.4m.  This brings the required investment £3.3m 
above the CCG allocation. Additionally through the implementation of the community beds strategy, 
increasing Community Intermediate Care (CiC) bed capacity was identified as a priority following 
2014/15 evaluation as these beds have a critical role in admission avoidance and system flow. As a 
result a further 21 beds will be available to the system resourced through Better Care Fund (BCF) 
(£651k) for 2015/16 which will come on stream during September and October 2015. This brings the 
investment in system resilience for 2015/16 to £9.1m. With no further allocation anticipated in 2015/16 
the city will not have any further resources to support any contingency actions required which poses a 
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e To maximise resources across all elements of the 
system the 2015/16 System Resilience plan sees 
the inclusion of a broader spectrum of providers 
a shift from previous years of predominately 
concentrated on the acute sector. The shift will 
provide alternatives for patients at times of 
system pressure to maintain flow by moving 
patient�s into the most appropriate care setting 
and where possible back into their homes.
National dialogue has changed to reflect the 
surge and escalation pressures experienced year 
round and the need to recurrently commission 
solutions to ensure resilience. Committing 
funding at the start of the financial year will 
allow providers to plan for year round services 
and support a sustainable workforce.
The dedicated city wide transformation work 
stream on workforce will address the main 
issues to drive a re-configuration of workforce to 
align with both national and local priorities 
across the system, create a shared workforce 
culture built on common values and more staff 
able to work flexibly across the system.
The aim of the citywide bed plan is to ensure 
that patients are in the most appropriate place 
to meet both their medical and social needs

The investment in system resilience 
for 2015/16 is £9.1m. With no 
further allocation anticipated in 
2015/16 the city will not have any 
further resources to support any 
contingency actions required which 
poses a system risk.
Insufficient workforce skill, 
capability and capacity to deliver the 
commissioned services, resulting in 
a fatigued workforce and poor 
quality experience for patients.
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Additionally there are various initiatives within the Better Care Fund (BCF) that support resilience of the 
whole system and contribute to the effective flow of patients through the system. These include: 
Development of Dementia services £885K, Falls service development £250K, Enhancing neighbourhood 
teams £2m, High Volume Service Users £70K, Primary Care £2m
The planning process for 2016/17 has commenced, system resilience is a top priority for commissioners 
with the anticipated recurrent commitment for 2016/17 as a result of the actions in 2015/16 totals 
£11.8m, broken down as follows : Contract baselines - £4.2m, Contingency funds � £1m, Additional 21 
community beds - £1.4m, BCF schemes totals � £5.2m. Committing funding at the start of the financial 
year will allow providers to plan for year round services and support a sustainable workforce. Providers 
will have the ability to flex their capacity, workforce and infrastructure to support the times of high 
pressure maximising resources to achieve efficiencies and value for money.
All organisations are responsible for managing their own individual risks with the SRG responsible of 
identifying, agreeing mitigating actions and monitoring system risks through the SR plan. System risks 
include 1. Ability to consistently manage patient flow 7 days a week across the whole system, 
mitigation includes developing a city wide bed plan that considers the type of beds required to meet 
the changing profile of our patients, the development and implementation of robust multiagency 
structures and processes and services to manage patients through the system to ensure they are in the 
most appropriate place to meet both their medical and social needs, dedicated work stream to reduce 
the levels of delayed transfer of care across all providers with an agreed priority areas and reduction 
trajectory. 2. Insufficient workforce skill, capability and capacity to deliver the commissioned services, 
resulting in a fatigued workforce and poor quality experience for patients, mitigation is dedicated city 
wide transformation work stream to address the main issues to drive a re-configuration of workforce to 
align with both national and local priorities across the system, create a shared workforce culture built 
on common values and more staff able to work flexibly across the system. 3. Lack of finance to support 
contingency within the system for 2015/16 winter pressures, mitigation is robust evaluation of previous 
winter initiatives to inform appropriate investment of 2015/16 monies, continuous monitoring and data 
analysis to assure delivery of all investments and identify any financial slippage.
Additionally, lack of a consistent communication and escalation plans across all parts will result in the 
system inability to support areas experiencing significant pressure has been identified as a risk. In 
response the Leeds Health care system is developing a Citywide REAP plan to highlight the areas of 
overall pressure in the system at any one time. 

   

Following the success of the additional primary 
care initiative over the Easter period 2015, the 
three Leeds CCGs are already working together 
with the GP OOHs provider to replicate this 
model for the Christmas 15 and Easter 16 
periods. Beyond Leeds, other West Yorkshire 
CCGs are also planning to replicate this initiative. 
Leeds recognises the important role that 
pharmacy services play within the health 
economy and are keen to expand the levels of 
services provided in community pharmacists. 
Two schemes have been funded across the city 
to redirect patient away from the traditional 
services such as OOH and A&E. Evaluation is 
extremely positive and we are will be securing 
recurrent funding for 2016/17.
The citywide REAP plan will ensure the 
appropriate actions are taken both internally by 
organisations and commissioners as well as 
across organisations.
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Summary Report 
Meeting: Leeds North CCG Board 

Meeting 
Date: Wednesday 27th 
January 2016 

Agenda Item: 017/2016 
Report Title: The Nursing Voice, Leeds North and Leeds South and 

East CCG Nursing Strategy 2015-2017 - Strategy Update 
Prepared by: Cath Johnson Head of Nursing LN and LSE CCG 
Executive Lead: Clare E. Linley – Director of Nursing LNCCG 
Presented by: Clare E. Linley – Director of Nursing LNCCG 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance X Information and Comment X 
Strategic Objectives (tick all that apply 
1. Ensure that we have comprehensive commissioning processes and management established that enable us 

to understand and meet the needs of our population through high quality care and which deliver 
improvement in the health and wellbeing of the poorest the fastest. 

√   

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

√   

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

√   

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

√   

Executive Summary 
The nursing voice: a vision for the future of nursing from a commissioning perspective 
2015-2017 was developed in 2015 by then Director of Nursing and Quality Ellie 
Monkhouse with input from the members of the Senior Nurse Forum. (Nurse leaders from 
Leeds North and Leeds South and East CCG’s). It was approved by the CCG Board at its 
meeting in July 2015. 
 
This 2 year strategy is intended to support nurses and the nursing profession through the 
scale and pace of the next two years. 
 
This paper provides: 
 

• An update on the progress of the implementation of the nursing voice 
• An update on the review of the nursing voice to ensure it remains meaningful within 

the context of current national changes 
 
The focus of the nursing voice is to ensure that the voice of the nurse is heard in the 
planning of services, new models of care, educational provision, workforce planning and 
the commissioning of services for the future. The voice of the nurse is there to be able to 
give a unique nursing insight into the needs of our patients and ensure this is considered 
within any service redesign.  
 
The nursing voice is written for all nurses working within commissioning, primary care, 
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providers, independent providers and all nurses, including support workers, student nurses 
and aspiring nurses. It helps to set the direction for nursing within the CCG and identify 
and promote the role of the CCG in supporting, developing and raising the profile of the 
nurse. The document has six key action areas that are linked to the national nursing 
strategy “Compassion in practice” – 6Cs. 
 
Significant progress has been made over the last six months in developing and taking 
forward an action plan to support the implementation of the key action areas in the nursing 
voice. The Head of Nursing is leading on the implementation and management of the work 
plan. The members of the senior nurse forum will be responsible for their individual work 
streams and will report back on progress at each senior nurse forum meeting. 
 
All action areas are proceeding well, within their timescale and a number of actions have 
been completed. A revalidation plan has been put in place and nurses within the CCG and 
in general practice have been updated on their responsibilities. Further meetings are 
organised to ensure that line managers understand their responsibilities as confirmers. 
The full action plan is attached for information. 
 
 
In the autumn of 2015 the Chief Nursing Officer for England began consultation on a new 
nursing and care strategy for England. The nursing voice will be reviewed and refreshed 
through 2016 to ensure it aligns with the new national strategy when published and 
continues to support the delivery of the CCG strategic objectives. 
 
 
Key Recommendations 

• Board is asked to be assured with regards to progress in implementing the nursing 
voice and note the update in the action plan. 

Assurance Framework 
N/A 
Next Steps 

• To ensure that the nursing voice strategy continues to support the delivery of the 
CCG strategic objectives. 

• To continue to work in collaboration with South and East CCG nursing teams to 
develop this citywide nursing strategy 

• To review and refresh the nursing voice action plan to reflect the emerging national 
nursing strategy and new models of care. 

Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  None identified 
Workforce implications  
Equality impact assessment  
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Nursing Voice Action Plan, V4  December 2015 

Leeds North CCG and Leeds South and East CCG 

Executive Lead: Maureen Kelly – Director of Quality and Nursing LSE 

                                   Clare Linley – Director of Nursing LN 

 

Recommendation Action Status Aim Completion 
Date 

Operational 
Leads 

Update 
 

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

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

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

 April 2016 Norman Campbell 
Commissioning 

Manager Learning 

Disabilities & 

Autism 

 

December 2015 – 20 practices 
to date across the city have 
received practical support in 
improving identification of LD 
patients and quality of practice 
LD QOF registers.  

Additionally, practices have 
received practical support in 
improving health checks and 
implementation of reasonable 
adjustments 

Report to be shared April 2016. 

 

 

 

 

Key 

 Not Started  

 Severely behind schedule, or not started, action at risk 

 Ongoing work 

 Started but behind 

 On track to complete on time 

 Complete 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 

 

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

1.7 Encouraging closer 
working between 
neighbourhood teams and 
GP practices. 

 

      See further supporting 
document –  

“Creating a Positive 

Environment for Change” 

New Models of Care 

Leeds North CCG 

To start building relationships 
with neighbourhood team 
nurses and their linked 
practices nurses 

To have enabled nurses in all 
neighbourhood teams and 
linked GP practices to meet 
and look at quality 
improvement/new ways of 
working together 

LSE CCG 

 June 2016 Director of Nursing 
Head of Nursing, 
Cath Johnson 
working with 
Director of Nursing 
in LCH and 
potentially LPFT. 

This will form part of the 
development work to support 
new Models of Care.  

LNCCG 

Meanwood NT met with PNs on 
9th December2015. To continue 
to meet on a quarterly basis. 5 
action areas identified to start 
work on. 

Chapeltown NT and linked PNs 
to have shared leg ulcer update 
January 14th – to offer to 
facilitate a lunch to help start 
relationship building for 
February 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 

 

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

1.8 Understanding the current 
nursing workforce to see 
whether a Hybrid specialist 
practitioner with 
knowledge of practice 
nursing and community 
nursing may help to bridge 
the cultural gap between 
teams. 

 

See further supporting 
document – 

“Creating a Positive 

Environment for Change” 

New Models of Care 

 

To develop workforce plans 
in primary care to identify 
gaps and duplication across 
practice nurse and NT 

To understand the 
retirement risk and potential 
skills loss across the nurse 
workforce firstly in general 
practice and then across the 
neighbourhood teams 

 

 June 2016 Lead Practice 
Nurse, Andrea 
Mann and vacant 
post LN  

Head of Nursing, 
Cath Johnson 

Initial work has started on 
looking at the workforce within 
primary care nursing. We are 
able to identify nurses who are 
considering retirement and age 
ranges, but we need to look 
further into skills sets across 
the city. 

Working with business 
intelligence managers to 
analyse the data from the GP 
workforce tool. 

Update- Tool currently not 
giving reliable data due to : 

 Poor recording from 
practices 

 When running the tool 
different users receiving 
slightly different 
information. Alison Phiri 
BI manager LSE looking 
into this. 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 

 

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

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

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

 Feb 2016 Director of Nursing 
Head of Nursing, 
Cath Johnson  

 

Staff experience 

Our practice nurse revalidation 
project nurses are scoping out 
the different e-heart portfolios 
available for use to support 
nurse revalidation.  
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

2.8 Dementia Friendly nursing 
workforce. 

To ensure all nurses in the 
CCG have opportunity to 
attend dementia training 

 June 2016 Director of 
Nursing,  

Head of Nursing, 
Cath Johnson 

 

Melody Goldthrop 

 

 

Practice nurses have had 
dementia friendly training at a 
citywide training event 

Further online and face to face 
dementia training is being 
worked up for PNs as they have 
to complete dementia reviews 
in practice 

Cath to liaise with line 
managers of nursing teams 
within the 2 CCGs to organise 
dementia friendly training as 
necessary 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 3: Delivering High Quality Care and Measuring Impact 

3.1 C Difficile Project Nurse. 
 

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

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

 June 2016 Director of 
Nursing, 

Jacqui McMahon -
Quality Manager, 
LSE 

 

The post comes to an end in 
January 2016.  A draft business 
case in currently being 
reviewed in order to secure a 
substantive post 

3.6 Development and roll out 
of Clinical Skills. Net. 

 
A resource designed in  

      conjunction with the CCG 
to support nurses working  
within primary care. 

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

 July 2016 Head of Nursing, 
Cath Johnson 

Lead practice 
nurses, 

Andrea Mann 

Vacant LN post 

Report/evaluation will be 
shared July 2016 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 3: Delivering High Quality Care and Measuring Impact 

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

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

 August 2016 Clinical Services 
Manager, 

Melody Goldthrop 

Co-ordinated by OT Sheila 
Barnett and Bev Kingswood –
Burke taken to Leeds Met for 
validation agreed to do as this 
has gained a lot of interest 
from Clinical reviewers. CCG 
agreed to pay for endorsing 
this approx.8K. 

3.9 Operating model for NHS 
Continuing Healthcare 

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

 December 2016 Clinical Services 
Manager, Melody 
Goldthrop  

Andrea Dobson and Melody 
Goldthorp have developed a 
Assurance folder and are 
gathering evidence continually. 
Also on 03/09/2015 attended 
LSECCG/North CCG Board as 
requested and updated .It was 
agreed that CHC would update 
the boards on a 6 monthly 
basis. Also invited to the West 
CCG to update them on 
13/01/2016 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 4: Building and Strengthening Leadership 

4.1 Practice Nurse Leadership 
Bespoke Course. 

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

Further development of the 
Practice Nurse Leadership 
course, which will 
incorporate management 
and leadership skills.  
Developing modules with 
Leeds Beckett University 

 April 2016 for 
next cohort  

Head of Nursing, 
Cath Johnson 

 

Lead practice 
Nurse, Andrea 
Mann 

2nd development programme 
running, 3 modules delivered 
by Leeds Beckett University, to 
gain funding from CCG for next 
cohort April 2016. 

Evaluation to be completed by 
February 2016 

4.3 Health Care Assistants 
Forum. 

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

 March 2016 Lead practice 
Nurse, Andrea 
Mann 

Lead practice 
nurse, vacant post. 

Scoping out training based on 
the 15 standards of the care 
certificate to offer to HCAs 
during target events in 2016. 
Cath working with higher 
education providers to scope 
out how this could be provided. 

The RCGP competencies for 
HCAs promoted with practices 
at each opportunity 

Next HCA forum January 2016 

4.5 Continued investment in 
nursing leadership across 
Leeds 

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

 April 2017 Director of 
Nursing, 

Provider Director 
of Nursing 
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investing is sustainable 
leadership models. 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 4: Building and Strengthening Leadership 

4.7 CCG Senior Nurse Forum.  

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

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

 June 2017 Director of Nursing Update 

Senior Nurse Forum meeting 
dated 7th December 2015 

The members of the senior 
nurse forum decided to open 
the membership of the group 
out to Leeds West Senior nurse 
representatives.  

 

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

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

 February 2017 Director of Nursing  

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

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

 June 2017 Director of 
Nursing, 

Head of Nursing, 
Cath Johnson 

The medical and nursing senate 
have now joined together to 
become the clinical senate. This 
is chaired by Dave Mitchell 
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Leeds. emphasis on the nursing 
profession. 

 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 4: Building and Strengthening Leadership 

4.10 Continuing Care Team, 
leadership and personal 
excellence programme. 

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

 January 2016 Clinical Services 
Manager, 

Melody Goldthrop 

Offered to all Clinical staff as 
part of their identified learning 
process and currently 10 have 
completed with the opportunity 
for others to attend the course 
as identified 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

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

To promote mentorship and 
student placements in 
general practice 

Mentorship scheme in place 
to fund nurse places on the 
mentorship course 

 March 2016 Director of 
Nursing, 

Head of Nursing, 

Cath Johnson 

 

Lead practice 
Nurse, Andrea 
Mann 

 
Lead practice 
Nurse, LN vacant. 

Lead nurses and head of nursing 
presenting information on all 
current schemes to Directors of 
Nursing in January. Citywide 
decisions will then be made re 
future schemes and funding. 

 

5.3 Care home professional 
standards project nurse 

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

 April 2017 Head of Nursing, 
Cath Johnson 

 

Quality Manager 

Jacqui McMahon 

Post commenced October 2015 
Update – nurse currently on sick 
leave 11.12.15 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

5.4 Apprentice schemes for 
support workers. 

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

 January 2016 Lead practice 
nurse, Andrea 
Mann 

Lead practice 
nurse,  

LN vacant post 

Health Education England have 
provided incentives and 
support to practices via the ATP 
model to employ HCA 
apprentices. The next intake for 
this scheme is September 2016 

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

 

      See further supporting 
document –  

“Creating a Positive 

Environment for Change” 

New Models of Care 

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

 March 2017 Head of Nursing, 
Cath Johnson 

Link into 1.7  

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

      See further supporting 
document –  

“Creating a Positive 

Environment for Change” 

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

 March 2017 Director of Nursing Link to 1.7  
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New Models of Care 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

5.8 Primary care competency 
guidelines. 

      2 practice nurse 
competency frameworks 
have been developed by 
the RCGP and the East 
Midlands practice nurse 
group. 

These frameworks will  

incorporate a consistency  

of standards for practice  

nurses.  This is in  

conjunction with the  

Health Education England’s  

General Practice Nurse sub  

Group 

These frameworks are being 
promoted through the 
practice nurse contact lists 
and at learning events. 

They are also used in the 
practice nurse development 
programme 

They are being promoted as a 
vital resource when looking 
at training gaps in the 
practice nursing teams and as 
part of the induction of new 
nurses 

 January 2016 Head of Nursing, 
Cath Johnson 

 

Lead practice 
Nurse, Andrea 
Mann 

Details of 2 competency 
frameworks shared with 
practice nurses and use of 
either encouraged.  

Practice nurses on 
development programme 
asked to link their objectives to 
3 leadership and 3 
management competencies 
linked to the framework. To 
work through these 
competencies as part of the 
development course. 

Course to be competed Jan 
2016 

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

 

      See further supporting 
document –  

“Creating a Positive 

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

 March 2017 Director of Nursing 
with Director of 
Nursing - LCH 

Link to 1.7 
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Environment for Change” 

New Models of Care 

community nursing. 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

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

 

      See further supporting 
document –  

“Creating a Positive 

Environment for Change” 

New Models of Care 

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

 December 2016 Head of Nursing, 

Cath Johnson 

Link to 1.7 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 6:  Supporting Positive Staff Experience 

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

The lead practice nurses will 
promote and educate 
Practice Nurses in 
preparation for revalidation 
in 2015.   
Senior nurse forum will 
promote and educate nurses 
who work within the CCG 
organisations.  The Director 
of Nursing will seek 
assurance from providers in 
relation to their processes. 

For CCG nurses we will adapt 
organisational appraisal 
documentation to ensure it 
incorporates the needs of the 
revalidation process based 
on the 6 Cs and 4 areas of the 
NMC. 

 April 2016 Director of 
Nursing, 

Head of Nursing, 
Cath Johnson 

Work continues as per action 
plan. 

2 Revalidation lead practice 
nurses now in post to support 
practices and CCG nurses. 

Cath to arrange a meeting with 
Melody and Jenny Hamer to 
have an update on the 
appraisal documentation for 
the CCG 

11.12.15 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 6:  Supporting Positive Staff Experience 

6.2 Clinical supervision 

 

      See further supporting 
document –  

“Creating a Positive 

Environment for Change” 

New Models of Care 

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

 April 2016 Director of 
Nursing, 

Head of Nursing, 
Cath Johnson 

 

Clinical services 
manager, Melody 
Goldthrop 

Senior Nurse Forum used as an 
opportunity to provide 
supervision to nurse leaders in 
both CCGs. 

Agenda linked to 6Cs and NMC 
code.This has been presented to 
HR with a view of rolling out for 
general use across the CCG’s 

 

Link to 1.7  

 

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

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

 January 2017 Director of Nursing Paper accepted by EMT’s July 
2015, and also by boards. 

Emma can we see the paper? 

Emma checking records to find 
minutes 

6.6 Encouraging community 
partners and 
commissioners to embrace 
the use of technology to 
innovate practice. 

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

 March 2017 Director of Nursing Link to National Nurse 
Technology Fund website here 

To discuss as agenda item at 
next Senior Nurse Forum to 
ensure members are aware  

 

https://www.england.nhs.uk/digitaltechnology/info-revolution/nursing-technology-fund/
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 6:  Supporting Positive Staff Experience 

6.8 Work with providers in the 
development of their 
nursing strategies 

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

 March 2016 Director of Nursing Some providers have a nurse 
strategy however this is not 
mandatory. 

LTHT nurse strategy links to the 
wider organisation strategy and 
is called ‘Caring the Leeds Way’ 

Cath to contact LPFT and LCH 
to see if they have published 
one. 

11.12.15 
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Completed Recommendations 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

1.2 Leeds Autism Diagnostic 
Service 

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

 September 2015 Norman Campbell 
Commissioning 
Manager Learning 
Disabilities & 
Autism 

Specialist nursing role now 
firmly established within 
autism diagnosis and 
assessment. The nurse also 
provides post diagnostic advice 
and guidance and consultancy 
to professionals and services. 

1.3 Learning Disability 
Community Nursing Teams 

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

 Review March 
2016 

Norman Campbell 

Commissioning 
Manager Learning 
Disabilities & 
Autism 

Best interest assessor now in 
place, nurses also being trained 
in positive behavioural 
supports to facilitate 
implementation of behavioural 
pathway and improved 
supports for social care 
providers. 

Report to be shared with PMG 
and executive March 2016 

1.4 Deprivation of Liberty 
Safeguards (DOLS) 
Safeguard those who lack 
the capacity to decide 
where to receive care and 
treatment 

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

 April 2016 Head of 
Safeguarding 

Maureen Kelly 

Assurance from commissioned 
providers is reported to the 
CCGs on a quarterly basis via 
the Quality and Contracts 
meetings. 
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provide support to Health 
Care Professionals. 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

1.5 ‘Early Help’ and ‘Think 
Family, Work Family’.  An 
approach to safeguarding 
and co-ordinating the 
support to families where 
parenting capacity is 
impacted. 

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

 April 2016 Head of 
Safeguarding 

Maureen Kelly 

The Think Family Work Family 
strategic group has 
representation from the CCG 
safeguarding team. 

Ongoing as part of service 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

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

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

 December 2016 Quality Managers, 

Jacqui McMahon 
and Mark 
Gallacher 

Quarterly FFT data is provided 
at quality and performance 
meetings.  Actions are also 
monitored through this 
meeting.   A patient experience 
triangulation report has been 
requested, however PALS are 
currently undergoing a 
restructuring process, 
therefore we are waiting to see 
who is successful with the 
retendering of this service, in 
order to move  this action 
forward. 

Ongoing work 

2.2 Therapy Measurements 
Outcomes Scale. 

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

 Dec 2015 Norman Campbell 

Commissioning 
Manager Learning 
Disabilities & 
Autism 

TOMs implemented  within the 
service 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

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

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

 December 2015 Head of 
safeguarding & 

Safeguarding Team 

To consider policies in relation 
to vulnerable adults as well. 

The CCG agreed as a member 
of the LSCB to utilise the ‘are 
you happy’ posters to inform 
children and young people how 
to raise a complaint if they are 
not happy with the service they 
have received. 

The LSCB ‘ Are you happy’ 
posters have been cascaded to 
all health providers who have 
been requested to display. 

Complete for children. 

Complaints policy when 
reviewed will need to consider 
adults with care and support 
needs.   

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

Support practice nurses to 
have the skills to be able to 
work using the year of care 
model. Ensure training is 
provided and encouraged to 
support the role out of this 
model 

 December 2015 Practice Nurse 
leads, 

Andrea Mann 

Vacant LN post 

All S+E member practices have 
attended this training and the 
majority have in Leeds North. 
More training is available into 
next year. 

Both CCG core engagement 
schemes support practices to 
roll out year of care providing 



22 
 

assistance and training as 
necessary 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

2.6 Nurses to be able to 
support young carers. 

 

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

 December 2015 Safeguarding Team 

 

This action is picked up by the 
LSCB and will be reported in 
the LSCB annual report. 

Children takeover day 
Commissioners day was 
attended by young people in 
LSE LNCCG. 

 

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

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

 December 2015 Safeguarding Team 

And Head of 
Nursing, Cath 
Johnson 

Lead Practice 
Nurses 

Andrea Mann 

Vacant LN post 

Focus on this at 2014 Practice 
Nurse conference. Need to 
bulid this in further to learning 
and development for practice 
nurses. 

 

Further discussions had at LSE 
nurse council meeting. 

Guidelines and information 
sent out to all practice nurses 
through the nurse contact lists 
at both CCGs and in practice 
bulletins 

Regular updates will be given 
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through mandatory 
safeguarding training 

Completed. 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

2.9 Hosting an NHS England 
Care Maker 

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

 January 2016 Director of 
Nursing,  

Head of Nursing, 
Cath Johnson 

Care Maker with us in October 
2015. Comprehensive 
placement plan to support this. 
Completed set objectives about 
the role of the nurse working in 
commissioning. 

 

Complete 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 3: Delivering High Quality Care and Measuring Impact 

3.2 The Leeds Practice Nurse 
Conference. 

We have now had 3 Leeds 
Practice Nurse Conferences, 
last year it focused on our 
local Leeds innovations, and 
was entitled ‘Lets Celebrate’.  
We will continue to monitor 
the impact that these events 
have, and support the 
development of a conference 
for next year, with other 
community professionals. 

 July 7th 2016 for 
4th Conference  

 

Annual basis 

Practice Nurses 

Andrea Mann 

Vacant LN post 

This is now embedded within 
our citywide nursing 
directorate. 

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

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

 April 2017 Director of Nursing 

 

Work streams of the LIQH are 
supported by Primary care 
nurses and nurse who work 
within the CCG. The Director of 
Nursing has been on the 
advanced practice course. 

 

Ongoing established 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 3: Delivering High Quality Care and Measuring Impact 

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

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

 December 2016 Director of 
Nursing, 

Quality Managers, 
Jacqui McMahan  

Mark Gallacher 

Unaware of developments with 
ward health check models in 
community beds, these are 
rehab beds, so unsure how this 
would be beneficial.  All quality 
managers are undertaking risk 
profile training and LCH have 
been informed that a risk 
profile will be completed for 
their organisation in the next 
few months to understand the 
quality and nursing risks. 

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

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

 

 December 2016 Director of 
Nursing, 

Quality Managers 

Assurance gained for the 
identified priority areas at the 
following: 

CMB 

PMG 

SI Panel 

Quality and performance 
provider meetings 

Ongoing work supported in 
other areas 
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Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 4: Building and Strengthening Leadership 

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

 December 2015 Director of Nursing Nurse representation is now at 
CCF LSE 

CDU LN 

Councils LN and LSE. 

Safeguarding staff attend 
Quality contracts meetings to 
gain assurance regarding 
safeguarding. 

 

Complete 

4.2 Lead Practice Nurse role 
hosted by CCG. 

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

 Ongoing  Leeds North lead nurse 
resigned in August 2015, to re 
advertise January 2016.  

LN practice nurse role part of 
CCG constitution therefore part 
of ongoing CCG plans    

 



27 
 

 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

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

5.1 CCG safeguarding training 
strategy. 

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

 December 2016 Head of 
safeguarding, 
Maureen Kelly 

Training Strategy developed 
and embedded. 

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

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

 March 2017 Director of Nursing Process in place to monitor 
safer staffing levels through 
boards and as an agenda item 
at Quality provider meetings. 

Although safer staffing 
programme is being reviewed, 
it should still be part of best 
practice and planning. 

The CQC are still working on 
1:6/8 when conducting 
inspections 

Mechanisms in place complete. 

5.11 Safeguarding multi 
agency front door 
arrangements. 

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

 March 2016 Safeguarding Team Business case developed and to 
present to Network December 
2015. 
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Leeds and safeguard 
children, young people and 
families. 

Recommendation Action Status Aim Completion 
Date 

Operational Leads Update 
 

Action Area 6:  Supporting Positive Staff Experience 

6.4 Recognising innovation 
and good practice through 
the Senior Nurse Forum. 

Development of nursing  

innovation hub. 

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

 December 2016 Senior Nurse 
Forum 

Embedded 

Complete. 

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

Through processes such as 
safer staffing, staff friends 
and family test and staff 
satisfaction surveys, 
alongside ability to whistle 
blow will we monitor the 
experience of nurses within 
providers and within our own 
organisations. 

 January 2016 Quality Managers 

Jacqui McMahan 

Mark Gallacher 

Providers now regularly report 
on staff FFT and safer staffing. 
LYPFT have an engagement 
process in place with staff to 
increase involvement in 
decision making and so 
increase satisfaction. Reports 
and action plans are requested 
of the providers. 

 

 

 

 

 

 



Governance, Performance & Risk Committee – 7 January 2016 
Summary report 

Information governance (IG) 
• Noted arrangements for securing IG from a new service provider, progress in completing

the IG toolkit and ensuring compliance with statutory IG training.  
• Agreed that reports on GP IG and preventing cyber attacks be brought to the next GPR.

Performance 
• Noted that C. Difficile cases in October were above the CCG’s profile target, that A&E 4

hour wait performance had fallen to 66% in December and that 2 week cancer waits 
continued to be a concern. 

• Requested a report to the next meeting on performance on mental health indicators
including Improving Access to Psychological Therapies (IAPT) and waiting times for 
Child and Adolescent Mental Health Services (CAMHS). 

• Noted that along with many CCGs, Quality Premium targets including health inequalities
and urgent care had not been met, and that financial penalties would apply. Noted work 
to improve performance in 2015/16. 

• Noted that local Quality Premium targets on bowel screening and quality reporting had
been met. 

Risk management 

• Approved the revised Board Assurance Framework and the mitigating actions underway
to reduce all risks to the CCG’s risk appetite.

• Accepted the new corporate red risk on system resilience, the high amber risks and the
operational risks on the Datix risk register.

• Requested that the operational risks in the risk register be linked more explicitly to the
strategic risks in the BAF.

Policy approval 

• Noted ongoing work to develop policies and procedures in response to pandemic flu.
• Approved the CCG procurement policy, subject to minor amendments.
• Requested the CCG Executive to review the draft Expenses Policy for patient

involvement.

Terms of Reference (ToR) 

• Approved the ToR of
o 3  new Patient and public engagement groups, subject to minor amendments.
o the GPR Committee.
o the Emergency Preparedness, Resilience and Response Committee (EPRR)

019/2016 Board
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Leeds North Patient Assurance Group – 27 January 2016 

Chairman’s Summary report 
 

Purpose 

• The Leeds North Patient Assurance Group (LNPAG) is an independent public and 
patient group of volunteers who review and provide feedback and recommendations on 
the plans for, and implementation of, effective and meaningful patient and public 
involvement in the understanding, design, and delivery of local health and wellbeing 
services and their continual improvement. 

• This report summarises the meetings of the LNPAG on 8 December 2015 and 12 
January 2016.  64% and 79% of members attended the meetings respectively 

LN PAG Annual Report 2015 

• The report was warmly received and fully supported by the Board 
• Request that the Annual Report is made available via the LN CCG Website agreed. 

Social Prescribing 

• A member of the LNPAG was involved in the selection process for a preferred supplier. 
• A Social Prescribing Steering Group will be established and at least one PAG member 

will be invited to join the group for patient and public involvement assurance purposes. 
• Details of the winning consortium were announced just post the PAG meeting. 
• Members were keen to see that there was going to be a patient awareness campaign 
• PAG member involvement in the tendering process was considered very helpful. 

Return of unused medicines report 

• The report of the work carried out by Leeds Involving People was shared with the group 
for comment 

• Members were very pleased to see the numbers of people who had contributed to the 
findings, over 700. 

• Members raised other issues relating to medicines waste beyond the role of the PAG but 
there needs to be a means of sharing these views appropriately 

• Topics raised included the number of medication errors reported and the difficulties in 
stopping the issue of repeats when they are not requested 

• The action plan has yet to be developed and members would be keen to see that the 
feedback has appropriately informed the actions being taken. 

Terms of Reference for the Virtual PRG network 

• PAG members felt very strongly that there had not been sufficient involvement of 
members of the public who were currently working in practices where the PRGs are 
relatively successful and effective to share learning 

• There was concern expressed that virtual was not sufficient to get this topic moving 
forward effectively and that regular face to face meeting should be part of the proposal 
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• There was concern raised at the various names for the groups working in practices and 
that Patient Participation Group was the best and most appropriate name. 

• There was concern at the delay in getting this in place as it has been many months 
without appropriate support. 

• It was agreed that further information would be brought back to the PAG in March 2016 
• Further discussion took place at the January meeting with more detail on the proposed 

approach which would be led by an external support provider who would be responsible 
for the delivery of the network support. 

• Member’s issues have been carefully recorded and will be passed on for appropriate 
responses. 

LN PAG Effectiveness workshop proposal 

• The Annual Report of the PAG made a number of recommendations for improving both 
the effectiveness and the value of the PAG to the greater benefit of the wider population 
and to the organisation itself. 

• A proposal for a workshop was prepared that built on discussions at the October 2015 
PAG about the most appropriate line of questioning and how this might best be 
integrated into the commissioning process 

• The proposal was agreed by members in principle as a starting point for a workshop 
discussion. 

• It is proposed that PAG members and commissioners representing each of the main 
areas we are responsible for work closely together to refine an approach that supports 
best value and authentic involvement for the greater good. 

• The proposal has to be agreed by the CCG and a date will be set 

Care.Data Update 

• One member has been involved in the work and provided a brief progress update 
• A full report on engagement and the actions being taken is due to be published shortly 

and the key points regarding involvement will be presented to the group 

Equality Delivery System 

• This year PAG members are involved, alongside other members of the public, in the 
formal assessment of the Equality Delivery system. 

• The work involves reviewing a substantial amount of evidence and a training session 
was run ahead of the meeting proper. 

• Further feedback from PAG members will be available after the event 



 

 
 

Board Members Register of Interests 20 January 2016 
 

Name/Position 
 

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

Nature of Interest Type of Interest Date of 
Declaration 

Date of Appointment 
/Resignation 

Dr Jason Broch  
(GP Clinical Chair) 

Oakwood Lane Medical Practice Partner Direct financial 10/05/2012 01/01/2006  
Jenjo Healthcare Ltd Director Direct financial 10/05/2012 01/04/2009  
Airtight International Ltd Spouse’s business Indirect financial 10/05/2012 Ongoing 
Nails 17 Ltd Spouse’s business Indirect financial 10/05/2012 Ongoing 
Donisthorpe Hall Nursing Home Trustee of charity Direct non-financial 10/05/2012 01/04/2010  
Leeds Acupuncture Clinic Father’s business Indirect non-financial 10/05/2012 Ongoing 
Leeds Jewish Free School Director Direct non-financial 16/01/2014 13/07/2012  
Chapeloak Investments Ltd Shareholder / Director Direct financial 15/02/2013 June 2013  
Alpha Dealing Ltd Shareholder Direct financial 17/06/2014 05/06/2014 
Brodetsky Primary School Foundation Trust Director Direct non-financial 17/06/2014 May 2014 
Local Authority Brodetsky Primary School Foundation Trust Governor Direct non-financial 01/09/2012 01/09/2012 

Nigel Gray  
(Chief Officer) 

Bevan Healthcare Board Non-Executive Director Direct non-financial 17/08/2015 Ongoing 
Leeds Teaching Hospitals Trust Spouse employed by them Indirect non-financial 17/08/2015 Ongoing 
Leeds Community Healthcare Sister employed by them – 

Business Change 
Manager 

Indirect non-financial 17/08/2015 Ongoing 

Wetherby St James’ Church of England 
Primary School 

Chair of Governing Body Direct non-financial 15/09/2015 15/09/2015 

Dr Manjit Purewal 
(Clinical Director) 

North Leeds Medical Practice Partner Direct financial 10/08/2015 01/04/2003 
Primary Care Training Centre Tutor Direct financial 10/08/2015 01/04/2003 
BMA Member Direct non-financial 10/08/2015 01/02/1994 
Diabetes UK Member Direct non-financial 10/08/2015 01/09/2006 
Local Care Direct Member Direct non-financial 10/08/2015 2005 
Circle Group Member Direct non-financial 10/08/2015 2006 
PWC Brother is a Partner Indirect financial 10/08/2015 1984  

 Reborne Healthcare Ltd Owner/part owner Direct financial 10/08/2015 01/09/2014 
 Novo nordisk, Dansoc Occasional presentations Direct financial 10/08/2015 2014 
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Name/Position 

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

Nature of Interest Type of Interest Date of 
Declaration 

Date of Appointment 
/Resignation 

Petra Morgan 
(Practice Manager – 
Executive) 

Street Lane Practice General Manager - 
services provided over and 
above GMS contract  - 
Cardiology,  Dermatology/ 
Minor Surgery / General 
Paediatrics 

Direct financial 03/06/2015 03/07/2000 

Enhance Primary Healthcare Ltd Director and Shareholder  
 

Direct financial 03/06/2015 14/12/2011 

Changing Faces Member of Reference 
Group 

Direct non-financial 03/06/2015 22/07/2013 

Lucy Jackson 
(Public Health 
Consultant) 

Leeds City Council Employee Direct financial 
 

13/04/2013 01/04/2013 

Martin Wright 
(Chief Financial 
Officer) 

South West Yorkshire Partnership NHS 
Foundation Trust 

Spouse employed as  
Finance Manager 

Indirect financial 14/08/2015 1988  

Graham Prestwich 
(Non-Executive Lay 
Member – PPI) 

Astra Zeneca Pension Provider Direct financial 17/05/2012 1978  
Pfizer Ltd Pension Provider Direct financial 17/05/2012 1997  
Pfizer Ltd Shares Indirect financial 01/08/2013 1997  
Graham Prestwich Ltd Director Direct financial 17/05/2012 28/03/2007  
Bradford School of Pharmacy Joint Chair, External 

Advisory Board 
 11/11/2015  

University of Leeds Member of Consensus 
Development Panel for 
Action to Support 
Practices Implementing 
Research - a 5 year £2m 
research project  

Direct financial 11/07/2012 July 2012  

Change Member of the Board of 
Trustees 

Direct non-  financial 13/04/2013 24/04/2013  

British Standards Institute Member, Clinical Service 
Specification Steering 
Group  

 11/11/2015 
 

 

Leeds Area Prescribing Committee Patient Representative Direct non-financial 04/10/2013 04/10/2013  
National Blood Transfusion Audit Programme 
promoting the use of evidence based 
guidelines (AFFINITIE) 

Member of the PPI 
Advisory Panel 

Direct non-financial 15/01/2014 October 2013  

Page 2 of 4 20/01/2016 



 
Name/Position 

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

Nature of Interest Type of Interest Date of 
Declaration 

Date of Appointment 
/Resignation 

 Faculty of Medical Leadership and 
Management 

Lay Member of the North 
of England Steering Group 

Direct non-financial 15/01/2014 January 2014  

Medicines Communication Charter Task and 
Finish Group of the Leeds Area Prescribing 
Committee 

Chair Direct non-financial 15/01/2014 January 2014  

Leeds Teaching Hospitals NHS Trust  Sister is employee Indirect non-financial 11/11/2015 Ongoing 
Allied Health Professions Medicines Project 
Board 

Member Direct non-financial 01/12/2014 02/10/2014  

Royal College of Physicians, Joint Advisory 
Group on Gastrointestinal Endoscopy 

Member Direct; financial 01/12/2014 31/10/2014  

Clinical Standards Accreditation Alliance  Lay Member of Project 
Board 

Direct non-financial 06/01/2015 05/01/2015  

NHS England, Medical Directorate, Quality 
and Outcomes Working Group 

Member Direct non-financial 01/12/2014 18/08/2014  

NHS England Patients and Information 
Directorate 

PPI Lay Member Network 
Facilitator 

Direct financial 13/01/2015 12/01/2015  

Yorkshire and Humber AHSN,  Medicines 
Safety Expert Reference Group 

Member Direct Non-financial, 22/6/2015 1/6/2015 

Journal of Medicines Optimisation, Clinical 
Editorial Group 

Member Direct Non-financial 22/6/2015 22/6/2015 

NHS England,  Cross-system sepsis 
Programme Board 

Member  Direct non-financial 26/6/2015 4/6/2015 

Peter Myers 
(Non-Executive Lay 
Member – 
Governance) 

Beverley Building Society Chief Executive Direct financial 05/08/2015 Ongoing 
Finance Yorkshire Ltd Director Direct financial 05/08/2015 Ongoing 

Dr Simon Robinson 
(GP Non- Executive 
Director) 

SACAR (Specialist Autism Services) Leasee Direct financial 19/02/2013 19/02/2013  
One Medical Dermatology Service Company rents 

consultancy space in 
premises 

Financial 27/06/2014 TO BE ANNOUNCED 

Westgate Surgery  Partner Direct; financial 27/06/2014 December 2013 
Leeds West GP Practice Federation 
(Official name yet to be confirmed) 

Member Practice Direct financial 17/02/2014 December 2013 

Dr Nick Ibbotson 
(GP Non-Executive 
Director) 

One Medicare, Arthington, Leeds Employee Direct Financial 15/05/2015 01/02/15  
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Dr Mark Freeman 
(Secondary Care 
Consultant) 

Mid Yorkshire Hospitals Consultant Physician Direct financial 18/03/2013 01/08/2002 
Glycosmedia Partner Direct financial 18/03/2013 01/03/2008 
Univadis Scientific Committee Advisor Direct financial 18/03/2013 01/08/2012 
Freemans Pharmacy Brother – Owner Indirect financial 18/03/2013 01/02/2001 
BMA Member Direct financial 18/03/2013 01/08/1992 

Gina  Davy 
(Interim Director of 
Commissioning – New 
Models of Care) 

Mike Long Associates Ltd – management 
training 

Director - not active Direct, non financial 18/08/2015  

Diane Hampshire 
(Board Nurse) 

Nil return Nil return Nil return N/A N/A 

Liane Langdon 
(Director of 
Commissioning and 
Strategic 
Development) 

Making Lemonade Ltd – management 
consultancy 

Owner and Director Direct financial – 
currently dormant 

04/08/2015 03/12/2007 

Shire Oak Primary School Husband is employee  5/11/2015  
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Draft minutes to be approved at the meeting 
to be held on Wednesday, 20th January, 2016

HEALTH AND WELLBEING BOARD

TUESDAY, 12TH JANUARY, 2016

PRESENT: Councillor L Mulherin in the Chair

Councillors N Buckley and S Golton

Representatives of Clinical Commissioning Groups
Dr Andrew Harris Leeds South and East CCG
Dr Gordon Sinclair Leeds West CCG
Nigel Gray Leeds North CCG
Matt Ward Leeds South and East CCG

Directors of Leeds City Council
Dr Ian Cameron – Director of Public Health
Cath Roff – Director of Adult Social Care
Nigel Richardson – Director of Children’s Services

Representative of NHS (England)
Brian Hughes

Third Sector
Heather O'Donnell – Age UK Leeds

Representatives of NHS providers
Jill Copeland - Leeds and York Partnership NHS Foundation Trust
Julian Hartley - Leeds Teaching Hospitals NHS Trust 
Thea Stein - Leeds Community Healthcare NHS Trust

42 Chair's Opening Remarks 
Councillor Mulherin welcomed all present to the meeting. The Chair reiterated 
the position as a result of the 2015/16 in-year government funding cuts to the 
Public Health budget and detailed the recent changes to Public Health funding 
implemented by Central Government which would represent a 10% funding 
reduction in real terms over the next two financial years. This additional 
meeting would allow the Board the opportunity to discuss the issue and its 
impact on the delivery of public health services in Leeds in order to promote 
one approach across the service areas.

The Board would receive two presentations concurrently in relation to the 
“Leeds Let's Get Active” scheme (minute 48 refers) and "Future Cuts to Local 
Authority Public Health Spending" (minute 49 refers) in order to facilitate one 
discussion on the broad theme of future public health funding and priorities.

Finally Councillor Mulherin expressed her thanks to colleagues on the Board 
for their response to the in-year government cuts to Public Health funding in 
2015/16 and for the subsequent work undertaken to minimise the impact of 
the spending cuts on service users.

43 Appeals against refusal of inspection of documents 

Public Document Pack
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There were no appeals against the refusal of inspection of documents

44 Exempt Information - Possible Exclusion of the Press and Public 
No items containing exempt information were included within the agenda

45 Late Items 
There were no late items of business.

46 Declarations of Disclosable Pecuniary Interests 
No declarations of disclosable interests were made.

47 Apologies for Absence 
Apologies for absence were received from Councillors Coupar and Yeadon 
and from Jason Broch (North Leeds CCG); Linn Phipps and Tanya Matilainen 
from Healthwatch Leeds; Phil Corrigan (Leeds West CCG) and Moira Dumma 
(NHS England). 

The Chair welcomed Heather O'Donnell as a representative of the Third 
Sector, Jill Copeland from Leeds and York Partnership NHS Foundation Trust 
and Brian Hughes as a representative of NHS England.

48 Leeds Let's Get Active 
Further to minute 34 of the Health and Wellbeing Board meeting held 30th 
September 2015, the Director of Public Health submitted a report as the basis 
for discussions on funding options for the short term continuation of the Leeds 
Let’s Get Active scheme and seeking agreement for continuation of funding.

Mark Allman, LCC Sport and Active Lifestyles, presented the report and 
outlined the success of the scheme as it continued to grow. He stated that 
350,000 visits had now been made overall with nearly half of those being 
people previously declaring as being inactive. 

Steve Zwolinsky of Leeds Beckett University referred to the quantitative and 
qualitative evidence produced so far through evaluation of the scheme. Data 
analysed could enable assessment of behaviours and service provision and 
allow for resources to be targeted appropriately to local services and/or 
communities most in need.

In conclusion, officers highlighted that funding for Leeds Let’s Get Active 
would cease at the end of March 2016 with no source of funding as yet 
identified to allow continuation beyond the end of April 2016. Closing the 
scheme in March would require an exit strategy to be implemented from the 
end of January 2016.

The report sought the Board's consideration of funding sources to allow the 
continuation of the Leeds Let’s Get Active (LLGA) scheme for the full research 
period commissioned by Public Health to be evaluated and reported upon, 
and the Board noted the preferred option of the continuation of the scheme at 
least until March 2017.
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The Board discussed the following matters:
- Whether a precise cost analysis of the benefits of the scheme had 

been undertaken. The response that an interim report was anticipated 
in summer 2016 was noted. Additionally, it was reported that funding 
had been secured until 2018 for a PHD student to assess the wider 
economic benefits of the LLGA scheme

(Matt Ward withdrew from the meeting for a short while at this point)

- That LLGA was an innovative scheme commissioned by Public Health 
to tackle health inequalities in Leeds when public health functions 
transferred to the Local Authority

- Prioritisation for the future would be a challenge, and LLGA was a 
project that provided data to help inform strategic investment. Detail on 
the impact of the possible withdrawal of the scheme was required. The 
response that it was difficult to quantify the impact of withdrawal or 
amendment of the scheme was noted - different users of the scheme 
with differing health needs would present different outcomes in either 
eventuality

- Recognised the difficulty in expressing support for this scheme without 
full knowledge of the Public Health budget for 2016/17 and the National 
Health Service and Leeds CCGs budgets

- The suggestion that the LLGA scheme be funded until the summer 
2016 to allow further evaluation of the impact of the project on health 
outcomes within the context of overall budget provision was discussed. 
It was noted that in the present circumstances, this would require the 
HWB partners to commit to funding the scheme. Again, this would 
prove difficult without full knowledge of the local NHS and CCG 
budgets and would impact on the budgets available for other schemes 
in similar circumstances.

- A cost analysis of the scheme was urgently required so that the value 
of the scheme could be assessed.

A suggestion that the Integrated Commissioning Executive (ICE - set up to 
support HWB) be tasked with consideration of supporting the scheme until the 
Leeds Beckett University evaluation could be completed was agreed. ICE is 
due to meet on 19/1/16 and a verbal report on the outcome of ICE 
deliberations could be made to the next HWB meeting on 20/1/16. Details of 
the LLGA cost and benefit analysis undertaken so far should be presented to 
ICE for consideration. However it was noted that full funding figures may not 
have been released by that date, in order to properly set the scheme in the 
wider funding context and balance it against other initiatives also seeking 
future funding support for the longer term.

RESOLVED - 
a) That the contents of the report and the comments made during 

discussions on the Leeds Let's Get Active scheme be noted
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b) To note the contribution the Leeds Let’s Get Active is making to the 
overarching ambition of the city’s Joint Health and Wellbeing Strategy 
of ensuring that those who are the poorest improve their health fastest

c) The Board, having considered funding sources to allow the 
continuation of the Leeds Let’s Get Active (LLGA) scheme for the full 
research commissioned by Public Health to be evaluated and reported 
upon, and having noted the preferred option of the continuation of the 
scheme ideally up to March 2017, requested 

i) That the Health Partnership Team ensure that a report on the LLGA 
scheme (to include cost and benefit analysis information collated so 
far) be presented to the meeting of the Integrated Commissioning 
Executive on 19th January 2016 for consideration; and

ii) That Cath Roff as the Co-Chair of ICE be requested to present a verbal 
update on the outcome of the ICE discussions to the next meeting 
of the Health and Wellbeing Board on 20th January 2016

d) That subject to c) above, the Board requested that a fuller evaluation 
report is presented for consideration by the Board in October 2016 to 
allow discussion about the longer term funding of the scheme and the 
impact on health and wellbeing outcomes.

49 Future cuts to Local Authority Public Health funding 
The Director of Public Health submitted a report providing an update on the 
recent government announcement to cut Local Authority public health funding 
from 2016/17 onwards. The report noted how the government Spending 
Review and Autumn announcement on 25th November 2015 would lead to 
significant reductions in the public health grant received by Leeds City 
Council.

Dr Ian Cameron, Director of Public Health, presented the report and stated 
that specific details of Leeds' funding were anticipated by the end of January 
2016. Present indications suggested that there be a recurrent reduction of 
£3.9m from 2016/17 followed by a further £1.1m reduction in 2017/18. This 
would result in a £5m reduction (10%) by the end of 2017/18 and would be 
followed by smaller reductions in subsequent years. 

In context, in June 2015, a £200m in-year cut to the 2015/16 national Public 
Health budget had been announced and, following a summer consultation, the 
Department of Health announced on 4th November 2015 that the cut for Leeds 
would be £2,818,328 (out of a budget of £45.5m). 

The presentation included outline commissioning figures for Public Health 
spending for the 2015/16 financial year.

The report outlined the need for a two year plan to encompass both the £3.9m 
reduction in 2016/17 and the £5m reduction in 2017/18.

The report set out how, in determining where public health savings could be 
made, key criteria would be achievability. Other criteria that could inform the 
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decision making process were identified as being likely impacts (on the health 
& wellbeing of the population, on organisations – directly or indirectly, on 
demand for services), scale of impact, priorities within the new Health & Well 
Being Strategy, health inequalities, the burden of conditions, evidence of 
effectiveness, fairness, mandatory requirements, value for money, wider 
benefits (e.g. social value), contractual obligations and links to other priorities. 

Additionally the report highlighted where there were also opportunities for 
developing stronger links with other commissioners including the Clinical 
Commissioning Groups (CCGs) and NHS England. The Director of Public 
Health had already given a commitment to the three CCGS in Leeds to work 
together on future public health services commissioning.

During discussions, the following issues were raised:

- The challenge presented in balancing implementation of service 
amendments required by the reduced funding from Central 
Government against the Government's stated priority of prevention 
services.

- Recognition for the collaborative working with Board colleagues which 
had ensured the continued delivery of most services threatened by the 
in-year cut to local authority Public Health funding. In order to meet the 
£2.8m in-year cut, planned activities dealing with issues such as oral 
health, campaigns on cancer awareness, mental health and winter 
warmth had not taken place. Public Health involvement in emergency 
planning for the city had also been hit and the department had put a 
stop on recruitment. A share of PH funding to Leeds Community Health 
had been withdrawn and the Board noted that HWB partners had 
supported LCH to continue service delivery. The Board noted that the 
in-year cut had been anticipated to be a one-off cut, and the stop on 
services and campaigns had been intended to be until 2016. However 
in the light of information on the likely budgets, a full review had been 
required.

- The impact and potential for increased costs and worse outcomes on 
other services (e.g. Adult Social Services, Children’s Services, NHS) 
and service users downstream should funding be saved or ceased 
from some existing PH services.

- The comment that the Local Authority could, in its’ consideration of the 
Council Budget 2016/17, decide to fund the £5m shortfall to cover 
service provision, but that this would impact on the Council's delivery of 
other service areas at a time when Leeds City Council is facing a 
further £34m funding reduction for 2016/17. Similarly, if the CCGs or 
NHS solely funded a service, that would remove funding from another 
service area

- The urgent need for cost analysis of schemes, such as Leeds Let's Get 
Active, in order to weigh up the current and future benefits of schemes 
to inform priority setting across the health and care system.

- Acknowledgement that individual services had a wide reaching positive 
impact, an example being the services provided by designated School 
Nurses commissioned by LCH, whose work provided positive 
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outcomes for children, supported the work of local healthcare 
providers, general practice and education services. The intended and 
unintended consequences of the withdrawal of support for services 
must be analysed in the wider context

(Cath Roff withdrew from the meeting for a short while at this point)

- Whether discussions had commenced with 3rd Sector providers. The 
strategic Third Sector Forum would meet for the first time in April 2016

- The opportunities to address issues - such as streamlining of contracts 
and joint commissioning

The Board received assurance that processes were in place to deal with 
future commissioning; however discussions were needed on future priorities, 
future commissioning and future de-commissioning of services.

The Board also noted the intention for a report on city-wide financial 
challenges to be presented at the next meeting. The Board generally agreed 
that once the funding figures were released for Public Health, CCGs and the 
NHS, collective discussions on the future priorities for the city and planning for 
service delivery would follow.

(Julian Hartley left the meeting at this point)

RESOLVED - 
a) That the Health and Wellbeing Board recognise the scale and potential 

negative impact for health & wellbeing and the reduction of health 
inequalities that arise from the public health grant cuts announced in 
the Spending Review and Autumn Statement.

b) To recognise that members of the Board will continue to collectively 
consider how best to minimise the negative impact of the public health 
grant cut in light of the emerging priorities of the Joint Health & Well 
Being Strategy, the Best Council Plan and the recent NHS planning 
guidance.

c) That the Health and Wellbeing Board support a partnership approach 
that works collaboratively to respond to these cuts, taking into account 
the need of the population and the “Leeds pound” as evidenced 
through the discussions at this meeting and the collective response to 
the in-year cuts to public health funding 

50 Chair's Closing Remarks 
The Chair took the opportunity to highlight the final wave of consultation on 
the Joint Health and Wellbeing Strategy and encouraged partners to share the 
document with service users and patients in order to promote further public 
engagement.

51 Date and time of next meeting 
RESOLVED – To note the date and time of the next meeting as Tuesday 20th 
January 2016 at 10:00 am
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