	
FREEDOM OF INFORMATION REQUESTS JUNE 2016


	Request

	Response

	FoI No: 544 – received 1 June 2016
Can you please tell me how much your CGG (if you’re responsible for more than one, please list all of them) spent over the last financial year (2015/16) on prescriptions for gluten free products?
Can you please tell me what your budget is for the current financial year (2016/17) for gluten free products?
And can you tell me if you have recently changed your policy on the amount you spend on prescriptions for gluten free products or are considering doing so in this financial year













	Spend on health foods in the Barnsley Area over the four month period ending August 15: £65,136.71
The up to date data can be obtained from the HSCIC Information centre
http://www.hscic.gov.uk/services/transparency
CCG does not hold a budget specifically for Gluten Free Products.  We hold a prescribing budget and as part of the spend the CCG pays  for whatever GF products are supplied on NHS prescription.
We ask GP practices to follow the British Society of Gastroenterology guidance on prescribing in respect of the whom they prescribe for and what volumes of gluten free products are prescribed. This approach has not changed. 
This year we intend to engage with local coeliac disease patients to find out their views on obtaining G/F foods.
Further information:
The £65k referred to is the cost for April-August 2015.  The spend over the financial year 2015/16 is £154,791.67


	FoI No: 545 – received 1 June 16
Thank you for your helpful response on this previously. Now a few months have passed, I was wondering whether information for 2015/16 is available?

In addition, as well as the information previously provided, could you possibly provide figures for any amount spent on GP OOH services, GP IT and any relevant incentive schemes? I appreciate in some cases these might be payments going to contractors or other third parties rather than directly to general practice, or might be paid for in combination with other CCGs, but it would be helpful to understand the amount invested by Barnsley CCG, regardless of the method or supplier, in these elements in 2013/14, 2014/15 and 2015/16.
	


	FoI No: 546 – received 1 June 2016




	1. The information request:
 
Please can you provide us with the following information:
 
•   the (a) budget and (b) expenditure for Child and Adolescent Mental Health (CAMHS) services (total spend) - if you attribute to a CAMHs Tier 1-4 please specify. ​2015/16 budget and spend was £1,662,000. 2016/17 allocation and forecast spend £1,644,897

•   the (a) budget and (b) expenditure for maternal mental health. - There is no specific budget for maternal mental health - this is part of the block contract with our acute provider, BHNFT
 
•   the (a) budget and (b) monies received to deliver the Local Transformation Plan (LTP). ​ 2015/16 allocation was £366,000 - all monies were received.  2016/17 budget is £567,000 and has been received in the CCG's baseline funding for this year
 
•   the (a) budget and (b) monies received to deliver the access and waiting time standards on Eating Disorders.​- 2015/16 budget for Eating Disorders was £146,000 and the full amount has been received.  The allocation for 2016/17 is still to be confirmed.
 
•   the (a) budget and (b) monies received to implement CYP Improving Access to Psychological Therapies (IAPT).  The funding for this year is £90,000 - monies are received once instructed by NHS England to raise an appropriate invoice
 
•   the (a) budget and (b) expenditure for mental health urgent and emergency care (including mental health crisis care) for children and young people - if only total spend is available please approximate proportion that is spent on children and young adults.- this will be contained within the funding for CAMHS but is not broken down further
 
•   any additional, discretionary monies (a) budgeted for and (b) spent on child, adolescent or young adult mental health.   None from health that I can think of but the local authority or Public Health may utilise monies for this purpose.
 
We are requesting information for the financial years: 2010/11, 2011/12, 2012/13, 2014/15, 2015/16, 2016/17.
 
And if available - we are also requesting the projected budget (or settlement) for the financial years covering the remainder of Future in Mind and the Five Year Forward View for Mental Health, which includes: 2017/18, 2018/19, 2019/2020, 2020/21.  NOT AVAILABLE
 
2. Clarifications: 
 
If the requested information does not relate to your activity, please answer ‘not applicable’ (n/a).
 
If you share a budget with another organisation, please specify:
 
a.    the name of the other organisation(s) (for example a Clinical Commissioning Group, Local Authority or NHS Trust).​  Barnsley Metropolitan Borough Council commission CAMHS on behalf of themselves and the CCG
 
b.    whether the expenditure / budget reported is the total amount of the shared budget, or your organisation’s contribution to the shared budget.  The amounts reported are the CCG's contribution to the shared budget


	FoI No: 547 – received 2 June 2016


	


	FoI No: 548 – received 2 June 2016

•             Number of patients who are admitted into acute services with symptoms that ultimately provide them with a Stroke diagnosis
•             Number of patients who are admitted into acute services with a Brain Injury diagnosis either through a traumatic or other origination
•             Number of patients with a long term neurological condition, Stroke or Brain Injury who are allocated neurological rehabilitation.
•             Of those allocated neurological rehabilitation how many access this through an inpatient facility? What is the breakdown between NHS and independent provision?
•             What is the process that patient referrals for neurological rehabilitation go through to establish their eligibility for an allocation of funding for inpatient neurological rehabilitation?
	The table show that there were 101 stroke spells and 51 brain injury spells during the period requested.
The pivot shows a break down by HRG diagnosis code.



	FoI No: 549 – received 7 June 2016
I'm getting in touch today to enquire when the next review dates are for the following classes of drugs within the Barnsley Area Prescribing Committee (APC)? To be clear, I do not need previous review dates for these classes of drugs.
 •             SGLT-inhibitors:
•             DPP4-inhibitors:
•             GLP-1 agonists:

	The BGTS is currently under review  and the public link to the current Formulary is listed below :-

 http://www.barnsleyccg.nhs.uk/CCG%20Downloads/Members/Medicines%20management/Prescribing%20Guidelines/201605%20-%20Barnsley%20DM%20Guidelines%20Final%20Draft.pdf

•             SGLT-inhibitors: Page 53
•             DPP4-inhibitors: Page 44
•             GLP-1 agonists: Page 48
The formulary is reviewed on an ongoing basis through the Area Prescribing Committee in response to any change in the formulary, which responds to entry if new drugs and prescribing evidence base. Its roughly on an annual basis that formulary sections are reviewed if they haven’t had a review through the APC process i.e. no new product applications or guidance / evidence base changes.


	FoI No: 550 – received 10 June 2016

Under the Freedom of Information Act, please could you provide me with a copy of your current assisted reproduction services policy or criteria, as well as an outline of any changes to the policy or criteria over the past five years (for example, changes to age, BMI or smoking status criteria, numbers of cycles etc.)

	

[bookmark: _MON_1529923486]

	FoI No: 551 – received 20 June 2016

I would like to know:

1) Does the CCG currently fund any homeopathy treatments?

2) What treatments does it fund?

3) Did the CCG fund any homeopathy treatments in the last financial year (2015/16)?

4) What treatments did it fund in 2015/16?

5) How much in total did it spend on homeopathy treatments in 2015/16?

Please also provide any information that would be important to the interpretation of any answers you provide.


	1) Does the CCG currently fund any homeopathy treatments? No

2) What treatments does it fund? N/A

3) Did the CCG fund any homeopathy treatments in the last financial year (2015/16)? No

4) What treatments did it fund in 2015/16? N/A

5) How much in total did it spend on homeopathy treatments in 2015/16? N/A


	FoI No: 552 – received 23 June 2016

We are writing to you for your help to seek some information regarding the Improving Access to Psychological Therapies (IAPT) mental health services that your CCG commission.
We are in the process of creating a national database of IAPT services and therefore are writing to every CCG to request information about the IAPT services they commission for their local residents, please see overleaf for the full list of data we require.

The reason our charity is attempting to collate all this data is because last year the national IAPT website handed responsibility for the service directory of IAPT services over to NHS Choices. However, many CCGs have failed to maintain their records with NHS Choices. 

Following discussions with Nicola Gill (NHS Choices Digital Product Manager for Mental Health & Wellbeing) it was agreed that OCD-UK would collate the data and share it with Nicola at NHS Choices.  Nicola will then ensure the NHS Choices psychological database is accurately updated for the benefit of all service-users and mental health organisations.

The information we are requesting should not take more than a few minutes to collate, if you could please return the information in writing to OCD-UK before the end of March, preferably by email (office@ocduk.org) we would be most grateful. 
In order to create an accurate database we require the following information please:
Required information from your CCG:
The following data is required about each Improving Access to Psychological Therapies (IAPT) mental health service that your CCG commissions for your local area/s.
· Name of IAPT service/s you commission
· The area each IAPT service you commission serves (either by towns or preferably by local postcode/s)
· Name of parent/host organisation for each IAPT service
· The IAPT service contact information

The following is additional optional information we are seeking if known by your CCG.

o    Does the IAPT service/s you commission accept patient self-referral?
o    Current waiting time for assessment? 
o    Current wait time for cognitive behavioral therapy (CBT) to begin? 
o    ODS code (requested for Nicola at NHS Choices)?
o    Dates of IAPT service contracts (to assist maintaining of database in  
       the future).
	· Name of IAPT service/s you commission - Improving Access to Psychological Therapies (IAPT)
· The area each IAPT service you commission serves (either by towns or preferably by local postcode/s) – Barnsley CCG commissions services for all GP registered patients with a GP   that is registered    under Barnsley CCG. 
· Name of parent/host organisation for each IAPT service – South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) (RXG)
· The IAPT service contact information - http://www.southwestyorkshire.nhs.uk/ , http://www.southwestyorkshire.nhs.uk/about-us/contact-us/ 

The following is additional optional information we are seeking if known by your CCG.

· Does the IAPT service/s you commission accept patient self-referral? - No
· Current waiting time for assessment? – For the most up-to-date data the originator would need to contact SWYPFT directly but latest information (position at 3 months ago) were that current waiting time for assessments averages 6/8 weeks 

· Current wait time for cognitive behavioral therapy (CBT) to begin?  – For the most up-to-date data the provider (SWYPFT) would need to be contacted directly.  The data the CCG has dates back to March 2016 and therefore may not reflect current wait times.

· ODS code (requested for Nicola at NHS Choices)? RXG
· Dates of IAPT service contracts (to assist maintaining of database in the future) - http://www.barnsleyccg.nhs.uk/about-us/contracts.htm


	FoI No: 553 – received 23 June 2016

Hi i have already sent a FOI request regarding financial services, I understand you have services provided from the Government Banking Service but i am unsure if this includes card processing services and also merchant services? if not can you provide the contracts for this please?
	The address of our bank is
                
Government Banking Service
7th Floor, Southern House
Wellesley Grove
Croydon
CR9 1TR


	FoI No: 554 – received 27 June 2016

I am researching the financial efficiency of the public sector. Please provide the following information under the FOI act. 
1)	Please state the total number of Accounts Payable invoices processed by the organisation in the last financial year (15/16)
2)	In the last five years, please state the name(s) of all external organisation(s) used to review AP and identify and recover erroneous payments, and the period(s) reviewed by each.
3)	Please state the total value of moneys recovered by each provider in the period(s) reviewed. 
4)	Please state the total amount paid to any external parties for this review work.

	Barnsley CCG utilises an accounts payable system which is managed by NHS England, as such the CCG does not hold the data or information requested.  Please contact NHS England directly for this information. england.contactus@nhs.net


	FoI No: 555 – received 27 June 2016

Please let me know what process was used in the selection of the members of your Clinical Commissioning Group and who was responsible for that process.

	“Clinical Commissioning Groups are member organisations made up of General Practices in their area. Each of the 36 Barnsley General Practices nominates a representative to attend meetings of the NHS Barnsley CCG Membership Council, which sets the overall strategic direction for the CCG and approves changes to the Constitution. 
As set out in the Health and Social Care Act 2012, each CCG must have a Governing Body to provide oversight and assurance, and give strategic direction to the CCG’s activities.  Barnsley CCG’s Governing Body is made up of 15 people:
· Eight GP members (who are elected by the Membership Council); 
· Two Lay Members, a GP Practice Manager, and a Secondary Care Clinician (who are appointed under best guidance, overseen by the CCG’s Remuneration Committee); 
· Three Executive Officers – a Chief Officer, a Chief Finance Officer, and a Chief Nurse (recruited under best guidance, with the Remuneration Committee determining the detail of the process).
The Chair and the Medical Director are drawn from the 8 Governing Body Members elected by the Membership Council, and must have passed the national assessment centre for CCG Clinical Leaders prior to taking up these roles.
Full details can be found in the CCG’s Constitution or in the Annual Report.”

	FoI  No: 556 – Received 29 June 2016

Under the Freedom of Information Act we would like to request the referral information with regard to elective surgery within your CCG by sub-specialty for 2015/16.

Please could we request the number of initial consultations by provider for elective surgery, and the number of procedures by provider for elective surgery in the following areas:

· Spinal Surgery

Orthopaedics split into:
· Hand & Wrist
· Shoulder & Elbow
· Hip 
· Knee
· Foot & Ankle



	
SUS data has been used to give the number of procedures for elective surgery by the orthopaedic categories requested. Information relating to initial consultations is not available.
Data provided relates to 2015/16
 
·         Spinal Surgery – 88 spells
 
Orthopaedics split into:
·         Hand & Wrist  -1048 spells
·         Shoulder & Elbow – 502 spells
·         Hip  - 300 spells
·         Knee – 1357 spells
·         Foot & Ankle – 670 spells
 


	[bookmark: _GoBack]FoI No: 557 – received 29 June 2016



	Contract End date:          31.03.2017
Current Provider:             British Pregnancy Advisory Service (BPAS)
Contract Value:                 £148,018


	FoI No: 558 – received 29 June 2016

Please can you send me the following contract information with regards to the organisation’s telephone system maintenance contract (VOIP or PBX, other) for hardware and Software maintenance and support:
1.       Contract Type: Maintenance, Managed, Shared (If so please state orgs)
2.       Existing Supplier: If there is more than one supplier please split each contract up individually.
3.       Annual Average Spend: The annual average spend for this contract and please provide the average spend over the past 3 years for each provider                       
4.       Number of Users:
5.       Hardware Brand: The primary hardware brand of the organisation’s telephone system.
6.       Application(s) running on PBX/VOIP systems: Applications that run on the actual PBX or VOIP system. E.g. Contact Centre, Communication Manager.
7.       Telephone System Type: PBX, VOIP, Lync etc
8.       Contract Duration: please include any extension periods.
9.       Contract Expiry Date: Please provide me with the day/month/year.
10.   Contract Review Date: Please provide me with the day/month/year.
11.   Contract Description: Please provide me with a brief description of the overall service provided under this contract.
12.   Contact Detail: Of the person from with the organisation responsible for each contract full Contact details including full name, job title, direct contact number and direct email address.
If the service support area has more than one provider for telephone maintenance then can you please split each contract up individually for each provider.  
If the contract is a managed service or is a contract that provides more than just telephone maintenance please can you send me all of the information specified above including the person from with the organisation responsible for that particular contract.
If the maintenance for telephone systems is maintained in-house please can you provide me with:
1.       Number of Users:
2.       Hardware Brand: The primary hardware brand of the organisation’s telephone system.
3.       Application(s) running on PBX/VOIP systems: Applications that run on the actual PBX or VOIP system. E.g. Contact Centre, Communication Manager.
4.       Contact Detail: Of the person from with the organisation responsible for telephone maintenance full Contact details including full name, job title, direct contact number and direct email address.
Also if the contract is due to expire please provide me with the likely outcome of the expiring contract.
If this is a new contract or a new supplier please can you provide me with a short list of suppliers that bid on this service/support contract?




	Contract Type: Maintenance, Managed, Shared (If so please state orgs) Maintenance   
Existing Supplier: If there is more than one supplier please split each contract up individually. Siemens 
Annual Average Spend: The annual average spend for this contract and please provide the average spend over the past 3 years for each provider  70k 
Number of Users: 6000     
Hardware Brand: The primary hardware brand of the organisation’s telephone system. Highpath DX 
Application(s) running on PBX/VOIP systems: Applications that run on the actual PBX or VOIP system. E.g. Contact Centre, Communication Manager. PBX 
Telephone System Type: PBX, VOIP, Lync etc PBX 
Contract Duration: please include any extension periods. 12 Months  
Contract Expiry Date: Please provide me with the day/month/year. March 2017  
Contract Review Date: Please provide me with the day/month/year. November 2016  
Contract Description: Please provide me with a brief description of the overall service provided under this contract. Maintenance Only  
Contact Detail: Of the person from with the organisation responsible for each contract full Contact details including full name, job title, direct contact number and direct email address. *. 
Richard Wright Richard.wright@nhs.net ICT Infrastructure Manager 01226 432771


	FoI No: 559 – received 30 June 2016

http://www.oscar-research.co.uk/contactlist/271328/7

	




FoI 545 - completed spreadsheet.xlsx
Sheet1

		Expenditure on General Practice - Barnsley CCG

				2013/14		2014/15		2015/16

		Contr Other External		37,901		36,223		0

		C&M-GMS PrscrptnChrgsColl&RmttdbyGP		7,493		3,189		1,317

		C&M-GMS PrscChrgsCll&RmttdbyGPCntra		0		0		0

		C&M-PMS Prsc Chrgs Cll&Rmttd by GPs		0		75,360		73,832

		C&M-APMS LES Anti-coagulation		-966		9,854		8,413

		C&M-APMS LES DMARDS		2,231		2,619		624

		C&M-APMS LES Care of Older People				2,819		2,819

		C&M-GMS LES Ad Hoc Vaccs & Imms		1,074		1,183		-394

		C&M-GMS LES Anti-coagulation		153,233		146,760		130,764

		C&M-GMS LES DMARDS		42,155		33,478		5,013

		C&M-GMS LES ENT GPWSI		36,566		0		0

		C&M-GMS LES Intermediate Care		60,000		52,100		0

		C&M-GMS LES Care of Older People		0		52,482		45,556

		C&M-GMS LES Extended Hours		0		77,851		53,680

		C&M-PMS LES Ad Hoc Vaccs & Imms		1,472		1,236		-335

		C&M-PMS LES Anti-coagulation		276,764		210,658		194,106

		C&M-PMS LES DMARDS		60,541		60,139		6,807

		C&M-PMS LES Intermediate Care		30,000		26,050		0

		C&M-PMS LES Trans Elect Nerve Stim		3,713		72,750		44,577

		C&M-PMS LES Vasectomy		43,924		61,625		65,623

		C&M-PMS LES Care of Older People		0		87,766		77,376

		C&M-PMS LES Carpal Tunnel GPWSI		0		59,028		63,516

		C&M-PMS LES Extended Hours		0		136,417		60,251

		C&M - Referreal Management *		0		0		510

		C&M - Premises Costs *		0		0		5,069,803

		C&M - Dispensing / Prescribing *		0		0		414,083

		C&M - Enhanced Services *		0		0		1,512,664

		C&M - General Practice *		0		0		21,682,873

		C&M - Other GP Services *		0		0		578,706

		Extended Hours		6,305		2,638		0

		Practice Delivery Agreement/Quality Framework				2,768,510		3,060,877

		Governing Body Members		429,124		45,790		54,486

		Provision of Healthcare		83,220		23,005		480

		Meeting attendance		5,143		45,961		10,781

		Room Hire		160		275		2,654

		Medical Reports		10,360		11,526		9,607



		OOH Services		1,910,846		1,910,846		1,937,118

		GP IT		745,913		745,913		910,947

		Incentive Scheme								Insentive payments are part of other payments as a %

		TOTAL		3,947,172		6,764,050		36,079,136

		CCG commenced 01.04.2013

		* 2015/16 - Delegated Co-Commissioning commenced so there is a significant increase in costs relating to General Practice as all APMS/GMS/PMS contracts and associated costs are reflected in the CCG's accounts in 2015/16
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Dear FOI team,

 

I am writing to you on behalf of YoungMinds, seeking information under the Freedom of Information Act 2000 regarding budgets and expenditure on Child and Adolescent Mental Health Services (CAMHs) and all-age mental health spend that relates to children and/or young adults.



For the purposes of this request we define children and young adults as being between the ages of 0 and 25 years.



1. The information request:

 

Please can you provide us with the following information:



the (a) budget and (b) expenditure for Child and Adolescent Mental Health (CAMHS) services (total spend) - if you attribute to a CAMHs Tier 1-4 please specify.



the (a) budget and (b) expenditure for maternal mental health.



the (a) budget and (b) monies received to deliver the Local Transformation Plan (LTP).



the (a) budget and (b) monies received to deliver the access and waiting time standards on Eating Disorders.



the (a) budget and (b) monies received to implement CYP Improving Access to Psychological Therapies (IAPT).



the (a) budget and (b) expenditure for mental health urgent and emergency care (including mental health crisis care) for children and young people - if only total spend is available please approximate proportion that is spent on children and young adults.



any additional, discretionary monies (a) budgeted for and (b) spent on child, adolescent or young adult mental health.



We are requesting information for the financial years: 2010/11, 2011/12, 2012/13, 2014/15, 2015/16, 2016/17.



And if available - we are also requesting the projected budget (or settlement) for the financial years covering the remainder of Future in Mind and the Five Year Forward View for Mental Health, which includes: 2017/18, 2018/19, 2019/2020, 2020/21.



2. Clarifications: 



If the requested information does not relate to your activity, please answer ‘not applicable’ (n/a).



If you share a budget with another organisation, please specify:



the name of the other organisation(s) (for example a Clinical Commissioning Group, Local Authority or NHS Trust).



whether the expenditure / budget reported is the total amount of the shared budget, or your organisation’s contribution to the shared budget.



Finally, if you have any questions about this request, or require further clarification, do not hesitate to contact us at FOI@youngminds.org.uk . 
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546.xlsx
Mental Health Spending



				2010/2011				2011/2012				2012/2013				2013/2014				2014/2015				2015/2016				2016/2017				2017/2018		2018/2019		2019/2020		2020/2021

				Budget		Expenditure		Budget		Expenditure		Budget		Expenditure		Budget		Expenditure		Budget		Expenditure		Budget		Expenditure		Budget		Expenditure		Budget		Budget		Budget		Budget

		CAMHS Services (please state Tier if applicable)

		Maternal Mental Health

		Mental Health Urgent & Emergency Care for CYP

		Additional spend on Child, Adolescent or Young Adult Mental Health

		Source of any additional spend





		Local Transformation Plan (LTP)

		Eating Disorders Access and Waiting Time Standards

		CYP IAPT Implementation
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547 spreadsheet.xlsx
Key Details

								Key Details



		1		Please carefully complete every entry within the following tabs provided.

		2		Information that has been requested, is based on that which is available

				on the Business Information (BI) Tool on ESR.

		3		Headcounts should only include Fixed-term and Permanent Staff including 

				VSMs, but should not include Office Holders or Bank Staff

		4		Where requested data should record the correct figure 

				for the previous rolling 12 months from that particular Month





Workforce Data

				Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

		Total Head Count *

		Full-time Equivilant (FTE) *

		Leavers Headcount * 

		Starters Headcount *

		Leavers Headcount (12m) **

		Starters Headcount (12m) **

		Turnover % (12m) **

		*		Headcounts should only include Fixed-term and Permanent Staff including VSMs, but should not include Office Holders or Bank Staff

		**		Data should record the correct figure for the previous rolling 12 months from that particular Month





Breakdown by Band



				Headcount *		FTE *

		Band 4

		Band 7

		Band 8 - Range A

		Band 8 - Range B

		Band 8 - Range D

		Band 9

		Please can you ensure that the numbers provided are based on Headcounts as of the 31st March 2016.

		*Fewer than five- where numbers are low, we have not been able to disclose the exact figure as this could potentially identify individuals





Sickness Absence

				Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

		Absence %

		Estimated Monthly

		Cost

				Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

		Short-term 

		Days Lost

		Long-term

		Days Lost





Breakdown by Sex

				Female		Male

		Part Time

		Full Time

		Please can you ensure that the numbers provided are based on Headcounts as of the 31st March 2016.

		*Fewer than five- where numbers are low, we have not been able to disclose the exact figure as this could potentially identify individuals





Age

				Headcount

		Age Band		Headcount

		31-35

		36-40

		41-45

		46-50

		51-55

		Please can you ensure that the numbers provided are based on Headcounts as of the 31st March 2016.

		*Fewer than five- where numbers are low, we have not been able to disclose the exact figure as this could potentially identify individuals





Leavers

		Top Ten Reasons for Absence (12)

				Reason								Percentage of Absence

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		last 12 months to 31st March 2016.
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Workforce FOI - 132.xlsx
Key Details

								Key Details



		1		Please carefully complete every entry within the following tabs provided.

		2		Information that has been requested, is based on that which is available

				on the Business Information (BI) Tool on ESR.

		3		Headcounts should only include Fixed-term and Permanent Staff including 

				VSMs, but should not include Office Holders or Bank Staff

		4		Where requested data should record the correct figure 

				for the previous rolling 12 months from that particular Month





Workforce Data

				Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

		Total Head Count *		94		94		97		94		94		108		107		108		123		121		118		115

		Full-time Equivilant (FTE) *		78.01		78.01		80.51		77.51		77.85		86.59		87.15		88.61		101.60		101.16		98.16		93.96

		Leavers Headcount * 		3		0		1		2		1		3		1		0		1		5		5		15

		Starters Headcount *		7		0		3		0		1		15		2		1		16		3		0		1

		Leavers Headcount (12m) **		19		16		17		18		18		19		19		18		17		22		27		37

		Starters Headcount (12m) **		Unable to locate information requested

		Turnover % (12m) **		21.51%		17.96%		18.85%		19.80%		19.62%		20.28%		19.88%		18.54%		17.01%		21.48%		25.86%		34.88%

		*		Headcounts should only include Fixed-term and Permanent Staff including VSMs, but should not include Office Holders or Bank Staff

		**		Data should record the correct figure for the previous rolling 12 months from that particular Month





Breakdown by Band



				Headcount *		FTE *

		Band 4		14		12.00

		Band 7		10		8.37

		Band 8 - Range A		16		12.00

		Band 8 - Range B		6		5.60

		Band 8 - Range D		*		*

		Band 9		0		0.00

		Please can you ensure that the numbers provided are based on Headcounts as of the 31st March 2016.

		*Fewer than five- where numbers are low, we have not been able to disclose the exact figure as this could potentially identify individuals





Sickness Absence

				Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

		Absence %		1.22%		2.09%		2.34%		2.03%		4.13%		5.75%		3.08%		2.38%		2.30%		1.22%		1.22%		1.22%

		Estimated Monthly		£2,847		£5,522		£8,415		£6,241		£10,519		£14,935		£8,854		£9,560		£18,980		£5,274		£1,571		£2,748

		Cost

				Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

		Short-term 		13.6		31.85		38.1		12		38		54.91		19.76		32.84		24		19		9		35.19

		Days Lost

		Long-term		15.2		18.6		18		37		62		92		63		30		48.4		35		10		0

		Days Lost





Breakdown by Sex

				Female		Male

		Part Time		37		9

		Full Time		56		13

		Please can you ensure that the numbers provided are based on Headcounts as of the 31st March 2016.

		*Fewer than five- where numbers are low, we have not been able to disclose the exact figure as this could potentially identify individuals





Age

		Age Band		Headcount

		31-35		14

		36-40		20

		41-45		12

		46-50		22

		51-55		19

		56-60		9

		*Fewer than five- where numbers are low, we have not been able to disclose the exact figure as this could potentially identify individuals





Leavers

		Top Ten Reasons for Absence (12)

				Reason		Percentage of Absence

		1		S13 Cold, Cough, Flu - Influenza		22.4%

		2		S25 Gastrointestinal problems		21.1%

		3		S98 Other known causes - not elsewhere classified		13.2%

		4		S16 Headache / migraine		9.2%

		5		S10 Anxiety/stress/depression/other psychiatric illnesses		7.9%

		6		S99 Unknown causes / Not specified		7.9%

		7		S26 Genitourinary & gynaecological disorders		6.6%

		8		S15 Chest & respiratory problems		3.8%

		9		S12 Other musculoskeletal problems		2.6%

		10		S28 Injury, fracture		2.6%

		last 12 months to 31st March 2016.
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Stroke Spells

		PRIM_DIAG		DESCRIPTION		Diagnostic		DISCH_DATE		DomEpisode

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-Aug-15		DOMINANT EPISODE				Row Labels		Total

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		14-Mar-16		DOMINANT EPISODE				I64X - Stroke, not specified as haemorrhage or infarction		101

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-Mar-16		DOMINANT EPISODE				Grand Total		101

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		1-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		6-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		15-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		28-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		6-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		8-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		16-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		4-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		29-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		13-May-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		10-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		5-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		3-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		30-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		6-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		10-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		10-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		3-Dec-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		12-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		25-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		29-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		12-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		1-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		29-May-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-May-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		14-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		16-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		26-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		10-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		10-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		12-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-May-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		28-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		9-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-Nov-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		30-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		29-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		25-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		6-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		2-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		28-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		8-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		26-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		1-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		3-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		6-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		8-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		28-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		4-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		26-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		3-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		30-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-Dec-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		12-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		26-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		24-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		16-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		28-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		15-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Dec-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		18-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		4-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		19-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		4-Sep-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		26-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		22-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		20-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		13-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		4-Aug-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		20-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		1-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		1-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		24-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		9-Mar-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		24-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		26-Oct-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		11-May-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		17-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		2-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		9-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		23-Feb-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		10-Apr-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		7-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		28-Jan-16		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		9-Jun-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		4-Jul-15		DOMINANT EPISODE

		I64X		Stroke, not specified as haemorrhage or infarction		I64X - Stroke, not specified as haemorrhage or infarction		29-Feb-16		DOMINANT EPISODE





Brain Spells

		PRIM_DIAG		DESCRIPTION		Diagnosis		DISCH_DATE		DomEpisode

		S063		Focal brain injury		S063 - Focal brain injury		13-Sep-15		DOMINANT EPISODE				Row Labels		Total

		S062		Diffuse brain injury		S062 - Diffuse brain injury		17-Apr-15		DOMINANT EPISODE				F059 - Delirium, unspecified		20

		S068		Other intracranial injuries		S068 - Other intracranial injuries		23-Apr-15		DOMINANT EPISODE				F070 - Organic personality disorder		1

		S068		Other intracranial injuries		S068 - Other intracranial injuries		7-May-15		DOMINANT EPISODE				F072 - Postconcussional syndrome		1

		S062		Diffuse brain injury		S062 - Diffuse brain injury		10-Dec-15		DOMINANT EPISODE				F107 - Mental and behavioural disorders due to use of alcohol		2

		S068		Other intracranial injuries		S068 - Other intracranial injuries		24-Jan-16		DOMINANT EPISODE				S062 - Diffuse brain injury		10

		S062		Diffuse brain injury		S062 - Diffuse brain injury		11-Feb-16		DOMINANT EPISODE				S063 - Focal brain injury		6

		S062		Diffuse brain injury		S062 - Diffuse brain injury		22-Mar-16		DOMINANT EPISODE				S068 - Other intracranial injuries		10

		F059		Delirium, unspecified		F059 - Delirium, unspecified		21-Nov-15		DOMINANT EPISODE				S097 - Multiple injuries of head		1

		S062		Diffuse brain injury		S062 - Diffuse brain injury		28-Apr-15		DOMINANT EPISODE				Grand Total		51

		S062		Diffuse brain injury		S062 - Diffuse brain injury		25-Nov-15		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		2-Mar-16		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		26-Oct-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		19-Jul-15		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		19-Aug-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		15-Jul-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		2-Feb-16		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		30-Jun-15		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		12-May-15		DOMINANT EPISODE

		S062		Diffuse brain injury		S062 - Diffuse brain injury		22-Apr-15		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		13-Nov-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		24-Jun-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		1-Oct-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		13-Jul-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		23-Oct-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		16-Jul-15		DOMINANT EPISODE

		F072		Postconcussional syndrome		F072 - Postconcussional syndrome		15-May-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		6-May-15		DOMINANT EPISODE

		S063		Focal brain injury		S063 - Focal brain injury		16-Dec-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		14-Oct-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		21-Feb-16		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		24-Sep-15		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		6-Feb-16		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		13-Aug-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		15-Nov-15		DOMINANT EPISODE

		S097		Multiple injuries of head		S097 - Multiple injuries of head		13-Jul-15		DOMINANT EPISODE

		F107		Mental and behavioural disorders due to use of alcohol		F107 - Mental and behavioural disorders due to use of alcohol		15-Jan-16		DOMINANT EPISODE

		S068		Other intracranial injuries		S068 - Other intracranial injuries		10-Jun-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		9-Feb-16		DOMINANT EPISODE

		S062		Diffuse brain injury		S062 - Diffuse brain injury		15-Sep-15		DOMINANT EPISODE

		F070		Organic personality disorder		F070 - Organic personality disorder		8-Feb-16		DOMINANT EPISODE

		S063		Focal brain injury		S063 - Focal brain injury		25-Oct-15		DOMINANT EPISODE

		S063		Focal brain injury		S063 - Focal brain injury		10-Aug-15		DOMINANT EPISODE

		S062		Diffuse brain injury		S062 - Diffuse brain injury		2-Jun-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		20-Aug-15		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		5-Feb-16		DOMINANT EPISODE

		S063		Focal brain injury		S063 - Focal brain injury		15-Dec-15		DOMINANT EPISODE

		S063		Focal brain injury		S063 - Focal brain injury		14-Mar-16		DOMINANT EPISODE

		F059		Delirium, unspecified		F059 - Delirium, unspecified		5-Apr-15		DOMINANT EPISODE

		F107		Mental and behavioural disorders due to use of alcohol		F107 - Mental and behavioural disorders due to use of alcohol		15-May-15		DOMINANT EPISODE

		S062		Diffuse brain injury		S062 - Diffuse brain injury		28-Sep-15		DOMINANT EPISODE
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Commissioning Policy Statement:

This document represents the commissioning policy of NHS Barnsley Clinical Commissioning
Group for the clinical pathway which provides access to tertiary fertility services. It is intended
to provide a framework for the commissioning of services for those couples who are infertile
and require infertility interventions.

The policy was developed jointly by Clinical Commissioning Groups in the Yorkshire and Humber
area and provides a common view of the clinical pathway and criteria for commissioning
services which has been adopted by Barnsley CCG..

The policy on funding of tertiary fertility services for individual patients is a policy of this CCG
and not part of the shared policy set out in the rest of this document. The number of full IVF
cycles currently funded by Barnsley CCG for patients who meet the access criteria set out in the
shared policy is two. This policy will be updated in accordance with the review period of the
policy or earlier should sufficient changes in practice or evidence base require it.

This commissioning Policy has been developed in partnership with the Yorkshire and The
Humber Expert Fertility Panel
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1.  Aim of paper
1.1 This document represents the commissioning policy for tertiary fertility services for
adults registered with a Clinical Commissioning Group (CCG) in the Yorkshire and
Humber region.

1.2 The policy aims to ensure that those most in need and able to benefit from NHS funded
treatment are given equitable access to tertiary fertility services across the Yorkshire
and Humber Area, by identifying the clinical care pathway and relevant access criteria.

2. Background
2.1 On April 1% 2013 Clinical Commissioning Groups (GGCs) across the Yorkshire and the
Humber regions adopted the existing Yorkshire and the Humber Fertility policy’. In
February 2013 NICE published revised guidance > which updates previous NICE guidance
published in 2004°.

2.2 CCGs across the Yorkshire and the Humber agreed to work collaboratively to update the
existing policy in light of the new NICE guidance and changing commissioning landscape.

2.3 In this policy document infertility is defined:
For all couples: The presence of known reproductive pathology.

For heterosexual couples: The failure to conceive after regular unprotected sexual intercourse
for a period of 2 years in the absence of known reproductive pathology.

For same-sex couples (and other couples for whom conventional methods of conception are
impossible or very difficult): The failure to conceive after twelve rounds of donor or partner
insemination, of which at least six will be carried out through IUI, in the absence of any known
reproductive pathology. Six rounds of IUI treatment are expected to be self-funded in these
circumstances.

For couples where ovulation can be induced with simple techniques such as clomiphene, these
patients are not regarded as infertile on this basis alone and therefore would not meet the
eligibility criteria for access to IVF at that stage.

2.4 Fertility problems are common in the UK and it is estimated that they affect 1 in 7
couples with 80% of couples in the general population conceiving within 1 year, if :

. The woman is aged under 40 years and
. They do not use contraception and have regular sexual intercourse (NICE 2013)

! Yorkshire and the Humber Commissioning Policy for Fertility Services, 2010.
2 Fertility: Assessment and treatment for people with fertility problems 2012, NICE Clinical Guideline 156.
3 Fertility: Assessment and Treatment for people with fertility problems 2004, NICE Clinical Guideline 11.





Of those who do not conceive in the first year about half will do so in the second year
(cumulative pregnancy rate is 90%).

The remaining 10% of couples will be unable to conceive without medical intervention
and are therefore considered infertile.

2.5 In 25% of infertility cases the cause cannot be identified. However, it is thought that in
remaining couples about a 3" of cases are due to the male partner being unable to
produce or ejaculate sufficient normal sperm, a third are due to problems found with
the female partner such as:

. Failure to ovulate
° Blockage to the passage of the eggs

10% are due to problems with both partners.

2.6 The most recent DH costing tool estimates that there are 98 attendances at a fertility
clinic for every 10,000 head of population. In Yorkshire and the Humber, this could
range between 4000 and 5000 attendances per year which would result in between
1450 couples, likely to be assessed as eligible for IVF treatment

2.7 Tertiary fertility services include 1Ul, ICSI and IVF. They may also include the provision of
donor sperm and donor eggs. The majority of treatment in the UK is statutory regulated
by the Human Fertility and Embryo Authority (HFEA). All tertiary providers of fertility
services must be licensed with the HFEA in order to be commissioned under this policy.

2.8 NICE Clinical Guidelines 156 (2013) covering infertility recommends that:

Up to three full cycles of IVF will be offered to eligible couples where the woman is aged
between 18 and 39 and 1 cycle for eligible couples where the woman is aged between 40 — 42.

2.9 In addition to commissioning effective healthcare, CCGs are required to ensure that
resources are allocated equitably to address the health needs of the population.
Therefore CCGs will need to exercise discretion on the number of cycles of IVF that they
will fund up to the maximum recommended by NICE.

3. Clinical Effectiveness
It is considered to be clinically effective to offer up to 3 stimulated cycles of IVF
treatment to couples in which the woman is aged between the age of 18 — 39 and 1
cycle where the woman is aged between 40 — 42 and who have an identified cause for
their infertility or who have infertility of at least 2 years duration.





4. Cost effectiveness

4.1

4.2

4.3

Risks

Evidence shows (NICE 2013) that as the woman gets older the chances of successful
pregnancy following IVF treatment falls. In light of this, NICE have recommended that
the most cost effective treatment is for women aged 18 — 42 who have known or
unknown fertility problems.

As research within this field is fast moving, new interventions and new evidence needs
to be considered on an on-going basis to inform commissioning decisions.

Risks
Fertility treatment is not without risks. A summary of potential risks are outlines below:

There are risks of multiple pregnancies during fertility treatment, which is associated with
a higher morbidity and mortality rate for mothers and babies.

Women who undergo fertility treatment are at slightly higher risk of ectopic pregnancy.
Ovarian hyper stimulation, which is a potentially fatal condition, is also a risk. The exact
incidence of this has not been determined but the suggested number is between 0.2 - 1%
of all assisted reproductive cycles.

Current research shows no cause for concern about the health of children born as the
result of assisted reproduction.

A possible association between ovulation induction therapy and ovarian cancer in women
who have undergone treatment is uncertain.

Further research is needed to assess the long term effects of ovulation induction agents.

5. Description of the treatment

5.1

511

5.1.2

Principles of care

Couples who experience problems in conceiving should be seen together because both
partners are affected by decisions surrounding investigation and treatment.

People should have the opportunity to make informed decisions regarding their care and
treatment via access to evidence-based information. These choices should be recognised
as an integral part of the decision-making process.

Information should be provided in the following formats:

e Face to face discussions with couples

e  Written information and advice

e  Culturally sensitive

e Be sensitive to those with additional needs e.g. physical or cognitive, or sensitive disabilities,
or those who do not speak English.





5.2 The Care Pathway (fig, 1)

People who are
concerned about their
fertilitv

!

Providing information including information about healthy lifestyle
interventions for example smoking cessation, weight management,
alcohol advice and referral according to locally commissioned pathways.
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|

Generalist and
Specialist Care

!

Initial advice to people
concerned about delays
in conception

|

Defining infertility and
criteria for assessment
and referral

|

Investigation of fertility
problems and
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Assisted reproduction

5.2.1 Treatment for infertility problems may include counselling, lifestyle advice, drugs
treatments, surgery and assisted conception techniques such as IVF.

The care pathway (fig 1) begins in primary care, where the first stage of treatment is
general lifestyle advice and support to increase a couples chances of conception
happening without the need for medical intervention.

If primary care interventions are not effective, initial assessment such as semen analysis
will take place. Following these initial diagnostics it may be appropriate for the couple to





5.2.2

5.3

be referred to secondary care services where further investigation and potential
treatments will be carried out, such as, hormonal therapies to stimulate ovulation. It
may be appropriate at this stage for primary care clinician to consider and discuss the
care pathway and potential eligibility for IVF. It may also be appropriate for healthy
lifestyle interventions to be discussed.

If after secondary care interventions are not successful and the couple fulfil the eligibility
criteria in section 6.0, they may then be referred through to tertiary care for assessment
for assisted conception techniques, such as, IVF, DI, IUI, ICSI.

IVF involves:
e The use of drugs to switch the natural ovulatory cycle.
e Induction of ovulation with other drugs
e Monitoring the development of the eggs in the ovary
e Ultrasound guided egg collection from the ovary
e Processing of sperm
e Production of a fertilized embryo from sperm and egg cells in the laboratory
e Use of progesterone to make the uterus receptive to implantation
e Transfer of selected embryos and freezing of those suitable but not transferred

Definition of a full cycle

Full Cycle is the term used to define a full IVF treatment; it should include 1 episode of ovarian
stimulation and the transfer of any resultant fresh and frozen embryo(s) (NICE 2013). Or

The definition of a single full treatment cycle is the replacement of a fresh embryo and

subsequent sequential replacement of all frozen embryos derived from the cycle until

pregnancy is successful or harvested embryos have been exhausted. (Not expected to be
more than 4)

Adherence in this way to the NICE guidelines would encourage and not disadvantage patients

54

5.5

Frozen Embryo Transfers

Embryos that are not used during the fresh transfer should be quality graded using the
UK NEQAS embryo morphology scheme and may be frozen for subsequent use within
the cycle.

Abandoned Cycles

An abandoned IVF/ICSI cycle is defined as the failure of egg retrieval, usually due to lack
of response (where less that 3 mature follicles are present) or excessive response to
gonadotrophins; failure of fertilisation and failure of cleavage of embryos. Beyond this
stage, a cycle will be counted as complete whether or not a transfer is attempted.

10





5.6

5.7

5.8

5.9

5.10

IUI and DI

Up to three cycles of IUI and DI (Stimulated or non-stimulated) will be provided for
couples with unexplained fertility, mild endometriosis or mild male factor. They will
then access IVF treatment if appropriate.

Up to six cycles (dependent on availability of donor sperm) will be offered for couples
with male azoospermia donor Sperm

Donor Gametes

The cost of donor sperm is included in the funding of treatment for which it is required
which is to be commissioned in accordance with this policy and the funding policy of the
CCG.

Patients eligible for treatment with donor eggs will be placed on the waiting list for
treatment with donor eggs. Unfortunately, the availability of donor eggs remains
severely limited in the UK. There is therefore no guarantee that eligible patients will be
able to proceed with treatment. Patients will be placed on the waiting list for an initial
period of 3 years, after which they will be reviewed to assess whether the eligibility
criteria are still met.

Gametes and Embryo Storage

The cost of egg and sperm storage will be included in the funding of treatment for which
it is required which is to be commissioned in accordance with this policy and the funding
policy of the CCG. Storage will be funded for a maximum of 3 years or until 6 months
post successful live birth, whichever is the shorter.

Any embryos frozen prior to implementation of this policy will be frozen for a maximum
period of 3 years from the date of policy adoption.

Any embryos storage funded privately prior to the implementation of this policy will
remain privately funded.

HIV/HEP B/ HEP C
People undergoing IVF treatment should be offered testing for HIV, hepatitis B and

hepatitis C (NICE 2013).

People found to test positive for one or more of HIV, hepatitis B, or hepatitis C should
be offered specialist advice and counselling and appropriate clinical management (NICE
2013).

Surrogacy

Any costs associated with use of a surrogacy arrangement will not be covered by funding
from CCGs, but we will fund provision of fertility treatment (IVF treatment and storage)
to identified (fertile) surrogates, where this is the most suitable treatment for a couple’s

11





5.11

5.12

5.13

5.14

6.0

6.1

6.2
6.2.1

6.2.2

infertility problem and the couple meets the eligibility criteria for tertiary fertility
services set out in this policy.

Single Embryo Transfer
Please refer to 5.3 for definition of a full cycle.

Multiple births are associated with greater risk to mothers and children and the HFEA
therefore recommends that steps are taken by providers to minimize multiple births.
This is currently achieved by only transferring a single embryo for couples who are at
high risk.

We support the HFEA guidance on single embryo transfer and will be performance
monitoring all tertiary providers to ensure that HFEA targets are met. All providers are
required to have a multiple births minimisation strategy. The target for multiple births
was set at an upper limit of 24% of all pregnancies in 2009 and will progressively reduce
to 10%.

Counselling and Psychological Support

As infertility and infertility treatment has a number of negative psycho social effects
access to counselling and psychological support should be offered to the couple prior to
and during treatment.

Sperm washing and pre-implantation diagnosis
Sperm washing and pre-implantation genetic diagnosis are not treatments for infertility
and fall outside the scope of this policy.

Service Providers
Providers of fertility treatment must be HFEA registered and comply with any service
specification drawn up by Yorkshire and the Humber CCG Com Commissioning Group.

Eligibility Criteria for Treatment

Application of Eligibility Criteria

Eligibility criteria should apply at the point patients are referred to tertiary care (with
the exception of 6.9, which should be undertaken within tertiary care). Couples must
meet the definition of infertility as described in section 2.3.

Overarching Principles
Eligibility criteria should apply equally to all assisted conception treatments (IUl, IVF,
ICSI).

All clinically appropriate individuals/couples are entitled to medical advice and
investigation. Couples may be referred to a secondary care clinic for further

12





6.2.3

6.3

6.4

6.5

6.6

investigation. Only couples meeting the eligibility criteria should be referred to tertiary
care.

Treatment limits are per couple and per individual. Referrals should be as a couple and
include demographic information for both partners in heterosexual and same sex
couples.

Existing Children
Neither partner should have any living children (this includes adopted children but not
fostered) from that or any previous relationship.

Female Age

Age as a criterion for access to fertility treatments is applied in line with the NICE Clinical
Guideline on Fertility which is based on a comprehensive review of the relationship
between age and the clinical effectiveness of fertility treatment.

The woman intending to become pregnant must be between the ages of 18 — 42 years.
No new cycle should start after the woman’s 43™ birthday. Referrers should be mindful
of the woman’s age at the point of referral and the age limit for new cycles.

Women aged 40-42 years who have not conceived after 2 years of regular unprotected
intercourse or 12 cycles of artificial insemination (where 6 or more are by intrauterine
insemination), will receive 1full cycle of IVF, with or without ICSI, provided the
following 3 criteria are fulfilled:

e they have never previously had IVF treatment

e thereis no evidence of low ovarian reserve

e there has been a discussion of the additional implications of IVF and pregnancy at
this age.

Where investigations show there is no chance of pregnancy with expectant
management and where IVF is the only effective treatment, woman aged between 40-
42 should be referred directly to a specialist team for IVF treatment.

Female BMI

The female patient’s BMI should be between 19 and 30 prior to referral to tertiary
services. Patients with a higher BMI should be referred for healthy lifestyle interventions
including weight management advice. Patients should not be re-referred to tertiary
services until their BMI is within the recommended range.

Reversal of sterilisation
We will not fund IVF treatment for patients who have been sterilised or have
unsuccessfully undergone reversal of sterilisation.

13





6.7

6.8

6.9

Previous self-funded couples

Previous cycles, whether self-funded or NHS funded will be taken into consideration
when assessing a couples ability to benefit from treatment and will count towards the
total of 3 full cycles that may be offered by the NHS.

Length of relationship
Cohabiting couples must have been in a stable relationship for a minimum of 2 years to
be entitled to treatment.

Welfare of the child

The couple should be assessed as meeting the requirement contained within the HFEA
Appendix entitled ‘Welfare of the child’.

14





Appendix, A

Abbreviations

Abbreviations used

Body Mass Index

BMI

DI Donor Insemination

GP General Practitioner

HFEA Human Fertilisation and Embryology
Authority

ICSI Intracytoplasmic sperm injection

1UI Intra-uterine insemination

IVF In vitro fertilisation

NICE National Institute of Clinical Excellence
Clinical Commissioning Group

cCcG
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Appendix, B

Contents
Term Definition Further information
BMI The healthy weight rang is based on a | BBC Healthy Living

measurement known as the Body Mass
Index (BMI). This can be determined if you
know your weight and your height. This
calculated as your weight in kilograms
divided by the square of your height in
metres. In England, people with a body
mass index between 25 and 30 are
categorised as overweight, and those with
an index above 30 are categorised as
obese.

http://www.bbc.co.uk

NHS Direct

http://www.nhsdirect.nhs.uk

ICSI

Intra Cytoplasmic Sperm Injection (ICSI):
Where a single sperm is directly injected
into the egg.

Glossary, HFEA

http://www.hfea.gov.uk

Ul

Intra Uterine Insemination (1u1):
Insemination of sperm into the uterus of a
woman.

As above

IVF

In Vitro Fertilisation (IVF): Patient's eggs
and her partner's sperm are collected and
mixed together in a laboratory to achieve
fertilisation outside the body. The embryos
produced may then be transferred into the
female patient.

As above

DI

Donor Insemination (DI): The introduction
of donor sperm into the vagina, the cervix
or womb itself.

As above

16
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NHS!

Sheffield Clinical Commissioning Group

NHS Sheffield CCG Equality Impact Assessment 2013

Title of policy or service

Access to infertility treatment

Name and role of officers completing the
assessment

Elaine Barnes, E&D Manager, Will Cleary-Gray, Head of Collaborative
Commissioning & Planning.

Date assessment started/completed

18" October 2013 6" November 2013

1. Outline

Give a brief summary of your policy or
service
e Aims
e Objectives
e Links to other policies, including
partners, national or regional

This is the commissioning policy for tertiary fertility service for adults registered with
a Clinical Commissioning Group (CCG) in the Yorkshire and Humber region and
has been developed in partnership with the Yorkshire and The Humber Expert
Fertility Panel.

In February 2013 NICE published revised guidance which updates previous NICE
guidance published in 2004. On April 1st 2013 Clinical Commissioning Groups
(GGCs) across the Yorkshire and the Humber regions adopted the existing
Yorkshire and the Humber Fertility policy

CCGs across the Yorkshire and the Humber agreed to work collaboratively to
update the existing policy in light of the new NICE guidance.
The aims of this policy is to ensure that those most in need and able to benefit from
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NHS funded treatment are given equitable access to tertiary fertility services across
the Yorkshire and Humber Area.

2. Gathering of Information
This is the core of the analysis; what information do you have that indicates the policy or service might impact on protected
groups, with consideration of the General Equality Duty.
What What difference will this make?
What key impact have you action do
identified? you need
Positive | Neutral Negative |to take to
Impact impact impact | address
these
issues?
Human rights The CCG has a duties under the Equality Act
Age X 2010 to:
Carers (a)eliminate  discrimination, ~ harassment,
Disability X victimisation and any other conduct that is
gex X prohibited by or under this Act;
Rzﬁgion or belief X (b)advance equality of opportunity between
Sexual orientation X persons .vv_ho share a relevant proteqted
Gender reassignment characteristic and persons who do not share it;
Pregnancy and X (c)foster good relations between persons who
maternity share a relevant protected characteristic and
Marriage and civil X persons who do not share it. It also has
partnership (only responsibilities under the Public Sector Equality
eliminating Duty to have due regard to the need to advance
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discrimination)

Other relevant group

equality of opportunity.

Overall the policy will have a positive impact
upon all the 9 protected characteristics.

This commissioning policy as a whole aims to
provide equal access and to support all
heterosexual and same-sex couples, cohabiting,
married or in civil partnerships who meet the
eligibility criteria to achieve conception who
have infertility.

As stated in NICE 2013 guidance all couples
without known reproductive pathology are
required to test their fertility and meet a
threshold definition of unexplained infertility
before they will be eligible for funded tertiary
treatment.

For couples that do not have identified fertility
pathology preventing them from conceiving
there are two options available to enable them
to test their fertility to access tertiary services:

For couples where conventional methods of
conception is an option a pathway of
unprotected sex for a period of 2 years is
followed.

For couples where conventional methods of
conception is not an option (a pathway of
unprotected sex is not an option); in order to
support these couples to be able to access
tertiary fertility services the policy enables
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couples to:

¢ demonstrate infertility ( in the absence of
pathology or conventional unprotected
sex for a period of 2 years) by failing to
conceive after 12 rounds of insemination
of which 6 should be IUl and self-funded

The requirement to self-fund will have an
adverse financial impact on same-sex couples
and heterosexual couples who cannot have
conventional intercourse but can reasonably be
expected to attempt conception. It is likely that
the number of same-sex couples affected is
likely to be proportionately higher. It is also
recognised that for same-sex couples there are
innate biological issues which affect the couples’
own resources to access the policy.

This policy relates to access to infertility
treatment, i.e. tertiary services for those who
have identified fertility problems (whether known
reproductive pathology, physical disability or
unexplained fertility as define in the NICE 2013
guidance. The CCGs consider that NHS
financial resources in this area should be
directed to meeting the medical needs of those
with identified fertility problems. If the CCG
were to fund IUI for couples who did not have
identified fertility problems, significant NHS
resources would be being spent on treatment for
individuals who do not have (and proportionality
are not likely to have) an identified fertility
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problem which would require tertiary treatment
on the grounds of infertility. The CCGs have
also considered discriminating against
heterosexual couples in this regard.

The CCG considers that appropriate focussing
of scarce NHS resources is a legitimate aim,
and that not providing funding of 1UI treatment in
these circumstances is a proportionate means of
achieving that aim having regard to the rest of
the policy and broad access for all couples with
identified fertility problems. The innate barriers
to conception are known in same-sex couples
and are therefore something that can be
planned for in advance. Alternative restrictions
would involve reducing funding to individuals
with identified fertility problems (in heterosexual,
same-sex female and same-sex male couples)
or other clinical areas and the CCGs do not
consider that funding this treatment outweighs
other demands on NHS resources.

CCGs will always consider exceptional cases on
an individual basis via their Individual Funding
Request Process.

Age as a criterion for access to fertility
treatments is applied in line with the NICE
Clinical Guideline on Fertility which is based on
a comprehensive review of the relationship
between age and the clinical effectiveness of
fertility treatment.

Information on fertility services will be provided
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in wide range of format to meet the diverse
needs of couples.

Face to face discussions with couples
Written information and advice

Culturally sensitive

Be sensitive to those with additional needs
e.g. physical or cognitive, or sensitive
disabilities, or those who do not speak
English.

Please provide details on the actions you need to take below.

3. Action plan
Issues identified Actions required HO\.N willyelimeastire Timescale Offlcgr
impact/progress responsible
All CCGs are required to ensure | On an annual basis, each Service are equitable to all | Annually Each CCG

that resources are allocated
equitably to address the health
needs of the population.

CCG are required to do an
audit of the fertility service to
ensure that it is accessible to
all those who require it and in
line with the commissioning

policy.

who require it.

4. Monitoring, Review and Publication

When will the proposal be
reviewed and by whom?

Lead Officer

Review
date:

22






Once complete please forward to your Equality & Diversity lead Elaine Barnes via email elaine.barnes3@nhs.net for Quality Assurance
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Abbreviations


		Abbreviations used




		



		BMI

		Body Mass Index



		DI

		Donor Insemination



		GP

		General Practitioner



		HFEA

		Human Fertilisation and Embryology Authority



		ICSI

		Intracytoplasmic sperm injection



		IUI

		Intra-uterine insemination



		IVF

		In vitro fertilisation



		NICE

		National Institute of Clinical Excellence



		PCT

		Primary Care Trust





Glossary


		Term

		Definition

		Further information





		BMI

		The healthy weight range is based on a measurement known as the Body Mass Index (BMI). This can be determined if you know your weight and your height.  This calculated as your weight in kilograms divided by the square of your height in metres. In England, people with a body mass index between 25 and 30 are categorised as overweight, and those with an index above 30 are categorised as obese.  




		BBC Healthy Living


http://www.bbc.co.uk

 


 


NHS Direct


http://www.nhsdirect.nhs.uk

 



		ICSI

		Intra Cytoplasmic Sperm Injection (ICSI): Where a single sperm is directly injected into the egg.




		Glossary, HFEA


http://www.hfea.gov.uk

 



		IUI

		Intra Uterine Insemination (IUI): Insemination of sperm into the uterus of a woman.




		As above



		IVF

		In Vitro Fertilisation (IVF): Patient's eggs and her partner's sperm are collected and mixed together in a laboratory to achieve fertilisation outside the body.  The embryos produced may then be transferred into the female patient. 




		As above



		DI

		Donor Insemination (DI): The introduction of donor sperm into the vagina, the cervix or womb itself.




		As above





1
AIM OF PAPER


1.1 This paper represents the Commissioning Policy on tertiary fertility services for adults registered with Primary Care Trusts in the Yorkshire and Humber Specialised Commissioning Group (Y&HSCG) area. 


1.2 The policy aims to ensure that those most in need and able to benefit are given equitable access to tertiary fertility services across the Y&HSCG area. 


2
BACKGROUND

2.1 
Previously, commissioning of tertiary fertility services was carried out individually by the 14 PCTs in the region. This has led to a number of variations in who is able to access treatments and the number of treatment rounds available. In order to ensure equity of access and provision across the region the SCG agreed to adopt a regional policy from April 2010. 


2.2 In this policy document infertility is defined either as the presence of known reproductive pathology, or, for heterosexual couples, as the failure to conceive after regular unprotected sexual intercourse for 2 years in the absence of known reproductive pathology
. For same sex couples it is defined as the failure to conceive after six self-funded rounds of IUI treatment in the absence of known reproductive pathology. 


2.3
Fertility problems are common in the UK and it is estimated that they affect one in seven couples. 84% of couples in the general population will conceive within 1 year if they do not use contraception and have regular sexual intercourse. Of those who do not conceive in the first year, about half will do so in the second year (cumulative pregnancy rate 92%). The remaining 8% of couples will be unable to conceive without medical intervention and are therefore considered infertile. 


2.4
In 25% of infertility cases the cause cannot be identified. However, it is thought that in remaining couples about a third of cases are due to the male partner being unable to produce or ejaculate sufficient normal sperm, a third are due to problems found with the female partner such as failure to ovulate or blockage to the passage of the eggs and 10% are due to problems with both partners
. 


2.5  
The most recent DH costing tool
 estimates that there are 98 attendances at a fertility clinic for every 10,000 head of population. In Yorkshire and the Humber this would equate to an expected 4767 attendances per year which would result in 1450 couples who are likely to be assessed as eligible for IVF treatment.

2.6 Tertiary fertility services include IUI, ICSI and IVF.  They may also include the provision of donor sperm and donor eggs.   Fertility services fall under the 18- week maximum waiting time. The majority of treatment in the UK is statutorily regulated by the Human Fertility and Embryo Authority (HFEA). All tertiary providers of fertility services must be licensed with the HFEA in order to be commissioned under this policy.

2.7 There is a NICE clinical guideline on infertility (2004) which recommends that up to three cycles of IVF be offered to eligible couples where the woman is aged between 23 and 39.  


2.8   The current economic climate demands that PCTs make difficult decisions regarding priority and efficiencies. The majority of PCTs are looking to stabilise or reduce expenditure over the coming few years in order to reflect current and future financial restrictions. This impact’s on decision making regarding the expansion of existing services, such as specialist fertility services (see DH 2009 3.8.4). 


3
DESCRIPTION OF THE TREATMENT


3.1 
Principles of Care 

3.1.1
Couples should be seen together as seeking fertility treatment concerns both partners. 

3.1.2 
Couples should be provided with information in a variety of formats about their condition, treatment and likely outcomes.  This should include oral explanations, followed by written information.  Information and advice should be given in a manner that is culturally sensitive to the individuals concerned.  Information and advice should also take account of people who have additional needs, for example, those who do not speak or read English or who have physical, cognitive or sensory disabilities
. 

3.1.3 
As infertility and infertility treatment have a number of psycho-social effects on couples, access to psychological support prior to and during treatment should be considered as integral to the care pathway. 


3.2 
The Care Pathway 

3.2.1
Treatment for infertility problems may include counselling, lifestyle advice, drugs, surgery and assisted conception techniques such as IVF. The care pathway for infertility begins in primary care where the first stage of treatment is generally lifestyle advice to increase the chance of conception happening naturally. If this is not effective, initial assessment such as semen analysis will take place. If appropriate the couple will then be referred to secondary care services where further investigation and treatment will be carried out such as hormonal drugs to stimulate ovulation. If this is unsuccessful or inappropriate and the couple fit the eligibility criteria they will then be referred to tertiary care for assessment for assisted conception techniques such as IVF, DI, IUI and ICSI
.  

3.2.2
IVF involves: 


· the use of drugs to switch off the natural ovulatory cycle;


· induction of ovulation with other drugs;


· monitoring the development of the eggs in the ovary;


· ultrasound-guided egg collection from the ovary;


· processing of sperm;


· production of a fertilized embryo from sperm and egg cells in the laboratory;

· use of progesterone to make the uterus receptive to implantation;

· transfer of selected embryos and freezing of those suitable but not transferred.


3.2.3 
Fertility treatments are part of the 18-week target. 


3.3
Definition of a full cycle

A fresh cycle plus all frozen embryo transfer cycles created in the fresh cycle. It is not anticipated that FETs will exceed four in any cycle. 


3.4 Frozen Embryo Transfers

Good quality single embryos should be frozen.


3.5 Abandoned Cycles

Abandoned cycles will be funded up to the point of failed fertilisation. Beyond this, a cycle would not be considered abandoned. 


3.6 IUI and DI 

Up to three cycles of IUI (stimulated or non-stimulated) will be provided for couples with unexplained fertility, mild endometriosis or mild male factor infertility. They will then access IVF treatment if appropriate. 


Up to six cycles (dependent on availability of donor sperm) will be offered for couples with male azoospermia.


3.7 Donor Sperm

Donor sperm will be funded.

3.8 Donor Eggs

Patients eligible for treatment with donor eggs will be placed on the waiting list for treatment with donor eggs.  Unfortunately, the availability of donor eggs is severely limited in the UK.  There is therefore no guarantee that eligible patients will be able to proceed with treatment.  Patients will be placed on the waiting list for an initial period of 3 years, after which they will be reviewed to assess whether the eligibility criteria are still met.

We will fund the additional costs associated with treatment using donor eggs but the responsibility for sourcing donor eggs sits with the provider.  

3.9 Egg and Sperm Storage

Embryo and sperm storage will be funded for patients who are undergoing NHS fertility treatment.  Storage will be funded for a maximum of 3 years or until 6 months post successful live birth, whichever is the shorter.


Any embryos frozen prior to implementation of this policy will be frozen for a maximum period of 3 years from the date of policy adoption. 


Any embryo storage funded privately prior to the implementation of this policy, will remain privately funded.


3.10 HIV/Hep B/Hep C

Special procedures for accessing treatment apply and patients may be referred from the Assisted Conception Unit to a different regional centre. 


3.11 Surrogacy

Surrogacy arrangements will not be funded, but we will fund treatment (IVF component and storage) in identified (fertile) surrogates, where this is the most suitable treatment for a couples’ infertility problem and the eligibility criteria are met.   

3.12 Single Embryo Transfer 

Multiple births are associated with greater risk to mothers and children and the HFEA therefore recommends that steps be taken by providers to minimise multiple births. This is currently achieved by only transferring a single embryo for couples who are at high risk.


We support the HFEA guidance on single embryo transfer and will be performance monitoring all tertiary providers to ensure that HFEA targets are met.  All providers are required to have a multiple births minimisation strategy.  The target for multiple births was set at an upper limit of 24% of all pregnancies in 2009 and will progressively reduce to 10%.  


3.13 Counseling & Psychological support 

As infertility and infertility treatment has a number of negative psycho-social effects access to counseling and psychological support should be offered to the couple prior to and during treatment. 

3.14 Sperm washing and pre-implantation diagnosis

Sperm washing and pre-implantation genetic diagnosis are not treatments for infertility so fall outside the scope of this policy. 


4
EVIDENCE BASE



4.1 
The NICE Clinical Guideline (2004) was based on a rigorous review of all available evidence of sufficient quality. The guidance addresses issues of clinical and cost effectiveness. All potential treatments for infertility have been assessed with the NICE guidance using the information available. Only those that are effective according to the evidence base are recommended in this policy. 


4.2 
Infertility has a number of negative effects on patients. Failure to offer people diagnosis and relevant treatment for fertility problems results in a loss of mental health and wellbeing for those patients
. Infertility is associated with anxiety and depression in women
.  However, the NICE guideline recognises that more research is needed to assess the long term impact of investigation and treatment of people who perceive problems with their fertility, both in people who subsequently achieve a live birth and people who do not. 

4.3 
Chances of success as measured by a live birth after IVF or ICSI treatment have increased over time. In 1992 for every 100 women starting treatment only 17 of them gave birth (17%) but in by 2006, 29 women in every 100 treated gave birth (29%)
. Chances of success reduce with age. 

4.4       Risks include the following: 


· There are risks of multiple pregnancy during fertility treatment, which is associated with a higher morbidity and mortality rate for mothers and babies. 

· Women who undergo fertility treatment are at slightly higher risk of ectopic pregnancy
. 


· Ovarian hyper stimulation, which is a potentially fatal condition, is also a risk. The exact incidence of this has not been determined but the suggested number is between 0.2 to 1% of all assisted reproduction cycles.   


· Current research shows no cause for concern about the health of children born as the result of assisted reproduction.  


· A possible association between ovulation induction therapy and ovarian cancer in women who have undergone treatment is uncertain. 


· Further research is needed to assess the long term health effects of ovulation induction agents. 


4.5 Clinical effectiveness

It is considered to be clinically effective to offer up to three stimulated cycles of IVF treatment to couples in which the women is aged 23-39 years and who have an identified cause for their infertility or who have infertility of at least two years duration.  

4.6 Cost effectiveness 

NICE used a cost effectiveness model which showed that costs per live birth were similar for ages 24-33 years after which they rose steeply with increasing age. In light of this they recommended that treatment be restricted to women aged 23-39 years. 



Further research is needed in the area of infertility and fertility treatments. The NICE guideline (2004) makes 30 recommendations for research areas. These include a number of clinical factors and socio-psychological factors such as the long term physical, genetic, psychological and social development of children resulting from assisted conception. 


As research within this field is fast moving, new interventions and new evidence needs to be considered on an ongoing basis to inform commissioning decisions. 


5
SERVICE PROVIDERS


Providers of fertility treatment must be HFEA registered and comply with any service specification drawn up by Yorkshire and the Humber Specialised Commissioning Group. 


6
ELIGIBILITY CRITERIA FOR TREATMENT

6.1 Application of Eligibility Criteria

Eligibility criteria apply at the point patients are referred to tertiary care (with the exception of 7.9, which should be undertaken within tertiary care). Couples must meet the definition of infertility, as described in 2.2.

6.2
Overarching Principles 

6.2.1
Eligibility criteria should apply equally to all assisted conception treatments (IUI, IVF, ICSI).


6.2.2
All clinically appropriate individuals / couples are entitled to medical advice and investigation. Couples may be referred to a secondary care clinic for further investigation. Only couples meeting the eligibility criteria should be referred to tertiary care.  


6.2.3
Treatment limits are per couple and per individual.  I.e. a woman in a heterosexual relationship undergoes maximum number of cycles with one partner, she is not entitled to further cycles. A woman in a same sex couple undergoes maximum number of cycles with one partner, her partner is not then also entitled to maximum number of cycles.


6.2.4
Referrals should be as a couple and include demographic information for both partners. 


6.3 
Existing Children

Neither partner should have any living children (including adopted children) from that or previous relationships.


6.4 
Female Age

The female patient must be between the age of 23-39 years unless there is an absolute indication to start fertility treatment younger. No new cycle should start after the patient’s 40th birthday. Referrers should be mindful of patients’ age at the point of referral and the age limit for new cycles. 


6.5 
Female BMI

The female patient’s BMI should be between 19 and 30 prior to referral to tertiary services. Patients with a higher BMI should be directed to healthy lifestyle interventions prior to referral. 


6.6 
Reversal of sterilisation

We will not fund IVF treatment for patients who are sterilised. 


(i.e. for patients who have been sterilised or have unsuccessfully undergone reversal of sterilisation). 


6.7 
Previous self funded couples

Previous self-funded cycles will not affect an individual’s entitlement, but may be used when assessing capacity to benefit.


6.8 
Length of relationship

Cohabiting couples who have been in a stable relationship for a minimum of 2 years. 


6.9 
Welfare of the Child 

The couple should be assessed as meeting the requirement contained within the HFEA Appendix entitled ‘Welfare of the Child’. 


7
PATIENT NUMBERS

Current patient numbers (2008) provided by the HFEA are provided below, along with DH estimates (calculated on 2010 population estimates).  

It should be noted that it is impossible to predict how many patients will chose to access private treatment.  Actual numbers form the HFEA shown that approximately two thirds of all IVF treatment is paid for privately.  It is likely that many of these patients would not fit the NHS access criteria. 

		 

		HFEA patient numbers (NHS only)

		Eligible patients for IVF (DH costing tool) 



		PCT 

		

		



		

		

		



		

		

		



		East Riding 

		39

		81



		 Hull

		65

		83



		NE Lincs

		18

		43



		N Lincs

		6

		42



		N Yorks & York

		16

		209



		Barnsley

		44

		63



		Doncaster

		100

		78



		Rotherham

		78

		72



		Sheffield

		89

		161



		Bradford

		51

		164



		Calderdale* 

		16

		60



		Kirklees*

		41

		119



		Leeds

		155

		268



		Wakefield

		102

		92



		Total 

		820

		1535





* Calderdale and Kirklees figures are derived from PCT estimates not HFEA data. 


In addition to the above figures, HFEA data shows that 1697 patients accessed IVF privately in 2008 in Yorkshire and the Humber.  A further 490 patients were of unknown funding status. 

8
POLICY STATEMENT


Couples will be entitled to up to the maximum number of cycles funded by their PCT, where clinically indicated.  In order to be eligible for a second or third cycle, couples must have a greater than 10% chance of getting pregnant, based on clinically accepted predictive models.

Equality Impact Assessment – Specialised Fertility Services Commissioning Policy

		Department/Team : Yorkshire and the Humber Specialised Commissioning Group



		Lead Officer: Pia Clinton-Tarestad



		Contact Details: Hillder House, 49-51 Gawber Road, Barnsley, S75 2PY




   Telephone : 01226 433 744




    Email: pia.clinton-tarestad@barnsleypct.nhs.uk 



		Function:

		Specialised Fertility Services Commissioning Policy






		Policies used to carry out function:

		



		Groups who the function should benefit:




		Couples within Yorkshire and Humber, where the female is between aged 23 and 39, who are experiencing infertility



		Are all groups affected equality by this function/policy?



		Step 1

		Who should be served by the function/policy?




		Information Gathered



		

		Make use of ……..


Baseline information on the general population and the groups the function should benefit e.g.


· Census data (or more up to date population projections)


· Other survey data


· Information of social and economic factors, such as age, income levels, health etc which are indicators of need.




		Yorkshire and Humber registered population


Population size 4.88m (ONS 2001)


Females aged between 23 and 39: 514,300 (DH, 2009)






		Step 2

		Do you have monitoring data?

		If yes (go to 3)

		If no (go to 4)



		

		Examples . . .


· Workforce Data


· Audit or Review information


· Satisfaction survey results


Service user profile broken down into:


Sexual Orientation. Gender, Race, religion, Belief & Disability




		

		Yes – currently the population receiving these interventions are not profiled in detail. Much of the information is held through the HFEA.


Work will be undertaken with local clinicians, and the HFEA to obtain a better picture of who is receiving this intervention.



		Step 3

		Who is using the function/policy?

		Notes



		

		· What does your monitoring data on your service users tell you?

· Are any groups under or over represented compared to what you would expect to see from the baseline data

· What does your monitoring data outcomes tell you? E.g. are some groups more likely to be serviced better by your function, service and policies etc compared to what you would expect to see from the baseline data on their needs?



		Approximately 1010 IVF cycles are undertaken per year in the region.


Currently there is insufficient routinely available data, or robust assessment of health need, to determine whether some population groups are underserved by fertility  services.


The SCG will be working with clinicians to undertake this needs assessment, and linking this to the HFEA data.



		Step 4

		What evidence do you have that your service is accessible equitably to all groups taking into account sexual orientation, gender, age, race, religion, belief and disability

		



		

		· Customer Satisfaction Survey results


· Local and national research


· Consultation


· Observation


· User Group




		None






		Step 5

		What action have you taken to ensure that your users are all serviced equitably?

		Evidence of action implemented to date



		

		· Staff trained in how to treat services users with specific needs


· Service information produced in a range of formats to assist all groups


· Service changes made directly to reflect changes in the service user profile


· Service users consulted prior to planned changes to the service being implemented


· Staff groups made aware of service user groups who may be being disadvantaged by existing policy, practice and procedure


· Staff being consulted to assess how new policies and procedures may impact on them




		The primary purpose of the commissioning policy is to ensure that specialist fertility services are equitably commissioned across the region.


Future work in this area will focus on involvement of service users in planning and service delivery, a more robust needs assessment and a more strategic approach to commissioning of specialist fertility services. 






		Step 6

		Do you know whether your service delivery is being compromised because of any issues relating to: Sexual Orientation, Gender, Race, Religion, Belief & Disability?

		List reasons why this may or may not be the case and the evidence you have to support your belief.



		

		

		A there is insufficient evidence to conclude this.






		Action Plan




		1. conduct a robust and thorough needs assessment, including forward planning for future developments in this area

 2. establish systems to involve patients and the public in commissioning, service planning and service improvement


3. Agree a programme of equity audits 


4. establish robust routine monitoring to inform commissioning, including collection of data on a number of population characteristics to inform equity audit.







�











� NICE Clinical Guideline 11, 2004.  



� DH (2009) Regulated Fertility Services



� Ibid
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28th June 2016

 



Barnsley CCG



To whom it may concern,

I am writing to make an open government request for all the information to which I am entitled under the Freedom of Information Act 2000. 

Please send me the following information from your NHS Standard Contract for Termination of Pregnancy:

· Current Contract end date

· Current provider

· Current annual contract value 

I would like the above information to be provided to me via return e-mail.

If this request is too wide or unclear, I would be grateful if you could contact me as I understand that under the Act, you are required to advise and assist requesters. If any of this information is already in the public domain, please can you direct me to it, with page references and URLs if necessary.

If the release of any of this information is prohibited on the grounds of breach of confidence, I ask that you supply me with copies of the confidentiality agreement and remind you that information should not be treated as confidential if such an agreement has not been signed.

I understand that you are required to respond to my request within the 20 working days after you receive this letter. I would be grateful if you could confirm in writing that you have received this request. 

I look forward to hearing from you. 

Yours faithfully

[bookmark: _MailAutoSig]
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NHS Barnsley CCG

Chairman
Dr N (Nick) Balac
Chairman
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
nick.balac@nhs.net



Chief Officer
Ms L (Lesley) Smith
Chief Officer
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY

lesleyjane.smith@nhs.ne



Dr M (Mehrban) Ghani
Medical Director
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
mehrban.ghani@nhs.net



Dr M (Madhavi) Guntamukkala
Governing Body Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
madhavi.guntamukkala@nhs.net



Dr J (John) Harban
Governing Body Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
john.harban@nhs.net



Dr S (Sudhagar) Krishnasamy
Governing Body Member Associate Medical Director
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
 s.krishnasamy1@nhs.net



Dr N (Nick) Luscombe
Governing Body Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
n.luscombe@btinternet.com






[bookmark: _GoBack]Dr M (Mark) Smith
Governing Body Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
mark.smith29@nhs.net



Mrs H (Heather) Wells
Chief Finance Officer
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
heather.wells4@nhs.net


Ms M (Marie) Hoyle
GB Practice Manager Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY
marie.hoyle@nhs.net



Mr C (Chris) Millington
Lay Member for Patient & Public Engagement GB Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY

Chris.millington@nhs.net


Ms B (Brigid) Reid
Chief Nurse  GB Member

Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY

Birgid.reid@nhs.net



Mr M (Mike) Simms
Secondary Care Clinician GB Member
Hillder House
49/51 Gawber Road
BARNSLEY
S75 2PY

msimms@nhs.net



Dr Adebowale Adekunle

Governing Body Member

Hillder House

49/51 Gawber Road

Barnsley

S75 2PY

adebowaleadekunle@nhs.net
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