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Barnsley Clinical Commissioning Group






Minutes of the Meeting of the BARNSLEY CLINICAL COMMISSIONING GROUP GOVERNING BODY (PUBLIC SESSION) held on Thursday 13 June at 9.30am in the Boardroom Left at Hillder House, Barnsley
PRESENT:
	Dr Nick Balac  (in the chair)
	Chair

	Ms Anne Arnold
	Lay Member

	Dr Clare Bannon
	Member 

	Dr Gareth Davies
	Interim Secondary Care Doctor

	Dr Robert Farmer 
	Member 

	Dr Mehrban Ghani
	Medical Director

	Dr John Harban
	Member 

	Ms Cheryl Hobson
	Chief Finance Officer 

	Ms Marie Hoyle
	Member

	Mr James Logan
	Member

	Ms Brigid Reid
	Chief Nurse  

	Mr Chris Ruddlesdin 
	Lay Member

	Mr Mark Wilkinson
	Chief Officer


IN ATTENDANCE:

	Mr Ian Carpenter
	Communications Manager (CSU)

	Ms Karen Martin
	Deputy Chief Nurse

	Ms Kay Morgan
	Governing Body Secretary

	Mrs Vicky Peverelle
	Head of Corporate Affairs 


APOLOGIES:
	Dr Nick Luscombe
	Member

	Dr Sudhagar Krishnasamy
	Member 


MEMBERS OF THE PUBLIC
	Ms Anna Crown
	Healthcare Development Manager, Nicoventures

	Ms Penny Farimann
	Regional Account Manager, Otsutka Pharmaceuticals

	Ms Jade Francis-Rose
	Programme Manager, Unscheduled Care Sheffield Children’s NHS Foundation trust

	Mr Chris Millington
	Member of the Public

	Mr Ben Murray
	Health Economy Business Director Glaxo Smith Kline

	MS Amna Younis
	Health Economy Account Manager Glaxo Smith Kline


The Chairman introduced Ms Karen Martin (Deputy Chief Nurse) and Mr Ian Carpenter (Communications Manager, Commissioning Support Unit) to their first meeting of the Governing Body.  Ms Martin was observing the meeting as deputy to the Chief Nurse and Mr Carpenter was attending the meeting on behalf of Ms Kirsty Waknell (Communications and Engagement Manager CSU).  

The Chairman also welcomed members of the public to the meeting and introductions took place.

	Agenda Item
	Note
	Action


	Deadline

	GB 13/120
	DECLARATION OF INTERESTS


	
	

	
	There were no declarations of Interest relevant to the agenda.

	
	

	GB 13/121
	QUESTIONS FROM THE PUBLIC ON BARNSLEY CLINCIAL COMMISSIONING GROUP BUSINESS

	
	

	
	The Chairman invited questions from the public on Barnsley Clinical Commissioning Group Business. 


	
	

	
	In response to a question raised, the Chairman indicated that the issue of practices signing up to the CCG Constitution would be discussed under the agenda item 6 – ‘Matters Arising Report’.

	
	

	
	A member of the public, Mr C Millington asked what the CCG were planning to achieve that the Primary Care Trust (PCT) had not?   The Chairman advised that the CCG would work with partners to improve health outcomes for the Barnsley people, address health inequalities and provide high quality services. This would be achieved by strong patient and public engagement and partnership working.  The CCG will operate differently to the PCT in that it had a democratic structure with public engagement processes and will be clinically led enabled by an experienced management team.  The CCG intends to use it full allocation of money, without surplus at year end, to secure the best value quality services for the Barnsley public. The Chief Finance officer commented that the CCG had a robust Financial Plan which had been agreed by the Governing Body and commended by the NHS England Area Team.  
 
	
	

	
	Mr C Millington indicated that the CCG appeared more open and transparent than the former Primary Care Trust but he was unsure how the CCG would achieve patient and public engagement.  Mr C Ruddlesdin gave an example of patient and public engagement concerning the Patient Council.  The Patient Council   met on a monthly basis and had undertaken a survey as to why members of the Patient Council would go to the Barnsley Hospital NHS Foundation Trust’s (BHNFT) Accident and Emergency (A&E) Department.  The survey highlighted that some patients had gone to A&E looking for the GP Out of Hours Service. However, due to poor signage these patients had actually ended up in the A&E Department itself. As a result of this feedback from the public the BHNFT has been request to review and improve signage within the hospital.  Mr Ruddlesdin indicated that this was only a small step with regard to patient and public engagement but demonstrated that ‘feedback’ was acted upon and changes made.   Ms M Hoyle informed the meeting that GP Practices also had Patient Reference Groups in place which were empowering the public to shape health services.

	
	

	
	It was noted that the CCG was looking to join with local partners to attain a ‘Barnsley Voice’ for public engagement.  The CCG had good relationships with partners. In particular, CCG clinical leads had been assigned to attend meetings of the Barnsley Metropolitan Borough Council local area community teams.

	
	

	
	The Chief Officer provided clarification regarding the CCG’s 2013/14 year end surplus position. The CCG was required by NHS England to deliver a 1% surplus on its total income.  The CCG’s first set of final accounts would therefore show achievement against this 1% surplus target. 

	
	

	
	The Chairman thanked the member of the public for his contribution.

	
	

	GB 13/122
	MINUTES OF THE PREVIOUS MEETING – 9 May 2013

	
	

	
	The minutes of the previous meeting held on 9 May 2013 were verified as a correct record of the proceedings subject to the following amendment for accuracy:

	
	

	
	· Mrs Vicky Peverelle to be recorded as ‘in attendance’ at the meeting.

	KM
	11.07.13

	GB 13/123
	MINUTES OF THE EXTRAORDINARY MEETING - 30 MAY 2013


	
	

	
	The chairman explained that an extraordinary meeting of the Governing Body had been called because the CCGs Corporate Manual required approval by the Governing Body before submission of the manual to the NHS England Area Team by 31 May 2013. He further commented that in the spirit of transparency and openness the minutes of the extra ordinary meeting had been submitted to the Governing Body in public session. 


	
	

	
	The minutes of the previous meeting held on 9 May 2013 were verified as a correct record of the proceedings subject to the following amendment for accuracy:

	
	

	
	· Mrs Vicky Peverelle to be recorded as ‘in attendance’ at the meeting.


	KM


	11.07.13



	GB 13/124
	MATTERS ARISING

	
	

	
	The Governing Body received and considered the Matters Arising Report.  The Report provided the Governing Body with an update on previously agreed actions without the need to revisit earlier discussions.  Following discussion the following main points were noted

	
	

	
	Reference GB 13/91
It was clarified that the CCG was an authorised statutory body and that there was no risk to the CCG as a consequence of practices not signing up to the Constitution. All practices had to be a member of a CCG; if not then NHS England would allocate practices to a CCG.
The Chairman indicated the letters would be sent to practices with the Constitution and Corporate Manual by 14 June 2013.

	
	

	
	Reference GB 13/116 
It was reported that the inaugural meeting of the Cancer improvement Board would consider options for investment and one such option would be around exercise.

	
	

	
	Reference GB 13/117
It was noted that work was on-going to develop a business case for investment in palliative care services and that this work would be incorporated in to the Cancer improvement Board.


	
	

	
	Reference GB13/115
On behalf of the Governing Body the Chairman expressed appreciation to the Head of Corporate Affairs and Governing Body Secretary for their work towards finalisation of the CCG’s Corporate Manual.


	
	

	
	Reference GB 13/115

The Chief Officer informed the Meeting that the CCG had originally been authorised with sixteen conditions.  A huge amount of work had been undertaken to reduce these conditions and a rectification plan had subsequently been submitted to the NHS England Area Team.  The CCG expected to find out in July 2013, how many of these conditions the CCG was now compliant with.  It was noted that after July 2013, the CCG would have a quarterly opportunity to resubmit evidence in support of any outstanding conditions.  

	
	

	
	The Committee:

· Approved the deletion of completed actions from the Matters Arising Report

· Noted the actions where the date for completion had lapsed

· Noted the progress reported on Matters Arising from previous meetings


	
	

	QUALITY GOVERNANCE


	GB 13/125
	PROGRESSING THE PATIENT EXPERIENCE AGENDA

	
	

	
	The Chief Nurse presented her report about progressing the Patient Experience Agenda.    The aim of the report was to share the work agreed at the May Patient and Public Engagement Committee regarding how patient experience intelligence would be gathered, triangulated and utilised to ensure effective commission and contract monitoring in both ethos and actuality.  

	
	

	
	As identified in the Francis Report Commissioning Action Plan submitted to the May Governing Body, work was required to progress how patient experience data was utilised to both inform quality assurance and the ethos of the CCG. A preliminary review identified that for the CCGs key providers information supplied until now had been relatively limited and underutilised.

 
	
	

	
	The paper outlined work agreed by the Patient & Public Engagement Committee to progress the Patient Experience agenda which consisted of :-

· the nature of information the CCG would seek from its main providers

· how the CCG would supplement that information by intelligence gathering and triangulation

· How the use of patient stories to enhance the ethos of CCG meetings would be trialled through the Quality & Patient Safety Committee. 

Key to progressing this work was the recognition of the challenges that it would create if it was to be effectively delivered in a meaningful and proportionate manner.

	
	

	
	The Chief Nurse commented that from her long association, both as a patient and in her work, patient experience was not as developed as it should be.  It was important to capture patient experience data from a wide variety of sources.  Complaints data was generally the tip of the iceberg.  It was noted that previous patient experience data from providers had not been particularly quality information. 

	
	

	
	Members’ attention was drawn to Appendix B and C of the Report.  Appendix A outlined the patient experience information requirements from Providers.  Appendix C determined the patient experience intelligence gathering processes.  It was noted that the gathering of ad hoc information could cumulatively over time provide an emerging picture about a particular service.  The Chief Nurse clarified that it was intended to capture intelligence about primary care services and this process would be referred through the Membership Council.

	
	

	
	The Chief Nurse informed the meeting that a national target for the Friends and Family Test (FFT) was that 15% of people using a service should complete the FFT. She further commented that the Barnsley Hospital NHS Foundation Trust had exceeded the 15% target.  Ms A Arnold indicated that she knew of an example of where a patient was not invited to take the FFT and also that it was important to ensure that FFT’s were not all completed at a particular time of the day.  The Chief Nurse agreed to follow this up.
 
	
	

	
	In response to a question raised it was explained that a ‘net promoters score’ was the difference between the people that would recommend a service and those that would not.   The score was therefore more influenced by people that had disliked a service.


	
	

	
	A discussion took place about intelligence gathering in relation to patient experience.  The Chief Nurse outlined the potential for the use of a patient’s story at the beginning of meetings to focus the Committee’s attention on patient needs.  The patient story would be trialled at the Quality and Patient Safety Committee, refined and introduced to the Governing Body.  Mr C Ruddlesdin commented that he had seen an improvement in patient experience information and reports being provided to Committees, from mainly numerical data to more meaningful qualitative information.   

	
	

	
	The Interim Secondary Care Doctor identified two areas of potential patient experience data. One related to incident reports and the other to doctors’ accreditation processes.  Doctors being accredited to perform specific treatment were required to undertake mandatory patient surveys as part of the accreditation process.  These surveys would provide a source of patient experience information.  The Chief Nurse indicated that the CCG was to consider incident report information from the BHNFT which was generated from the Trusts electronic incident recording system known as ‘Datix’.    ‘Real time’ quality assurance was to be considered at a Governing Body Development session on 12 September 2013. The Chief Nurse highlighted the ‘CHARM’ concept Care, help and Remembering Manners suggested by Ms M Hoyle.    The CCG could work to exemplar ‘CHARM’ within providers.  Dr R Farmer raised the importance of capturing information provided by patients to GPs about secondary care providers.

	
	

	
	The Chief Nurse emphasised that gathering and capturing patient experience intelligence was a key piece of work for the CCG and would be significant for people making decisions about future care.  It was also important to reward good care and make decision about keeping a watchful eye on providers of care where there could be cause for concern. 

	
	

	
	Appended to the Report, for members further information was guidance about establishing Quality Surveillance Groups.  The Chairman indicated that the guidance was useful and provided definitions of quality together with the need for Quality Surveillance Groups.

	
	

	
	The Governing Body:
· Noted the work in progress with progressing the patient experience agenda and the associated challenges

· Agreed to discuss via the Governing Body Development Session the best mechanisms for gathering Primary Care intelligence regarding secondary and community services to inform further debate at the July Membership Council.


	
	

	GB 13/126
	RISK AND GOVERNANCE

	
	

	
	126.1 Assurance Framework

	
	

	
	The Head of Corporate Affairs presented the CCGs Assurance Framework to the Governing Body.  The Assurance Framework facilitated the Governing Body in assuring the delivery of the CCG’s annual strategic objectives.  The Head of Corporate Affairs commented that the Assurance framework was a method of holding the Governing Body holding itself to account for delivery of the Commissioning Plan.   The Assurance Framework was an iterative process constantly identifying new risk and gaps in control or assurance to effectively manage the principal risks to the non-achievement of the CCGs objectives. 

	
	

	
	It was noted that the Head of Corporate Affairs would work with Chair   persons of CCG Committees to ensure that individual committees received appropriate information, to be assured and to provide assurance to the Governing Body that risks were being effectively managed.  

	
	

	
	The Governing Body reviewed the Assurance Framework and the following main points were noted:

	
	

	
	· Risk ref 1.d – ‘Duty to improve quality of primary medical services – failure to exercise this duty’
It was agreed that positive assurance for this risk would be gained via the Quality and Patient Safety Report and not the Integrated Performance Report.

It was noted that although the NHS England Local Area Team were responsible for primary care contracts, the CCG’s Chairman and Medical Director liaised with the area team about improving the quality of primary care.


	
	

	
	· Risk ref 1.2 ‘Deliver Actions arising from the Francis report – The actions identified are not delivered’
It was acknowledged that the CCG had its own action plan to deliver the recommendations from the Francis Report.


	
	

	
	· Programme Boards
It was noted that a performance framework for the CCGs seven priority commissioning areas was being developed.  The draft framework would be appended to the Integrated Performance Report for approval by the Finance and Performance Committee on 25 July 2013.  The first actual performance report would commence in September 2013.  It was clarified that there were no meetings of CCG Committee scheduled in August 2013.  

	
	

	
	· Risk 2.3c ‘Maternity and children’s services priority activities do not deliver stated outcomes’ 
The Head of Corporate Affairs agreed to define how this risk would be monitored.  


	VP
	11.07.13

	
	The Governing Body noted progress with the Assurance Framework and approved the Assurance Framework as at 13 June 2013.
The Governing Body also noted that each risk on the Assurance Framework was assigned to a relevant CCG Committee. The detail of the risks on the Assurance Framework would therefore be considered by CCG Committees. With this in mind, it was agreed to receive the full Assurance framework at each meeting of the Governing Body for the next three months and thereafter to receive an exception report with a full Assurance Framework Report every Quarter.  

	VP
	11.07.13

	
	126.2 Risk Register

	
	

	
	The Head of Corporate Affairs explained that the Risk Register facilitated the effective management of CCG operational risk.  The Risk Register was a repository of current risks to the organisation and included risk ratings and the controls in place to mitigate the risk.  

	
	

	
	The Governing Body reviewed the Risk Register.  With reference to risk CCG 13/6 in relation to inadequate support from the Commissioning Support Unit, the Chief Finance Officer clarified that the risk had been had been discussed in the Finance and Performance Committee.  The rating assigned to the risk reflected the outcome of discussion.  The Finance and Performance Committee would continue with work to reduce this risk rating.

	
	

	
	In response to a question raised the Head of Corporate Affairs explained the risk rating matrix and scoring methodology.  The CCG’s five by five likelihood x consequence risk matrix was derived from the National Patient Safety Agency’s risk matrix.  Each risk was given an initial score and then rescored following application of mitigation/treatment to provide a residual risk score.  All risks with a residual ‘red’ score of 15 to 25 – extreme risk, would be reviewed on a monthly basis by the risk owner and or responsible committee.  It was noted that risk assessment could be used as emotive tool and therefore robust challenge by CCG Committees on risk assessment would be beneficial.


	
	

	
	The Committee considered the risks rated as ‘red’, extreme risk, and it was agreed that these were the main top risks for the CCG.  However, it was noted that the extreme risk priority order may change as each risk was reviewed by relevant committees.  The Head of Corporate Affairs indicated that the CCG would always have a number of ‘red’ extreme risks but that this would provide a focus for work by CCG Committees.  She further suggested a monthly report of extreme risks from the responsible CCG Committee for each risk.   

	VP
	11.07.13

	
	The Governing Body noted the progress made to date with the development of the Risk Register and approved the Risk Register as at 13 June 2013.  An addition of information to the Risk Register was agreed, this would be the date that each risk was last assessed and the review date for reassessment.  This would be dependent of risk rating. 
  
	VP
	11.07.13

	FINANCE AND PERFORMANCE



	GB 13/127
	INTEGRATED PERFORMANCE REPORT

	
	

	
	The Committee received the Integrated Performance Report which provided the Governing Body with:

· Progress against the key performance indicators

· The risks challenges in achieving performance indicators together with any actions being taken to improve performance 

· The month 12 progress against the provider contracts.

	
	

	
	The Chief Finance Officer informed the Governing Body that the Integrated Performance report did not include financial information.  This was because of the challenges in transition and allocation of budgets.   The Finance Team were therefore not in a position to provide meaningful information.  The financial position would be included in the next Integrated Performance Report to the Governing Body.  


	
	

	
	The Head of Corporate Affairs outlined the key issues in the report relating to the five identified areas that were rated as ‘red’ in terms of actual performance against targets.  Discussion took place and the following comments were noted:


	
	

	
	· Total time in Accident and Emergency (A&E) Department

During April 2013, 87.53% of patients spent 4 hours or less in A&E against a target of 95%, this was a slight increase when compared to the March performance.  It was noted that this position had started recover in May 2013 and as at 24 May 2013 performance was showing a cumulative position of 96.57%.  The Governing Body were informed that the CCG were receiving figures about A&E performance on a daily basis.

The BHNFT had informed Monitor and the CCG that they would fail to deliver the quarter one position.  As a result the Trust may receive a reduced overall governance rating from Monitor. The performance of BHNFT remained a particular cause for concern when compared to other hospitals across the North of England.     It was noted that the Report of the Chief Officer to be discussed later in the meeting provided further information regarding the CCGs response to NHS England concerning  a local partnership approach and health system wide plan to improve A&E performance against the four hour waiting target at the BHNFT.


	
	

	
	· Number of Non Elective First Finished Consultant Episodes (FFCEs)

The year to date position for FFCEs was 30,814 which was 2.14% above the planned level of 30,066.  It was noted this marginally over performance would not dramatically impact on the CCG’s financial plan.


	
	

	
	· Domain – Preventing People of dying prematurely, Potential years of life lost (PYLL) from causes considered amendable healthcare (females)

The data captured during 2009-2011 set the current performance at 1.55% against a target of 3.20%. It was noted that the data for this indicator was provisional due to the fact that the figures were averaged over a ten year period.  The Committee determined that a ‘deep dive’ exercise was required in order to understand the lives lost.


	VP


	11.07.13

	
	· Domain    - Enhancing quality of life for people with long-term conditions, Estimating diagnosis rate for people with dementia.

The target for 2013/14 was 60.6%, 2011/12 was the latest available data at 45.10%.  It was agreed that the risk around diagnosis rate for people with dementia be assessed for possible inclusion on the CCGs Assurance framework.  The need to collect up to date information on diagnosis rates was acknowledged and that this could be collected from primary care statistics. 


	VP
	11.07.13

	
	· Domain    - Enhancing quality of life for people with long-term conditions, Improved access to psychological therapies (IAPT)

It was noted that for the period of January 2012 to March 2013, the proportion of people who had depression and/or anxiety disorders who received psychological therapies was 2.22% against a quarter four target of 3%.  This showed an increase when compared to the reported position of 1.89% for the period December 2012 to February 2013.

It was reported that the Chief Finance Officer and Dr R Farmer had had a contract review meeting with South West Yorkshire Partnership NHS Foundation Trust (SWYPT) to discuss plans and systems to improve performance against the IAPT target.  SWYPT had declared an intention to see patients in groups initially and offer one to one sessions as required.  It was noted that provision of group sessions would however, take time to see an impact upon performance.

The Governing Body identified perceived barriers to patients attending group sessions.  It was clarified that at the point of referral patients could opt for either a one to one or group session whichever the patient preferred.   The Chief Finance Officer indicated that the provision of group sessions was part of the IAPT Recovery Plan and that she would report back to next meeting of the Governing Body on the progress with the recovery plan. 


	
	

	
	The Chief Officer requested that information about the financial aspects of the CCGs risk relating to Continuing Health Care retrospective claims are included in future Integrated Performance Reports.  He also confirmed that a dashboard measuring performance against identified actions and milestones for Programme Boards would be shared with the Finance and Performance Committee and Governing Body in July 2013 and formally reported in September 2013. 


	VP

VP
	11.07.13

12.09.13

	
	The Head of Corporate Affairs informed the Governing Body that she had appointed a Head of Planning and Performance.  The Head of Planning and Performance would be responsible for the Integrated Performance Report and supporting other planning and performance processes. 


	
	

	
	It was highlighted that information contained within the Integrated Performance Report was generally out of date and that this issue had previously been raised.  Ms A Arnold commented that it was difficult for the CCG to quickly identify and act upon poor performance when information provided was at least two months behind time.  It was noted that, in part, this was attributed to validation of data processes and possibly the timing of Governing Body Meetings.   The Head of Corporate Affairs and Ms A Arnold agreed to discuss the need for timely provision of information outside of the meeting and provide a written report on feedback to the next meeting of the governing Body on 11 July 2013.  


	VP/AA
	11.07.13

	
	The Governing Body considered the detailed information provided in support of the Integrated Performance Report.  It was noted that in future ‘amber’ rated indicators would be included in the Integrated Performance Report. The Head of Corporate Affairs advised the meeting that NHS England was to undertake quarterly spot checks on performance. 


	
	

	
	The Governing Body noted performance to date.


	
	

	GB 13/128
	PROPOSALS FOR THE USE OF RECURRENT AND NON-RECURRENT FUNDING

	
	

	
	The Chief Finance Officer referred to her report which set out a proposed approach for new investment business cases.  


	
	

	
	Barnsley CCG had approved its 2013/14 Financial Plan in April 2013.  A Commissioning Plan approved in March 2013 included a number of new developments, to be delivered through the agreed Programme Board structure.  In order to provide assurance to the Governing Body on decisions with financial consequences, it was proposed to adopt a business case methodology approach. A draft business case methodology was discussed at the Finance and Performance Committee held on 30 May 2013. The Committee recommended the business case methodology to the Governing Body for approval.

	
	

	
	Given the extent of uncommitted resources available, together with the number of anticipated developments, a rigorous approach to initiating and implementing new initiatives was required. The adoption of a business case methodology would provide support in taking a consistent approach to evaluate disparate proposals, and provide assurance of the level of rigour applied in developing the proposal. 


	
	

	
	Members’ attention was drawn to appendix A of the Report which provided a template business case.  It was intended that the business case would be used for all new developments through Programme Boards and also for all new investment, against any CCG underspend which was linked to the Commissioning Plan. Governing Body approval of expenditure on these proposals would be required, together with an objective assessment related to the benefits and costs of proposal.  The Finance and performance Committee would take an overview of proposals and provide assurance to the Governing Body on progress and the financial impact of these developments. 

	
	

	
	The Governing Body considered the business case template.  It was noted that the template required details of anticipated quantitative and qualitative benefits.  Quantitative to include financial aspects and qualitative based on outcomes for patients.  A member of the public highlighted that it was important to see return on investment.  It was clarified that the whole business case was intended to identify return on investment. Dr J Harban indicated that it would be difficult to measure outcomes for some investment proposals as an example he cited investment in cancer services which would be a longer term project.  

	
	

	
	It was noted that the risks identified in business cases would be mapped and linked to the CCG Risk Register.  Also the consultation and clinical engagement aspects of the business case must specifically include patient and public engagement.  The Secondary Care Doctor requested that a section be included in the business case about patient safety specifically the impact of the proposal on patient safety.

	
	

	
	Discussion at the Finance and Performance Committee about the business case proposals also lead to broader consideration of Management Team decision making in relation to new developments. The conclusion was that Management Team should be enabled to make funding decisions in relation to new developments of up to £100k. It was noted that the CCG Standing Orders and delegations do not require amendment to reflect this, as the Chief Officer and Chief Finance Officer already have the necessary delegations in place.  Any proposals of over £100k would be submitted to the Governing Body for approval.

 
	
	

	
	It was anticipated therefore that a report setting out the funding requirements for each Programme Board based on the Commissioning Plan actions will be submitted for approval to the Governing Body as soon as possible. The business case methodology should be applied in arriving at the action recommended as well as a reasonable assessment of costs for each new development. Assuming that the Governing Body approve the proposals this would then enable each Programme Board to commission new developments within the agreed financial envelope, with a requirement for quarterly reporting on progress against the required actions and spend. The quarterly progress reports would  be considered by the Finance and Performance Committee in order to provide assurance to the Governing Body on progress and the optimum use of resources.


	
	

	
	The Governing Body approved the proposed business case approach. In addition it was agreed that for clarity, a one page flow chart should be produced for the business case process.

	
	

	GB 13/129
	QUALITY INNOVATION PRODUCTIVITY PREVENTION (QIPP) PROPOSALS

	
	

	
	The Chief Finance Officer informed the Governing Body that the CCG was no longer required to submit a QIPP plan as part of the Authorisation Rectification Plan.  The QIPP Plan was integral to the CCGs Commissioning Plan.

	
	

	COMMITTEE REPORTS AND MINUTES



	GB 13/130
	MINUTES OF THE AUDIT COMMITTEE HELD ON 30 MAY 2013


	
	

	
	Ms A Arnold, Chairman of the Audit Committee presented the Audit Committee minutes held on 30 May 2013 to the Governing Body.  Ms A Arnold reported that the Audit Committee had considered in detail, on a page by page basis, the NHS Barnsley PCT final accounts.  It was noted that the External Auditors intended to issue an unqualified audit opinion on the accounts.  The Audit Committee had expressed appreciation to the Finance Team for their work on the final accounts. This sentiment and compliment had also been echoed by the Cluster Audit Committee. 

	
	

	
	Ms A Arnold highlighted that concern had been expressed at the Audit Committee about the increase in staff sickness absence.  A discussion about organsiational capacity had already taken place at the Finance and Performance Committee.     The absence of a key member of staff on sick leave could have a significant impact on delivery of the CCGs Commissioning Plan.  Addtionally, at the meeting with the Cluster Audit Committee on 5 June 2013 the levels of sickness absence for Barnsley PCT were noted as the highest in the Cluster, the average days being lost being 3 days higher than other PCTs.  The Governing Body noted that at present the CCG did not have any performance indicators for Human Resources (HR).  The Head of Corporate Affairs commented that the HR indicators were being developed for inclusion in an HR Performance Dashboard.   

	
	

	
	With regard to minute reference AC 13/31 31.3 - CCG Major Incident Plan and Business Continuity Plan, the Head of Corporate Affairs explained to the Governing Body that the CCG was not classed as a Category One responder for major incidents.  Consequently the CCG would only be required to have a Business Continuity Plan. 

	
	

	
	Ms A Arnold advised the Governing Body that the CCGs existing internal auditor service was to merge with the East Midlands Audit Service.  This was a positive development providing economies of scale.  Any risks for the CCG associated with the transition to the new internal audit service would be added to the CCG Risk Register. 

	
	

	
	The Governing Body noted the minutes of the Audit Committee.


	
	

	GB 13/131
	MINUTES OF THE FINANCE AND PERFORMANCE COMMITTEE HELD ON 30 MAY 2013


	
	

	
	The Committee received the Minutes of the Finance and Performance Committee held on 30 May 2013.  


	
	

	
	In relation to minute reference FPC 13/67 67/02 – Review of Recommendations to the Governing Body of Annual Budgets, Dr J Harban indicated that he would re-contact the chairman of the Quality and Patient Safety Committee and Patient and Public Engagement Committee to request details of particular issues that they would wish to see in commissioning contracts.  


	JH
	11.07.13

	
	The Chief Officer noted the minute about procuring consultancy services and that he would pick up this issue at the next meeting of the Finance and Performance Committee on 27 June 2013.  

	MW
	27.06.13

	
	The Governing Body noted the discussion that had taken place at the Finance and Performance Committee about organsiational capacity.  This issue had been discussed by the Management Team and it was agreed that proposals to strengthen existing teams would be considered by the Management Team. The CCG would also need to ensure that full support was utilised from the Commissioning Support Unit.  


	
	

	
	The Medical Director provided the Governing Body with an update on the least developed CCG team, the Service Improvement Team.   It was noted that Service Improvement Team provided support to the Programme Boards.  The Medical Director reported that Ms Jade Francis-Rose had been appointed as Head of Service Improvement.  Ms Francis-Rose was present at the meeting and was introduced to the Governing Body.  As an interim position Mr Pete Sellars was currently leading the Service Improvement Team.  To facilitate continuity of service it was planned to have a one month hand over period between Mr Pete Sellars and Ms Francis-Rose.      

 
	
	

	
	The Chairman advised that he would be hesitant to invest in external consultants for the CCG. The CCG should look towards maximising support from the Commissioning Support Unit and absorbing work internally.  It was important for the CCG to have the right capacity at the right time.  The option to procure consultants should not be precluded however there should be a balance and the CCG was accountable to the public for its expenditure.

	
	

	
	The Committee noted the Minutes of the Finance and Performance Committee. 


	
	

	GB 13/132
	MINUTES OF THE QUALITY AND PATIENT SAFETY COMMITTEE HELD ON 23 MAY 2013

	
	

	
	The Governing Body received the minutes of the Quality and Patient Safety Committee held on 23 May 2013.  The Chief Nurse informed the Governing Body about the development of a specification for the provision of an Infection Control Service for the CCG.  She also reported that the NHS 111 Service had gone live. However, there were three general practices who had not signed up to the full roll out of the 111 service and seven had yet to operationalize the system fully.  
 
	
	

	
	The Governing Body noted the Minutes of the Quality and Patient Safety Committee.  


	
	

	GB 13/133
	MINUTES OF THE HEALTH AND WELLBEING BOARD HELD ON 25 APRIL 2013

	
	

	
	The Governing Body received the Minutes of the Health and Wellbeing Board held on 25 April 2013.  The Chair commented that an all members briefing session about the CCG had been well received by the Local Authority.


	
	

	
	The Governing Body noted the minutes of the Health and Wellbeing Board.


	
	

	GB 13/134
	MINUTES OF THE CCGCOM MEETING HELD ON 3 MAY 2013

	
	

	
	The Governing Body received the minutes of the NHS South Yorkshire and Bassetlaw CCGCOM Meeting held on 3 May 2013.  It was noted that implementation of the NHS 111 Service had gone well in terms of transition to the service.  The Chief Officer agreed to seek clarity from the NHS England Area Team about those practices within the CCG who had not yet signed up to the service.

	
	

	
	The Governing Body noted the Minutes of the CCGCOM Meeting.


	
	

	GB 13/135
	MINUTES OF THE SYCOM MEETING HELD ON 3 MAY 2013

	
	

	
	The Governing Body noted the Minutes of the SYCOM Commissioners and Providers Meeting held on 3 May 2013.  
	
	

	GENERAL



	GB 13/136
	REPORT OF THE CHIEF OFFICER

	
	

	
	The Chief Officer presented his Report to the Governing Body which provide an update on the following issues:
· Investigations into matters relating to Jimmy Savile.  Staff and member practices were invited to share information.
· Variation to CCG Constitution.  The Governing Body was asked to approve a change to the constitution with regard to whistleblowing.

· CCG Assurance Framework – Interim Arrangements.  An Assurance Framework was being introduced by NHS England to assess the CCGs current delivery as well as capability for future delivery.

· Four Hour Target Response.  A health system wide plan had been prepared for the Area Team.

	
	

	
	The Chief Officer informed the Governing Body that NHS England had written to all CCG Accountable Officers providing advice for CCGs on the wording in constitutions about whistleblowing. The letter advocated a need to strengthen the wording used in NHS England’s Model Constitution Framework to ensure that ‘gagging clauses’ were not perceived as an attempt to cut across the right of an individual, under the Public Disclosure Act, to raise concerns in the public interest and to ensure that members of the governing body, its committees and individuals employed by the CCG feel that they are protected and can raise concerns in an environment that was safe and which values openness and transparency.


	
	

	
	To this end the letter suggests that NHS England’s Model Constitution Framework for CCGs paragraph 9.9 is removed and that CCGs adopt the following as a replacement.

“The group recognises and confirms that nothing in or referred to in this constitution (including in relation to the issue of any press release or other public statement or disclosure) will prevent or inhibit the making of any protected disclosure (as defined in the Employment Rights Act 1996, as amended by the Public Interest Disclosure Act 1998) by any member of the group, any member of its governing body, any member of any of its committees or sub-committees or the committees or sub-committees of its governing body, or any employee of the group or of any of its members, nor will it affect the rights of any worker (as defined in that Act) under that Act.”

	
	

	
	The Governing Body:

· Noted the report.

· Adopted the proposed wording set out in section 3.2 of the Report as a variation to the CCG constitution to strengthen the CCGs position on whistleblowing

	VP
	11.07.13

	GB 13/137
	PUBLIC BODIES (ADMISSION TO MEETINGS) ACT 1960


	
	

	
	It was agreed that the Governing Body consider matters of a confidential nature and in pursuance of Section 1 (2) of the Public Bodies (Admission to Meetings) Act 1960 the public be excluded during consideration of the aforementioned business.


	
	

	GB 13/138
	DATE AND TIME OF THE NEXT MEETING


	
	

	
	The next meeting of the Governing Body will be held on Thursday 11 July 2013 at 9.30am in the Boardroom at Hillder House, Barnsley.
	
	


GB/Pu/13/07/04
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