
 Meeting of NHS Rotherham Clinical Commissioning Group Governing Body 
to be held on Wednesday 1 March 2017 

at 1pm in the Elm Room (G.04) at Oak House, Moorhead Way,  
Bramley, Rotherham S66 1YY 

A G E N D A 

Time No. Item Enclosure 

1. Apologies for Absence: Dr Robin Carlisle

2. Declarations of Pecuniary or Non-Pecuniary & Conflicts of Interest

3. Patient & Public Questions Verbal 

4. Draft Minutes of the CCG Governing Body dated 1st February 2017
(for approval) and Matters Arising

Enclosure 4 

5. Governing Body Actions Log Enclosure 5 

6. Chief Officers Report (CE)

• SCE Appointments Outcome
• The Rotherham Plan – Rotherham Together Partnership (App A)
• Voice of the Child Lifestyle Survey (App B)
• Information Governance Toolkit
• NHS Protect – Security Management Standards for

Commissioners -  Self Assessment
• Improvement & Assessment Framework (App C)
• Communications Update

Enclosure 6 

STRATEGIC UPDATES 

7. Financial Plan (KF) Enclosure 7 

8. Medicines Management Quarterly Report (SLa) Enclosure 8 

9. NHS Right Care Programme  - Choice of Opportunity (IA) Enclosure 9 

10. Rotherham Special Educational Needs & Disabilities Update (RN) Enclosure 10 

11. Performance Reports:

a) Finance & Contracting Performance(KF)
b) Delivery Dashboard (IA)

Enclosure 11a 
Enclosure 11b 

12. Quality & Patient Engagement:

a) Patient Safety & Quality Assurance Report (SC)
b) Patient Engagement & Experience Report (SC)

Enclosure 12a 
Enclosure 12b 

STANDING AGENDA ITEMS 

13. Corporate Governance:  Risk Management System (RN) Enclosure 13 

14. Minutes of the GP Members Committee dated 25th January 2017
(GA)

Enclosure 14 
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Time No. Item Enclosure 

 15.  Minutes of the Audit and Quality Assurance Group dated 20th 
January 2017 (JB) 

Enclosure 15 

 16.  Minutes of the A&E Delivery Board dated 4th January 2017 (CE) Enclosure 16 

 17.  Minutes of the Primary Care Committee Meeting dated 18th January 
2017 and 8th February 2017 (RCa) 

Enclosure 17 

FOR INFORMATION ONLY 

 18.  Future Agenda Items Verbal 

 19.  Glossary (standing item) Enclosure 19 

 20.  Urgent Other Business 
(at the Chair’s discretion and with prior notification) 

Verbal 

 21.  Issues to alert the Governing Body (or other Committees of the 
Governing Body) about plus alterations to risk register 

Verbal 

 22.  Exclusion of the Public: 

The CCG Governing Body should consider the following resolution: 

“That representatives of the press and other members of the public 
be excluded from the remainder of this meeting due to the 
confidential nature of the business to be transacted – publicity on 
which would be prejudicial to the public interest”. 

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

 

 23.  The next public Governing Body will take place at 1.00pm on 
Wednesday 5 April  2017 at Oak House, Moorhead Way, Bramley, 
Rotherham, S66 1YY 

 

 



Approved by Chair/To be approved by next meeting

MINUTES OF ROTHERHAM CLINICAL COMMISSIONING GROUP 
GOVERNING BODY MEETING 

WEDNESDAY 1ST FEBRUARY 2017 AT 1.00 PM 
ELM ROOM (G.04), OAK HOUSE, MOORHEAD WAY, BRAMLEY, ROTHERHAM S66 1YY 

Present: 
Dr J Kitlowski (Chair) 
Mr C Edwards, Chief Officer, RCCG 
Mr I Atkinson, Deputy Chief Officer, RCCG 
Mrs S Cassin, Chief Nurse, RCCG 
Mr J Barber, Lay Member/Chair of Audit Committee 
Dr R Carlisle, Lay Member, RCCG 
Dr R Cullen, GP, Deputy Chair SCE 
Dr G Avery, GP, Chair of GPMC 
Mrs K Henderson, Lay Member, Patient & Public Engagement 
Cllr Roche, RMBC 
Dr J Page, SCE GP 
Dr A Darby, Secondary Care Doctor 
Mrs K Firth, Chief Finance Officer, RCCG 

Participating observers: 

In Attendance: 
Mrs R Nutbrown, Board Secretary, RCCG 
Mr G Laidlaw, Communications Manager, RCCG 
Ms L Gash, Secretariat, RCCG 

Observers: 
Mr John Mannering, Boehringer, Pharmaceutical Representative 
Ms Alison Hague, Corporate Services Manager, RCCG 

Apologies for Absence 
Dr S MacKeown, GPMC representative 
Mr G Ratcliffe, Public Health Consultant, RMBC 

No. Item Action: 

205/16 Housekeeping 

Dr Kitlowski opened the meeting by welcoming members of the public, 
advising of housekeeping, followed by introductions around the table. 

206/16 Declarations of Pecuniary or Non-Pecuniary and Conflicts of Interests 

It was acknowledged that, as Primary Care Providers in Rotherham, Drs 
Kitlowski Cullen, Page, and Avery, and had an (indirect) interest in most 
items.  No direct interests were declared. 

207/16  Patient & Public Questions 

There were no patient and public questions. 
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No. Item Action: 

208/16  Draft Minutes of the CCG Governing Body held 7 December 2016  

 The minutes from Governing Body held on 7 December 2016 were 
approved as a true record of proceedings.  

 

209/16  Chief Officers Report   

 Mr Edwards presented the Chief Officers Report providing key comment 
around the following areas. 

 

 a) Next Steps STP and 2017-19 Planning Round  

 Headlines are that going forward STP will be the only source to get any 
transformation funds, noted there will be 44 patches rather than 
individual CCG areas.  The recognition will be on the South Yorkshire 
and Bassetlaw footprint. 

 

 b) Bids Update  

 Following on from “STP next steps”, bids have been put forward in 
partnership for: 

 IAPT £300k - to enhance the workforce (if agreed this will come into 
Rotherham but will be shared with Doncaster) 

 Liaison Mental Health £322k - to develop a service to deliver ‘CORE’ 
24 Standards (advice centrally is for established services to enhance, 
this will be for Rotherham) 

 Diabetes £200k – for training in Primary Care (for Rotherham) 

 Children’s Learning Disability £260k – post diagnostic support (at 
Rotherham level) 

 Adult Learning Disability £900k – for two years to across the 
Transforming Care Partnership (Sheffield, Rotherham and North 
Lincs geographical area) 

 Cancer Alliance – the Alliance will be submitting a bid to support the 
delivery of the Cancer Alliance Improvement plan (final figure to be 
determined) (South Yorkshire & Bassetlaw level). 

Noted that funding decisions are due by the end of February. 

 

 c) New Email System  

 Mr Edwards further explained that the current system supplied by TRFT 
does not meet new security standards and the preferred option is to 
move to the national NHSmail 2 platform, thus meeting the Information 
Standard Board’s secure email specification, increasing service 
functionality and reducing operating costs.  Members noted: 

 Aiming for summer implementation; 

 System will be future-proof and more secure; 

 Possible risks on migration as everyone will need a new e-mail 
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No. Item Action: 

address. 

 Expected that TRFT and RDaSH will move to the same system at the 
same time which will be positive for information governance/sharing. 

Mrs Henderson reported feedback from other migrations with initial 
problems (staff member sending a global email in error and bringing the 
whole system down).  Mr Edwards agreed to feed this into discussions 
around training requirements. 

 

 

 

 
Mr Edwards 

 d) Communications Update  

 Mr Edwards gave examples of communications reported on this month.  

Cllr Roche commented on prescriptions, raising concern for elderly 
patients who do not use the internet and are unable to visit their 
pharmacy.  Dr Cullen advised that repeat prescribing should solve 
problems as the system will allow a full year’s repeat prescriptions 
without having to visit pharmacy, with a telephone option available.  Mr 
Edwards agreed that further communication work is required to promote. 

Dr Kitlowski advised that a data log has been set up to record any 
difficulties experienced by patients.  Mr Laidlaw explained options remain 
the same, however further work and clarification around communicating 
this information is required. 

Mrs Henderson offered to raise this item and engage help the help of 
patient participation groups on how to promote and it was agreed this 
would be very helpful. 

Dr Avery reported that GP practices are happy to be on board and 
believes this to be a “win/win” situation when implemented.  

 

 

 

 
 
 
 
 

Mr Laidlaw 
 
 

Mrs 
Henderson 

 Governing Body note the report.  

210/16  Partnership Working / Rotherham Compact  

 Ms Nutbrown presented the above explaining this is the first year the CCG 
has been invited to become a signatory to the above document, the shared 
principles shown on page 8 of the document are what RCCG are being 
asked to sign up to. 

Cllr Roche raised concern and commented this is a very negative document.  
Dr Kitlowski and Mr Edwards advised this document has been developed by 
the Local Authority in conjunction with Voluntary Action Rotherham and was 
not a CCG document.  Mrs Henderson agreed the principles contained 
within the document are fine, however the tone of the document could be 
better. 

Governing Body: 

 Note the report and agree the principles/content. 

 Request that feedback is provided to the authors that the tone of 
the document could be improved. 

 
 
 

 

 

 

 

 

 
 
 

Ms 
Nutbrown 
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No. Item Action: 

211/16  Performance Reports  

 a) Finance & Contracting Performance  

 Mrs Firth gave key messages around finance: 

 Forecast outturn on track to achieve the planned 1% surplus.  No 
major swings in activity, slight decrease. 

 Prescribing outturn has decreased, credit to the medicines 
management team for bringing Rotherham from one of the highest 
growth areas down to one of the lowest.   

 NHSE offering non-recurrent funding to be spent before the year end 
(IT bid put in). 

Dr Kitlowski advised a reduction has been seen in relation to prescribing 
of paracetamol, this is positive and recognised that patient participation 
groups helped in the promotion of this message.  The Governing Body 
development sessions will focus around the 3 QIPP areas of clinical 
thresholds, medicines management and non-electives. 

Mr Barber enquired about TRFT and the 2015/16 outturn reconciliation – 
Mrs Firth confirmed that written agreement had not yet been received 
from the FT but they were clear of our workings and methodology to 
arrive at the figure. 

 

 b) Delivery Dashboard  

 Mr Atkinson presented the above report explaining this is a balance 
scorecard of key indicators used by NHS England to assure itself on 
CCG delivery.  In addition to this report, the Operational Executive will be 
monitoring a full set of metrics across the various NHS related Outcome 
Frameworks.  Any issues of concern will be escalated to the governing 
body.  Key points/comments to note: 

 A&E position remains challenging.  At the A&E delivery board this 
morning discussions took place around a recovery plan with a focus 
on medical staffing and patient flow in particular. 

 Walk-in-Centre data has now been built into the report. 

 YAS 8 minute target remains challenging. 

 Cancer - failed target again, analysis is being undertaken. 

 RTT continues to be positive. 

 6 week wait – noted that TRFT are challenged internally.  Some 
activity has been outsourced, flagged as outlier on diagnostics.  Mr 
Atkinson provided assurance to members that challenge and support 
with TRFT is taking place with weekly updates being reported. 

 Improvement and assessment metrics – recognised that NHSE wider 
metrics are not yet available, therefore unsure how judgement will be 
reached. 

Members made the following comments: 
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 Dr Kitlowski commented that lack of recruitment is a particular risk 
around waiting times.  Dr Darby reported there is currently a National 
shortage of ED consultants and over most specialities. 

 Dr Page enquired on progress around cancer and communications 
between Rotherham, Sheffield and Doncaster.   Dr Cullen responded 
that national targets have been agreed so dialogue should now take 
place; the difficulty will be how to get consultants to agree when a 
referral is made and responsibility.  An STP-wide meeting of 
commissioners/providers will need to agree what type of referral is 
made and by whom. Dr Cullen believes this is a political topic and 
further examples can be provided if members wish to see what 
difficulties are being encountered. 

 Dr Kitlowski suggested a deep dive on cancer pathways takes place.  
Mr Edwards and Mr Atkinson agreed to take this forward with 
assistance from Dr Cullen and consider how to present information 
for further assurance.  Dr Cullen also agreed to raise the question of 
diagnostics and how are we seeing triangulation STP wide.  Further 
areas to consider are what any STP concerns and what are the 
priorities for the Board. 

Governing body received the report, noting an update will be 
presented at the next meeting.  

 

 

 

 

 

 

 

 
 
 
 
 
 

Mr Edwards 
Mr Atkinson 

Dr Cullen 

 

 

 

 c) Quality Premium  

 Mr Atkinson presented the above paper informing Governing Body of the 
changes to the Quality Premiums (QP) for 2018/19 and 2019/20.  Mr 
Atkinson explained NSE provided 5 national indicators with one local 
indicator to be chosen by RCCG.  Following discussion at OE/SCE it 
was agreed Respiratory would be the local indicator (percentage of 
COPD patients with a record of FeV1 in the preceding 12 months). 

Dr Darby enquired about the choice for respiratory (FeV1), IA confirmed 
this was the only option under Respiratory. 

Governing Body received the paper, noting the 5 national QP 
indicators and the choice of local indicator (Respiratory). 

 

 d) Q3 Commissioning Performance Report  

 Mr Atkinson presented the above report showing progress with delivery 
of the CCGs Commissioning Plan at the end of Quarter 3.  Mr Atkinson 
advised performance is continuing in a positive direction with 49 out of 
52 key milestones on track, areas of challenge are continually being 
addressed.   

Mr Atkinson advised challenge had been set at AQuA on the next steps 
and confirmed that August will see a review/refresh. 

Dr Carlisle enquired about M39 (Involvement of the care co-ordination 
centre in the EOLC pathway).  Mr Atkinson explained moves to have 
EOLC plans as part of risk stratification.  CCC is active work in progress, 
they are cited on what needs to happen and have moved significantly to 
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get information/care plans onto systems to avoid admittance.  Dr 
Kitlowski confirmed there are IT solutions, however progress is slow. 

Governing Body received the report and note:  

 The position in term of milestones is positive and has improved 
from 90% Q2 to 94% in Q3, however there are 2 milestones with the 
potential to go off track. 

 The position in terms of KPIs is positive and has improved from 
29% in Q2 to 42% in Q3. However there are still a number of KPIs 
which are waiting for national data. 

212/16  Quality & Patient Engagement  

 a) Patient Safety & Quality Assurance Report  

 Mrs Cassin presented the Patient Safety and Quality Assurance Report, 
highlighting the following areas: 

 Page 3 – CDiff - cases are all subject to post-infection reviews. 

 Page 4 – EColi - TRFT and CCG are working with NHSE to look at 
trajectories and what work can be undertaken. 

 Page 5 – Norovirus – this was monitored by CCG Infection Control 
Lead and managed well by RDASH and TRFT. 

 Serious Incidents - discussions are taking place around how PHE 
record incidents. 

 Page 6 safeguarding – Catherine Hall is undertaking required work. 

 Page 7 – LAC and initial health assessments - work continues to 
improve.  Sheffield have offered to undertake a peer review, 
Designated Doctor at Sheffield will assist. 

 Page 8 – Children’s safeguarding – FGM reported through system 
(positive that being reported).  MASH has been fully functional for 
over a year, health are continuing to support National Crime Agency 
investigations. 

 Adult safeguarding – the Board received a good presentation on 
Mazar’s report, linked into process the CCG has one assessor who 
has undertaken training.  There have been two deaths of Rotherham 
patients currently subject to this review. 

 Page 11 - Adult CHC – partners working together, review on a daily 
basis to assist with winter pressures at TRFT. 

 CHC children – continues to perform well.  PUPoC – completion for 
reviews 31st January – target met.  One or two cases may need to go 
to panel however all assessments completed with recommendations 
for whole of collaborative.   

 Page 13 – CQC reports noted, RDaSH rated as good and continue to 
have an active action plan. 

 Assurance reports – feedback from contract quality process. 
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Mr Atkinson asked members to note that following the CQC re-visit 
CAMHS have moved from “requires improvement” to “Good”, this is a 
positive following previous discussions around quality. 

Mr Edwards reported that it has also been reported in the news that the 
YAS CQC report is also “good”.  

Mrs Henderson questioned the “safe” area on practice CQC reports 
which all seem to “require improvement” and asked whether there were 
any common issues.  Dr Cullen responded that one main point is 
difference of opinion with CQC inspectors around training undertaken 
and practices are addressing this.  Dr Page confirmed several areas 
identified in CQC visits are related to recruitment and are historical, 
practice managers are sharing information to identify and act on any 
common themes. 

Mrs Cassin asked members to note that Rotherham are one of the areas 
nationally who do not have any practices rated as “inadequate” which is 
a positive. 

Dr Carlisle advised this will be discussed at the primary care committee 
next week.  It is recognised there is an issue and maybe this can be fed 
back to the CQC.   

Mrs Cassin advised a programme of revisits will take place by the CQC 
to all practices who “require improvement” in any area. 

Dr Carlisle also enquired about mortality and the impact terminally ill 
patients attending A&E have on figures.  Mr Atkinson confirmed work is 
taking place around CCC, further challenges on how to identify this 
group of patients to be discussed (e.g. care home patients).  Dr Kitlowski 
confirmed that there are early signs of reduction in admissions from care 
homes since the implementation of the GP alignment to care homes. 

Governing Body received and noted the report. 

 b) Patient Engagement & Experience Report  

 Mrs Cassin presented the above report, highlighting the following: 

 Page 3 shows an overview of information, positive and negatives 
received, lot of negatives around A&E waiting times, however there 
has been no correlation between waiting times and reason for 
attendance and whether care/advice could have been accessed 
differently, eg from a pharmacist or GP. 

 Friends and families test - Mrs Cassin reported problems obtaining 
Rotherham specific data from RDaSH. 

 Other work and activity – Stroke/Children’s Services consultation – 
over 100 responses received. 

Dr Avery gave positive feedback for the new text-based system for 
Friends & Family Test in GP surgeries, reporting 20/30 responses a 
month.  Dr Avery felt the GP data would improve when other practices 
implement this system.  Dr Page confirmed this will form part of quality 
contract from next year. 
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Governing Body received and noted the report. 

213/16  Q3 Corporate Governance Report  

 Ms Nutbrown presented the above report highlighting key areas. 

 Section 4 – 2 procedures approved (Control of Substances Hazardous 
to Health and Driving at Work). 

 Oak House Tenants’ meeting held on 5th December, training for 
members of Oak House to use the Evacuation Chairs and sensitivity of 
the smoke detectors in toilets discussed (NHS property services 
organising an evacuation train the trainer course, OE agreed that two 
members of staff from the CCG will undertake the course this year).  

 Section 5 - IG toolkit submission - Progress has continued and work is 
on schedule for submission of Version 14 of the Toolkit.  Annual audit of 
the Toolkit by 360 Assurance anticipated to take place mid-February. 

 Freedom of Information – extraction of data is causing a problem, work 
taking place to rectify. 

 Section 6 - Sickness absence, reported at 3.1% which is slightly high. 

 Mandatory training – noted that Fraud training is in breach and will be 
undertaken by staff attending the all-staff meeting in February.  There is 
also a technical error recording on this element, officers believe this to 
be on target not in breach. 

Governing Body noted the report. 

 

214/16  Policies 

Mr Barber confirmed all the following policies submitted have been through 
AQuA and are recommended for approval.  It was confirmed that all policies 
will go through the internal process of communication to all staff. 

 

 a) Conflicts of Interest Policy & Procedure  

 b) Equality Diversity and Human Rights Policy  

 c) Information Governance Policies:  

 (i) Information Governance Policy and Management Framework 

(ii) Data Protection and Access to Health Records Policy 

(iii) Information Risk Policy 

(iv) Internet Acceptable Use Policy 

(v) Safe Haven Policy 

(vi) Records Management Policy 

 

 Governing Body approved the policies.  
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215/16  GP Members Committee Minutes dated 30 November 2017  

 Dr Avery explained in particular winter pressures were discussed and the 
fact that GP practices are also struggling.  Mr Edwards confirmed TRFT 
have an escalation management tool which triggered level 4, agreed that 
this should be rolled out to general practice, further discussions required on 
how to implement this. 

Governing Body received and noted for information. 

 

216/16  Audit and Quality Assurance Group minutes dated 25 November 2017  

 Received for information.  Mr Barber asked members to note that the Head 
of Internal Audit Opinion process was more complex this year and there are 
a number of areas which need completing before the end of March.  Of 
particular note is work around the Governing Body Assurance Framework 
and Risk Register.  

Governing Body received and noted for information and asked that 
Risk Assurance be reported fully at the March meeting. 

 

 

 

Mr Atkinson/ 
March 

Agenda 

217/16  Working Together Joint Committee of Clinical Commissioning Group 
Minutes dated 4 October 2017 

 

 Received and noted for information.  

218/16  A&E Delivery Board minutes dated 9 November and 7 December 2016  

 Received and noted for information.    

219/16  Minutes of the Primary Care Committee Meeting dated 9 November and 
14 December 2016 

 

 Received and noted for information.    

220/16  Governing Body Actions Log  

 The action log was reviewed and updated accordingly.  

221/16  Documents received for Information Only  

 a) Finance & Contracting Performance 

Received and noted for information. 

 

 b) Delivery Dashboard 

Received and noted for information. 

 

 c) Patient Safety & Quality Assurance Report (January) 

Received and noted for information. 

 

 d) Patient Engagement & Experience Report (January) 

Received and noted for information. 
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 e) Inter-Agency Information Sharing Protocol 

Received and noted for information.   

 

222/16  General Issues  

 None to note.  

223/16  Future Agenda Items  

 No items discussed.  

224/16  Glossary  

 Standing agenda item.  No new updates to note.  

225/16  Urgent Other Business  

 No items discussed.  

226/16  Issues to alert the Governing Body (or other Committees of the 
Governing Body) about plus alterations to risk register 

 

 Risk Register and Assurance Framework.  

227/16  Exclusion of the Public  

 In line with Standing Orders, the Governing Body approved the following 
resolution: 

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

[Section 1(2) Public Bodies (Admission to Meetings) Act 1960 refers]. 

 

228/16  Date, Time and Venue of Next Meeting  

 The next Rotherham Clinical Commissioning Group’s Governing Body 
Meeting to be held in public is scheduled to commence at 1.00 pm  on 
Wednesday 1st March 2017 at Oak House. 

 

 



Date Ref Item Action Required Lead Timescale Status Update

05-Oct 129/16 Chief Officers 

Report - STP 

Update

Mr Edwards and Cllr Roche to meet 

to discuses disseminating the plan 

to wider stakeholders

Mr Edwards Green

02-Nov 166/16 Specialist Plastic 

Surgery Policy 

Mrs Firth to provide a summary 

report of the number of referrals that 

have been received to be included in 

the Chief Officers Report.

Mrs Firth Amber Information not supplied in this 

level of detail at the moment but 

looking into what the IFR service 

can provide to the CCG - 

information requested.

07-Dec 176/16       Public Health 

Outcomes 

Exceptions Paper

Mr Radcliffe to provide   break down 

of information of the contributors of 

the diseases common to both men 

and women contributing to the gap 

in life expectancy 

Mr Ratcliffe Green Mr Ratcliffe provided the 

requested information and this 

was circulated to members of the 

Governing Body

07-Dec 184/16 Finance & 

Contracting 

Performance Report

Mr Ratcliffe to ask Mr Nathan 

Atkinson and/or Ann-Marie Lubanski 

to attend the next Governing Body 

Development session to explain 

changes around Social Care.

Mr Ratcliffe Amber Mr Ratcliffe has contacted Mr N 

Atkinson and Ms A Lubanski to 

arrange for them to make 

arrangement to attend the 

Governing Body Development 

Session  

1 Feb - F/W AGENDA APRIL.  CE 

TO LIAISE WITH ANN-MARIE

Feb-17 209/16 Chief Officer Report, 

item c) new e-mail 

system

Mrs Henderson reported feedback 

from other migrations with initial 

problems (staff member sending a 

global email in error and bringing the 

whole system down).  Mr Edwards 

agreed to feed this into discussions 

around training requirements.

Mr Edwards
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Date Ref Item Action Required Lead Timescale Status Update

Feb-17 209/16 Chief Officer Report, 

item d) 

Communications 

Update (Repeat 

Prescriptions)

Dr Kitlowski advised that a data log 

has been set up to record any 

difficulties experienced by patients.  

Mr Laidlaw explained options remain 

the same, however further work and 

clarification around communicating 

this information is required.

Mr Laidlaw

Feb-17 209/16 Chief Officer Report, 

item d) 

Communications 

Update (Repeat 

Prescriptions)

Mrs Henderson offered to raise this 

item and engage help from patient 

engagement groups on how to 

promote and it was agreed this 

would be very helpful.

Mrs 

Henderson

Amber Will be raised at next PPG 

Meeting on 7th March.

Feb-17 210/16 Partnership 

Working/ 

Rotherham 

Compact

Governing Body Request that 

feedback is provided to the authors 

that the tone of the document could 

be improved.

Ms Nutbrown Green Feedback given via email and 

verbally to VAR.

Feb-17 211/16 Performance 

Reports item b) 

Delivery Dashboard

Dr Kitlowski suggested a deep dive 

on cancer pathways takes place.  Mr 

Edwards and Mr Atkinson agreed to 

take this forward with assistance 

from Dr Cullen and consider how to 

present information for further 

assurance.  Dr Cullen also agreed to 

raise the question of diagnostics and 

how are we seeing triangulation STP 

wide.  Further areas to consider are 

what any STP concerns and what 

are the priorities for the Board.

Mr Edwards

Mr Atkinson

Dr Cullen

Page 2



Date Ref Item Action Required Lead Timescale Status Update

Feb-17 215/16 AQuA minutes 25th 

November

Governing Body received and noted 

for information and asked that the 

Governing Body Assurance 

Framework and Risk Register be 

reported fully at the March meeting.

Mr Atkinson

Page 3
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NHS Rotherham CCG Governing Body – 1 March 2017 

CHIEF OFFICER’S REPORT  

Lead Director: Chris Edwards Lead Officer: n/a 

Job Title: CCG Chief Officer Job Title: n/a 

Purpose 
This report informs the Governing Body about national/local developments in the past month. 

Outcome of the SCE Vote for Appointment of Chair and Vice Chair of the CCG 

Following the announcement that our GP Chair will stand down at the end of March, the CCG has 
followed the constitutional process to elect a new Chair and Vice Chair.  I’m pleased to announce that 
the Strategic Clinical Executive (SCE) voted Dr Richard Cullen as the new Chair of the CCG.  This was 
approved by NHS England and our GP Members Committee.  Dr Cullen will commence in the role from 
the 1st April 2017.  The Vice Chair will be Dr Jason Page. 

The Rotherham Plan – Rotherham Together Partnership 

The Rotherham Together Partnership (RTP) has been developing a long-term plan setting out partners’ 
shared ambitions for the borough over the next few years.  This Rotherham Plan is centred on five “game 
changers”: 

• building stronger communities
• skills and employment
• integrated health and social care
• a place to be proud of
• town centre

The current draft is due to be finalised within the next few weeks. (Appendix A) 

Voice of the Child Lifestyle Survey 

The 2016 borough wide report has been published from the 2016 lifestyle survey, the lifestyle results 
provide an insight into the experiences of children and young people living in the borough, and provide a 
series of measures to monitor the progress of the development of a child-centred borough and underpin 
the six themes: 

• A focus on the rights and voice of the child
• Keeping children safe and healthy
• Ensuring children reach their potential
• An inclusive borough
• Harnessing the resources of communities
• A sense of place.

The borough wide results will be shared with the Health & Well Being Board and partners will receive 
specific trend data in relation to their specialism to allow them to take action and address any issues.  For 
information it is attached. (Appendix B) 

Information Governance Toolkit 

Work on 2016/17 Information Governance Toolkit is close to completion and the CCG expects to achieve 
a “satisfactory” rating.  The Governing Body is asked to delegate responsibility for agreeing this year’s 
toolkit scores to Audit and Quality Assurance (AQuA) Committee, where the scores will be presented at 
the meeting planned for 17th March 2017. 
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NHS Protect – Security Management Standards for Commissioners -  Self Assessment 
 
The Self-Assessment against the standards from NHS Protect has been completed and returned on time.  
The current position, reported to Audit & Quality Assurance (AQuA) Committee outlines 2 reds, 5 
ambers, with the remainder green. No major problems foreseen, one red is believed to be a wording 
error (policy in place rather than a strategy). This will result in an “amber” award.  
 
 
Improvement & Assessment Framework Checkpoint Meeting  
 
On the 9th February we met with NHS England for the Quarter 3 checkpoint meeting, the letter from NHS 
England summarises the discussion. (Appendix C)  
 
 
Communications Update 
 
During February the CCG has received media coverage in three priority work areas:  

• A double page article about the new Urgent and Emergency Care Centre featured in the 
Rotherham Advertiser following a tour of the centre by a news reporter. A communications task 
and finish group will lead on the implementation of a communications plan over coming months to 
raise the profile of the innovative state-of-the-art centre.  

• Following a telephone interview with Dr Richard Cullen the Rotherham Advertiser featured an 
article on the GP Saturday Hubs pilot, highlighting the increase in routine appointments across 
the borough.  

• The Health Service Journal (HSJ) covered a story about local GPs working in A&E at The 
Rotherham NHS Foundation Trust to help alleviate pressures at the front door. The article was 
produced following an email GPs highlighting the opportunity to provide additional support.  
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The Rotherham Plan (“the Plan”) 
provides a framework for partners’ 
collective efforts to create a borough 
that is better for everyone who wants to 
live, work, invest or visit here. 

It sets out some of the big projects, or “game 
changers”, that partners will be focusing on 
until 2025 and forms part of a bigger picture 
which includes a number of partnership 
boards and less formal bodies that are 
developing plans and delivering activity.  

Shaped by the views of local people 
as expressed through the extensive 
consultation programme – “views from 
Rotherham” - carried out in summer 2015, 
the Plan also builds on the themes of 
Rotherham Together Partnership’s (RTP) 
first partnership plan for 2016/17: bringing 
people together to create a stronger sense 
of community spirit; promoting opportunity 
and equality to help everyone benefit 
from a growing economy; and creating 
welcoming places where people feel safe 
and encouraged to lead active lives.

RTP’s supporting theme boards will be central 
to achieving the Plan’s aspirations.They will 
also deliver a range of complementary activity 
based on their own plans and priorities. 

The Business Growth Board, for example, 
is overseeing Rotherham’s economic 
growth plan, which aims to create 10,000 
net new jobs by 2025.  Rotherham Health 
and Wellbeing Board brings the council, 
health bodies and other partners together 
to improve health and reduce inequalities, 
while Safer Rotherham Partnership focuses 
on community safety and related issues. The 
Children and Young People’s Partnership is 
the driving force behind efforts to improve 
services and outcomes for children, young 
people and their families.

Beyond these strategic bodies, there is a 
wide range of less formal partnership working 
in Rotherham, from small community groups 
coming together to help and support local 
people, to larger scale joint initiatives such 
as integrating health and social care and 
redeveloping the town centre.  

RTP itself was established in September 
2015 (though the previous Rotherham 
Partnership produced its first borough plan 
in 2002).  It has 28 members representing 
the council, other public bodies, the 
voluntary and community sector, local 
businesses and the Sheffield universities.

The full partnership meets quarterly, but 
its supporting group of chief executive 
officers meet every month to oversee 
delivery of programmes and initiatives 
and respond to any issues that require a 
collective approach.

RTP’s underpinning principles, which have 
guided the development of this Plan and 
will be central to its implementation, are:

•  Focusing our efforts where we can make 
the most difference by working together

•  Engaging and involving our 
communities in everything we do

•  Promoting equality, challenging 
intolerance, embracing diversity and 
celebrating our achievements.

1   Introduction



2   Rotherham Today

Rotherham has a wealth of 
green space across the borough, 

in the form of country and 
urban parks, nature reserves, 
woodlands and playing fields. 

Although used well in some areas, 
others offer an often untapped 
resource within communities.

Rotherham is a
borough covering

110 square miles

110 
2

 m

Rotherham’s 
population of 260,100 
mostly live in urban 

areas

Rotherham has
50,000 children
aged 0-15 and 
27,600 young

people aged 16-24

GCSE performance is above 
the national average as is 

performance for children achieving 
a good level of development at 

the early years foundation stage 
(up to age 5).

For many educational
attainment measures, performance 

of children from Rotherham’s 
poorer families compares 
unfavourably with national 

averages.

7

Rotherham has a diverse community which 
includes 20,000 people from minority 

ethnic groups (8.1%). The largest 
communities being Pakistani/Kashmiri and 
Slovak/Czech Roma. It is also made up of 

many towns, villages and suburbs which form 
a wide range of geographic communities.

The borough benefits from 
a vibrant voluntary and 

community sector (VCS), 
comprising almost 1,400 

organisations with 3,600 
staff and around 49,000 

volunteer roles.

It is estimated that the paid 
VCS workforce contributes 

£99m to the economy per 
annum and that volunteers 

provide approximately 85,000 
hours of time per week.

Rotherham lost 14,000 jobs between 2007 
and 2012. The Advanced Manufacturing 
Park at Waverley is leading new business 

growth with 700 jobs created in high 
technology enterprises. Of the 5,710 VAT 

registered businesses in Rotherham,  
975 started up in 2013.

The population is 
ageing, with

64,100 people
aged over 60

60+

21,600 are aged over 75
and 5,800 over 85 with an 
additional 1,000 over 85s 

expected by 2020

75+

In the town centre, recent
transformation work was

recognised with an award in the
town centre category of the Great 

British High Street Awards 2015.



Our vision for Rotherham in 2025 is to 
be a place where people want to live, 
work, study, invest or visit. We want 
to build a competitive, sustainable 
economy that builds on our strengths 
in advanced manufacturing, culture and 
innovation, and we want local people 
to live healthy, fulfilling lives in a place 
where local assets are used to their full 
potential.  

We want Rotherham to be a place that: 

•  has a vibrant town centre where people 
want to visit, shop and socialise 

•  feels safe, where people are able to 
participate in their community; sharing 
their knowledge and skills for the benefit 
of themselves and others  

•  has highly skilled people who have 
access to good and sustainable work 

•  has good connectivity: physically with 
other areas, digitally and socially 

•  is clean and attractive, culturally rich 
and welcoming 

•  is outward looking: building 
relationships and learning from others.

Underpinning all these things is the need 
to ensure that whatever we do, everyone 

in Rotherham is able to benefit.  We want 
Rotherham people to have equal access to 
opportunities, activities and services when 
they need them, and to create stronger 
communities where people want to raise 
their families and grow old. 

This means finding ways to address the 
continuing trend of deprivation increasing 
and becoming more concentrated in the 
least well off areas; a situation reflecting high 
worklessness, low skill levels and ill health.     

In looking to the future, partners are 
committed to making Rotherham a place 
where the wellbeing of children, young 
people and their families is paramount: a 
child-centred borough. 

This will involve reviewing a range of services 
for children and young people, ensuring 
they are fit for purpose and delivering 
positive outcomes.  Contributing to this is 
our refreshed Early Help programme, which 
involves partners working together to ensure 
children, young people and families have their 
needs identified early so that they can receive 
swift access to targeted help and support.

The Rotherham Safeguarding Children 
Board has also thoroughly overhauled 
its processes and procedures, and a 
specialist multi-agency team - “Evolve” – 

has been established to tackle child sexual 
exploitation. 

In Rotherham, just over one fifth of children 
live in a low income family.  In our most 
deprived neighbourhoods this rises to around 
50% of children, and children in these areas 
are also five times more likely to be classed as 
a “child in need” of social care services.  

In their national strategy for solving poverty, 
the Joseph Rowntree Foundation talk about 
acting now so that when children starting 
school this year reach adulthood, they will 
live in a UK where poverty is significantly 
reduced and no-one is ever destitute.

There is significant research that indicates the 
importance of children getting “a good start” 
in order to have the best chance of having 
positive outcomes in education, employment, 
health and other important areas of life.

The Rotherham Plan provides a framework 
for additional activity focused on children, 
young people and families, complementing 
the dedicated children and young people’s 
plan overseen by the Children and Young 
People’s Partnership.

3    Shaping the future



To inform our approach, the partnership team talked to children and their families at the wiz-
ardry and magic event in the town centre in August 2016. This is what they told us…  

“I would  
like to see  
some more  

rides and maybe  
a theme park” 
Maria, age 11

“By  
2025  

I would  
like a big  

water park, a  
big glass dome  

and a theme park”
Jess, age 12

“I would  
like a really  

big swimming  
pool with lots  

of slides” 
Darcy, age 7

“Clean  
streets and 

shops!”
Chloe, age 12

“I wish that there 
was a cinema in 

Rotherham”
Jack,  
age 8

“Make Rotherham a safer 
and brighter place to  

live, shop and be  
entertained!”

Cheryl,  
age 42 

“More play areas” 
Lillie Rose,  

age 6

“More  
things for  

children in the 
town” 
Emma,  
age 36 



4   Achieving the Vision
Realising the vision set out in section 
3 will be a challenge, but it is one that 
partners are committed to meeting 
head on.

In the context of austerity and ongoing, 
unprecedented reductions in public sector 
budgets, compounded by increased 
demand for many services, we need to 
rethink our approach.

Case study:  
Social Prescribing  

The Rotherham Social Prescribing 
Service helps people with long term 
health conditions to access a wide 
variety of services and activities 
provided by voluntary organisations 
and community groups in 
Rotherham. Funded by Rotherham 
Clinical Commissioning Group 
(CCG), the scheme brings together 
health, social care and voluntary 
sector professionals, who work 
together in a co-ordinated way 
to plan care for people. This joint 
working is known as integrated 

case management. GPs lead the 
case management teams and are 
responsible for identifying patients 
who are eligible for the scheme.  

To date (since September 2012) the 
service has received 5,000 referrals 
from GPs, with the majority of these 
being people aged over 65, and 
they are accessing services such as 
befriending, respite, advocacy and 
support.  

This innovative scheme creates a 
win-win situation where: 
•  The CCG benefits as it addresses 

inappropriate admissions
•  GPs benefit as it gives an option 

other than medication or hospital
•  The voluntary and community 

sector benefit as it supports 
their sustainability and raises 
awareness of their services 

•  Patients and carers love it as 
it improves their quality of life, 
reduces social isolation and 
moves them from dependence to 
independence.

The scheme has received national 
interest due to its success and from 
April 2015 was extended to a pilot 
working with RDaSH (Rotherham 
Doncaster and South Humber NHS 
Trust) mental health teams.

“Quotation to be 
positioned around 
here somewhere”
 
We need to understand the causes 
ofsocietal problems – the things that are 
holding people and areas back – and 
take innovative action to address them.  
This means recognising and harnessing 
people’s strengths, responding effectively 
to their concerns, and working in genuine 
partnership with them to find solutions.

As well as changing the way we work within 
the borough, partners need to be outward-
looking, seeking ideas and support from 
elsewhere, including our partners within 
Sheffield City Region (SCR).  

Rotherham needs to maintain an influential 
role within SCR, ensuring the region 
remains at the forefront of the devolution 
agenda, taking on powers and funding 
from central government and helping to 
drive forward economic growth that creates 
opportunities for local people.

Case study:  
AMID     
Rotherham needs to create a 
thriving and dynamic economy that 
expands and adapts to meet the 
challenges of the 21st century. To 
achieve this, we must build on our 
strength in advanced manufacturing, 
and the global success achieved at 
the Advanced Manufacturing Park 
(AMP) in Rotherham over the last ten 
years, to integrate science, research 
and innovation investment into the 
local economy. 

We are seizing the opportunity 
offered by the Devolution Deal by 
taking a leading role in promoting, 
developing and delivering 
investments in infrastructure, 

skills and intellectual capital 
that unlock the full potential of 
the cluster of manufacturing 
businesses between Rotherham 
and Sheffield and create the UK’s 
first Advanced Manufacturing 
Innovation District (AMID). 

AMID will be a nucleus of innovation 
and research in advanced 
manufacturing, with strengthened 
connections across new and 
existing firms and knowledge 
institutions that will benefit from 
close proximity to world-class 
technology facilities.

AMID will provide a business climate 
and physical environment that 
draws in and develops world class 
talent, entrepreneurs, innovators 
and investors. It will connect the 
AMP to an attractive, connected 
and accessible wider district and 
include mixed-use housing, green 
spaces, social spaces, office and 
retail to complement industrial and 
research sites, ensuring we deliver 
the amenities, quality of place and 
interaction that skilled workers and 
businesses require. 

Enabling industry leaders to co-
locate and collaborate more 
effectively, AMID will deliver 
competitiveness and productivity 
and provide long term stability for 
the industry and a major boost to 
jobs.



4.1 Our game changers 
This section describes the big, strategic 
steps towards change that the Plan 
will drive - through the theme boards - 
between now and 2025.   

a.  Building stronger 
communities

Building Stronger Communities is our top 
game changer as this will help drive all of 
our shared ambitions for Rotherham. It 
is also a fundamental requirement for all 
partners to have a better understanding 
of Rotherham’s local communities and 
how these are changing, if services are 
going to keep pace with people’s needs 
and aspirations.

We know one of the great things about 
Rotherham is the people, as shown by the 
impressive volunteer numbers referenced 
in section 2.  When we asked, in views 
from Rotherham, what people thought 
about the borough, the most universally 
liked feature was the friendly, honest 
people and good community spirit.  

We will harness this positive aspect of 
Rotherham, focusing on our strengths - 
what people and places can offer rather 
than what they need - to create a place 
where everyone feels connected and able 
to actively participate in their community 
for the benefit of themselves and others.  

To achieve this we will work collaboratively 
to make best use of the assets we have 
in our local areas. This means bringing 
together everyone - individual residents, 
businesses, community and faith groups, 
councillors, community leaders and public 
sector bodies - to work in partnership, share 
resources and enable new ideas to develop. 
Crucially, it is about making full use of the 
physical and human assets and community 
spirit that thrives within our communities, 
and the resources - financial and otherwise - 
available to partner organisations.

This locality working approach will ensure 
all areas across the borough benefit from 
good quality, responsive services, tailored 
to local circumstances, and designed and 
developed with local people. 

b. Skills and employment
As touched on in earlier sections, low skills 
levels and ill health are particular problems 
in Rotherham and act as barriers to good 
quality, sustainable employment for many 
local people.

“We need good quality jobs  
to give people a real sense  
of worth.”
“A town where people feel 
included, where companies 
are proud to invest in the 
future and where people 
can find training if needed, 
whether young or old.”

Working with partners across Rotherham 
and the wider city region, we will develop a 
work and health programme that provides 
comprehensive support to help people 
secure, sustain and thrive in employment. 

The programme will build on initiatives 
such as social prescribing (see above) and 
Rotherham’s troubled families programme, 
working with people to understand their 
aspirations and overcome their problems 
rather than treating them as passive 
recipients of a one size fits all service. 

A key plank in our efforts to improve skill 
levels will be the development of a higher 
level skills centre in the town centre, to be 
operated by the RNN Group (Rotherham 
and North Notts College).  Despite having 
GCSE results that are among the best in 
the region and above the national average, 
Rotherham lags behind at NVQ level 4 and 
above (i.e. above A-level/BTEC national).  

The centre will help to raise the aspirations 
of our young people, attract and retain 
students, and contribute to the town 
centre’s regeneration. The range of courses 
offered will be relevant to the local jobs 
market, including qualifications related to 
the advanced manufacturing sector.



c.  Integrated health and 
social care 

We know that, as resources become more 
stretched and demand for health and care 
services continues to increase, it is more 
important than ever for partners to combine 
their resources effectively.  In views from 
Rotherham, 84% of respondents agreed 
that the council should work more closely 
with local health services.

Rotherham’s integrated health and social 
care place plan provides a succinct vision 
for the transformation of health and care 
services: 

Supporting people and families to live 
independently in the community, with 
prevention and self-management at the 
heart of delivery.

The plan aims to reduce health 
inequalities, improve the quality of care 
and make required savings by:

•  Creating integrated, multi-disciplinary 
teams across Rotherham based on 
learning from the ongoing integrated 
working pilot project based at 
Doncaster Gate

•  Opening a 24/7 urgent and emergency 
care centre at the hospital to help reduce 
waiting times and emergency admissions

•  Expanding the 24/7 care coordination 
centre to include mental health and 
social care

•  Building a specialist reablement centre 
to enable people to access a range 
of services while remaining in the 
community.

This will be underpinned by a focus on 
prevention, self-management, education 
and early intervention.The social 
prescribing service (see case study, 
section 4) will be extended and front-line 
staff trained to deliver advice on healthy 
lifestyles - a “making every contact count” 
approach. 

d.  A place to be proud of
Rotherham needs to make more of its 
current assets and attractions, whilst 
seeking further investment to provide a 
wider range of culture and leisure activities 
for residents and visitors.  Local treasures 
such as Wentworth Woodhouse and 

Clifton Park, among many others, need 
to be better promoted and the potential 
of new developments like Gulliver’s Valley 
and the anticipated Steel Man sculpture 
exploited to the full.

This was a major theme in views from 
Rotherham where people extolled the 
virtues of “Rotherham’s green spaces, the 
wildflower verges, country parks and tree 
lined streets”, as well as “hidden amazing 
things like Wentworth Woodhouse”. 

RTP’s approach to place-shaping, 
overseen by the new, business-led place 
board, will be the catalyst for creating 
a new identity for Rotherham. It will 
ensure that people who live and work 
here, as well as visitors, commuters and 
potential investors, understand what 
Rotherham has to offer. Place-shaping 
uses evocative language and imagery to 
create a story that highlights an area’s 
strengths and selling points – for example 
Rotherham’s expertise in engineering and 
manufacturing and, as outlined above, our 
green spaces and hidden gems.



e. Town centre 
Recent consultation, including views from 
Rotherham, has emphasised the importance 
of the town centre and, in many cases, 
people’s reluctance to visit it. In views from 
Rotherham, people were positive about 
parts of the town centre, particularly the 
Minster Gardens and High Street, but these 
were outweighed by the negatives:

“I dislike the relatively poor 
state of the town centre - lack 
of quality shops, bars and 
restaurants (too many discount 
shops and takeaways) and 
general untidiness.”
“The town centre shuts down 
completely after 5pm.”
“I dislike the feeling of 
vulnerability in the town centre, 
especially because of groups of 
people just hanging around.”

Partners will focus on making the town 
centre feel safer, whilst in the medium term 
delivering a comprehensive regeneration 
programme.

Our new masterplan will set out specific 
schemes for leisure, retail and town centre 
living, which are likely to include:

•  A mixed use leisure hub at Forge Island

•  Good quality affordable homes on  
key sites

•  Creation of pedestrian routes and a 
healthy living corridor to support town 
centre life and vitality

•  Proposals to open up and better utilise 
the riverside

•   Regenerating the markets to support 
“making and trading”.

4.2 Theme boards 
RTP’s established theme boards and the 
new bodies we’re creating to oversee 
specific pieces of work, will have a central 
role in delivering the Plan.

Safer Rotherham Partnership 
The Safer Rotherham Partnership is the 
borough’s community safety partnership 
with statutory responsibilities established 
under the Crime and Disorder Act 1998.

The partnership has a legal duty to tackle 
crime, anti-social behaviour, drug and alcohol 
misuse, and to enhance feelings of safety.

The board has 6 priority areas: 

•  Reducing the threat of child sexual 
exploitation (CSE) and the harm to victims

•  Building confident and cohesive 
communities

•  Reducing the threat of domestic abuse 
and reducing the harm to victims

•  Reducing and managing anti-social 
behaviour (ASB) and criminal damage

•  Reducing the risk of becoming a victim 
of domestic burglary

•  Reducing violent crime and sexual 
offences.

The SRP will have a particular role in 
building stronger communities.

Children and Young People’s 
Partnership 
The Children and Young People’s 
Partnership brings together a wide range 
of organisations including Rotherham 
Council, South Yorkshire Police, Health 
Services, Education and Colleges, South 
Yorkshire Fire and Rescue service and the 
Voluntary and Community Sector.

Rotherham’s vision for children,  
young people and families is: 

•  Children, young people and their families 
are healthy and safe from harm 

•  Children, young people and their families 
start school read to learn from life

•  Children, young people and their families 
are ready for the world of work.

The partnership will have a key role in 
ensuring all of the Plan’s game changers 
contribute to this vision.



Health and Wellbeing Board 
The Health and Wellbeing Board has been a 
statutory sub-committee of the council since 
April 2013. Members of the board include 
local councillors, senior council officers from 
children’s and adult social care services, 
NHS Rotherham Clinical Commissioning 
Group, Healthwatch Rotherham, South 
Yorkshire Police, Voluntary Action 
Rotherham, the director of public health and 
the main local providers of NHS services.

The board has a responsibility to produce 
the local health and wellbeing strategy, 
which for 2015–18 includes five aims:

• All children get the best start in life

•  Children and young people achieve 
their potential and have a healthy 
adolescence and early adulthood

•  All Rotherham people enjoy the best 
possible mental health and wellbeing 
and have a good quality of life

•  Healthy life expectancy is improved for 
all Rotherham people and the gap in life 
expectancy is reducing 

•  Rotherham has healthy, safe and 
sustainable communities and places.

Whilst making a contribution to all of the 
game changers, the board will have a 
particular focus on integrated health and 
social care.

Business Growth Board 
Rotherham’s Business Growth Board was 
established in 2015, evolving from the 
previous economy board. Its main aim 
is to drive forward progress in pursuing 
Rotherham’s economic priorities through 
delivery of the borough’s growth plan.

Chaired by a local business person and 
with a majority of private sector members, 
the board provides leadership on issues of 
key economic significance to the borough 
and provides a link to Sheffield city region 
partners, plans and initiatives.

The board has three task groups focusing on:

• Business development

• Employment and skills

• Town centre.

As well as overseeing the Place Board, the 
Business Growth Board will be integral to 
delivering on skills and employment and 
the town centre.

Place Board
Led by local businesses but involving a 
wide range of partners, the Place Board 
will be at the forefront of efforts to promote 
Rotherham, utilising the place-shaping 
story and themes. 

Specifically, the board will:

•  Oversee a business ambassador 
programme

•  Provide a sounding board for ideas 
and activities that would help to raise 
Rotherham’s profile

•  Champion Rotherham regionally, 
nationally and internationally.

The board will also have a central role in 
making Rotherham a place to be proud of.

Building Stronger 
Communities Forum 
The aim is to establish new and trusted 
communication channels between 
communities and key public service 
providers across the borough.This will 
operate as a “think tank” for Rotherham 
– at arm’s length from public service 
providers, but fully supported by the 
partnership. It will influence and make 
clear recommendations to all partners, to 
foster more inclusive and cohesive local 
communities throughout the borough.

These are our major milestones  
for the early stages of the 
Plan, linked to the game 
changers in section 4. 
Annual delivery plans 
will be developed and 
published by April of 
each year, setting 
out actions and 
milestones for 
the coming 
year in more 
detail.



5   The Journey to 2025

Skills and  
employment 

Work and health  
programme  

starts
Oct 2017 

Higher  
level skills  

centre opens
Sep 2017

First  
meeting  

of BSC Forum
Jul 2017

Building  
stronger  

communities

Locality working  
principles agreed  

by partners
Apr 2017

Gulliver’s  
Valley theme  
park opens
Feb 2019

Launch  
of business  
ambassador  
programme
May 2017 

A place  
to be  
proud  

of

Town 
centre  

masterplan  
completed
May 2017Town  

centre

Works  
starts on  

initial town  
centre  

developments
Jan 2018 

Integrated
health &

social care 

Roll 
-out of  

integrated  
health & social  

care teams across  
the borough
Sep 2018 

Urgent care  
centre opens

Jul 2017 

These are our major milestones for the early stages of the Plan, linked to the game changers in section 4.  
Annual delivery plans will be developed and published by April of each year, setting out actions and milestones for the coming year in more detail.



6    Communications and 
Engagement 
The focus of partners’ communications 
activity, coordinated by the RTP 
team, is to celebrate the good work 
taking place across Rotherham and to 
connect and engage with local people. 

We will ensure there is a consistent flow 
of information, letting people know what is 
going on and – crucially – giving them the 
opportunity to provide feedback and get 
involved. 

As well as our website 
(rotherhamtogetherpartnership.org.uk) 
and Twitter account (@RT_Partnership), 
there will be a number of specific 
engagement sessions and a quarterly bulletin.

A series of events will be delivered 
throughout the year, many linking 
specifically to the initiatives (let’s get 
Rotherham talking, for example) that were 
launched with last year’s partnership plan.

Finally, we will carry out an annual 
review to assess progress in delivering 
the Plan and gauge the effectiveness 
of wider partnership activity.  Feedback 

from local people and partners will be a 
fundamental part of this, helping us to 
make any necessary changes to the things 
we do and the way we engage for the 
forthcoming year. 

Please contact us for further information: 
RTPartnership@rotherham.gov.uk.



Building stronger 
communities
n  Increase customer satisfaction levels

n  Increase the number of residents who 
feel safe in their community

n  How satisfied are you with your 
neighbourhood/local area as a place  
to live 

n  Numbers of people actively 
participating in their community (not 
currently collected) 

Skills and employment
n  Increase higher level skills (level 4  

and above)

n  Enable all young people to achieve 
their potential through education, 
employment and training

n  Targeted employment support to help 
people gain and maintain jobs/% of 
working age pop. In 20% most deprived 
areas claiming out of work benefits

n Workplace wellbeing

Integrated health and  
social care
n  Improve health outcomes for children 

and young people through integrated 
commissioning and service delivery

n  Improve support for people with long 
term health and disability needs to live 
healthier lives

n  Fewer unscheduled hospital 
attendances and admissions

A place to be proud of
n  Attract greater numbers of higher value 

businesses to start-up, invest or locate 
in the borough

n  Market Rotherham as a great place to 
do visit; seeking to attract new inward 
investment, both from overseas and 
from elsewhere in the UK

n  Ensure excellent linkages between 
employment sites, housing 
developments and other services.

Town centre
n  Improve the culture and leisure offer, 

including a cinema

n  Deliver a number of major infrastructure 
projects 

n  Town centre residents/residential units

n  Town centre vacancy rates 

     The RTP Board     Headline indicators

Safer Rotherham
Partnership

Children and Young People’s 
Partnership 

The Rotherham Plan 

Rotherham Together Partnership Board

Health and  
Wellbeing Board  

Place Board 

Building Stronger  
Communities Forum

Safer Rotherham Partnership  
Plan 2016-19
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1.    Background Information 
 
This report presents the summary of findings from the 2016 Lifestyle Survey. 
 
The survey is open to all pupils in Y7 and Y10 at secondary schools and pupil referral units in 
Rotherham.  The survey ran from Tuesday 7th June 2016  and closed Wednesday 20th  July 
2016. 
 
As part of implementing the vision for the child-centred borough, the lifestyle results provide an 
insight into the experiences of children and young people living in the borough, and provide a 
series of measures to monitor the progress of the development of a child-centred borough and 
underpin the six themes: 
 

• A focus on the rights and voice of the child  
• Keeping children safe and healthy 
• Ensuring children reach their potential 
• An inclusive borough 
• Harnessing the resources of communities 
• A sense of place. 

 
The survey is electronic and built using Survey Monkey that is accessed by pupils in 
educational settings through a web-link.  All young people that participated in the survey were 
able to do so anonymously, and this is the 9th year that the survey has been run in Rotherham. 

 
Each educational setting that participated have received a data pack giving them access to 
their own survey data; they can use this to compare their results to previous years’ results and 
also to the borough wide information once published. Individual school reports assist them to 
gauge how well they are meeting their own health and wellbeing objectives and help shape 
their PSHE curriculum.  This is highlighted as outstanding practice and gives evidence in 
relation to Ofsted grade descriptors   
 
“Grade descriptors: the quality of the curriculum in PSHE education Note: These descriptors 
should not be used as a checklist. They must be applied adopting a ‘best fit’ approach which 
relies on the professional judgement of the inspector. Supplementary subject-specific guidance 
Outstanding (1) ν The imaginative and stimulating PSHE education curriculum is skilfully 
designed, taking into account local December 2013 health and social data and the full range of 
pupils’ needs, interests and aspirations. The programme ensures highly effective continuity and 
progression in pupils’ learning across all key stages. “ 

 
This report gives a summary of key findings from the Lifestyle Survey and includes 
comparisons with regional and national information taken from results of the ‘What About Youth 
Survey’ results published December 2015; this comparison is specific to year 10. 

 
‘What About Youth survey is a national survey, sent out to 15 year olds which took place for the 
first time in 2014.   
Participation in the national survey was as follows:-  

 
• Nationally 295,245 surveys were sent out, 120,115 were returned completed, which 

is a 40.7% participation rate. 
• In Yorkshire & Humberside region 31,704 surveys were sent out. 13,034 were 

returned completed which is a 41.3% participation rate, this is slightly higher than 
the national return. 
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• In Rotherham 2,126 surveys were sent out 860 were returned completed which is a 
40.5% participation rate, slightly lower than the national and regional returns, and 
19.5% (1946) a lower participation rate than for Lifestyle Survey 2016. 

• Comparison will also be included with statistical neighbours Barnsley, Doncaster, 
Wakefield and St. Helens. 
 

 Comparisons are included in this report with Y10 findings for the following topics 
• Long term illnesses/disability 
• Breakfast consumption 
• General health  
• Bullying 
• Smoking 
• Drinking alcohol 
• Drugs 

 
Parents were given information about the Lifestyle Survey and its contents ahead of the survey 
taking place, it was highlighted to parents and carers of young people in Y10 that there was 
specific questions relating to sexual health.  These questions were not included in Y7 survey. 

 
The borough wide results will be shared with the Health & Well Being Board and partners will 
receive specific trend data in relation to their specialism to allow them to take action and 
address any issues.  Approval will be asked at DLT for the actions to be owned by the Health & 
Well Being Board. 
 
2.   Executive Summary 
 
In total 2806 pupils participated in the 2016 lifestyle survey. 
 
A higher % of girls completed the survey compared to boys and a higher % of Y7 completed 
the survey compared to Y10. 
 
4 schools chose this year not to participate in the 2016 lifestyle survey. 
 
Participation in the survey varied widely between individual schools, the variances ranged 
between 24% to 73% participation rates for secondary schools and pupil referral units achieved 
100% participation. 

 
2.1 Positive Results 

• Over 70% of young people drinking 1 or less high sugar drinks per day  
35.5% (994) young people say they do not drink any high sugar drinks; 
35.5% (993) young people say they only drink 1 each day. 

• Consumption of high energy drinks reduced by a further 8% from 2015.  63% 
(1750) young people say they do not consume any high energy drinks, (55% in 
2015).  

• Increase in the % of young people who said they have never smoked. 
Overall 85.7% (2234) of young people who do not smoke said they have never 
smoked. (80% in 2015).  This is made up of 94.3% of Y7 (92% in 2015) and 
77.1% Y10 (68% in 2015).  Rotherham has a higher % than national and 
regional figures of young people saying that they have never smoked. 

• Increase in the % of pupils who said they have never had an alcoholic drink, 
both Y7 and Y10.  Y7, 79.8% (1165) said they have never had an alcoholic drink 
(76% in 2015).  Y10, 30.2% (406) said they have never had an alcoholic drink 
(29% in 2015). 
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• Increase in the number of pupils who have received CSE training as part of 
PSHE curriculum.   1232 (91.5%) of Y10 have received training and 894 (61.2%) 
of Y7 have received training, compared to 75% and 54% retrospectively in 2015.  

• Decrease of 2% of Y10 pupils saying they did not use contraception when 
having sexual intercourse.  20% (51) of Y10 pupils said they did not use 
contraception, compared to 22% in 2015. 

• Increase in the % of young people who said they have visited a youth centre or 
youth clinic.  23.7% (665) young people said they had visited in youth centre of 
youth clinic in 2016, compared to 13% in 2015. 

 
2.2 Areas of Concern 

• Increase in the % of young people saying they have a long term medical 
condition.  In 2016 21.9% (616) pupils said they had a diagnosed condition, 
compared to 15% in 2015. 

• More young people said they had a snack at break time and crisps are the most 
popular snack and fruit has dropped down to 5th choice for a snack from 1st 
choice in 2015. 

• Decrease in the % of pupils who felt their weight was in health weight range and 
about the right size 59% (1661) in 2016 compared to 65% in 2015. 

• Bullying % rates increased for the first time in 3 years.  26% (737) pupils said 
they have been bullied, compared to 22% in 2015. 

• Cyber bullying has increased as a form of bullying to 8.2% (61) from 6% in 2015. 
Sexual inappropriate actions/comments as a form of bullying has increased to 
3.7% (27) from 1% in 2015. 

• Out of the 737 pupils who said they have been bullied, 547 reported the bullying, 
of these 58.7% (321) said they received some help, this has decreased from 
65% receiving help in 2015. 

• Increase in % of Y10 saying it is acceptable for young people of their age to get 
drunk. 

• Slight increase in % of young people saying they have tried drugs, even if this 
was only once. 

• Increase in the % of Y10 pupils saying they have had sexual intercourse after 
drinking alcohol or taking drugs. 

• Decrease in the % of young people who said they have visited Rotherham town 
centre. 

• Decrease in the % of pupils who would recommend Rotherham as a place to live 
 
3.        Demographic Information       
 
At the time of the survey there were 6,310 young people in Year 7 and Year 10 who attended 
16 secondary schools and 3 Pupil Referral Units in Rotherham.  The survey was offered to all 
16 secondary schools and 3 Pupil Referral Units in Rotherham. 12 out of 16 secondary schools 
and 3 pupil referral units participated and offered the survey to 4728 pupils, out of which 2806  
young people completed it.   
Participation rates for those 12 schools and Pupil Referral Units who offered the survey was 
60%.  The percentages shown in this report reflect against the numbers of pupils who were 
offered the survey and not the cohort figures for Y7 & Y10 pupils at all Rotherham schools. 
 
In 2015, 13 secondary schools participated and 3 pupil referral units in the survey - in total 
3,110 young people participated. 
 
3.1 Participation Table 2016 
This table shows the 12 schools and 3 Pupil Referral Units that participated in the survey. 
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The numbers of young people who did not take part at 4 schools were  811 pupils in Y7 and 
771 pupils in Y10. 
 
 
 

School 
Total No. 
of Pupils 

Y7 

Total No. 
of Pupils 

Y10 
Overall 
Total 

Total 
Participation 

Number 

Overall 
Response 

Rate % 
Aston 322 251 573 425 74 
Brinsworth 223 208 431 247 57 
Dinnington 174 184 358 224 63 
Maltby 181 139 320 236 74 
Oakwood 203 197 400 128 32 
Saint Pius 128 129 257 153 60 
Swinton 159 135 294 235 80 
Thrybergh 110 84 194 47 24 
Wales  266 244 510 379 74 
Wath 303 288 591 325 55 
Wingfield 147 158 305 123 40 
Winterhill 238 225 463 243 52 
Pupil Referral Units      
Rowan Centre 3 6 9 9 100 
Riverside Aspire 3 7 10 10 100 
Swinton Lock 9 8 17 17 100 
TOTAL    2806  
 
4. Characteristics 
 
Of the pupils that completed the 2016 survey, 1442 (51.4%) were female and 1364 (48.6%) 
were male.  1460 (52%) were in year 7 and 1346 (48%) were in year 10. 
 
4.1  Ethnic Origin 
When asked about their ethnicity, 84% (2,360) of pupils described themselves as White British 
(This is an increase of 2% from 2015).  11.5% (323) described themselves as from Black or 
Minority Ethnic group (BME) (this is a decrease from 15% in 2015).  1.8% (48) preferred not to 
say and 2.7% (75) described themselves from ‘other’ ethnicity group. 
 
Chart 4.1 below shows the breakdown of pupil ethnicity by %.  Analysis of data input to ‘other’ 
option showed in the majority pupils responding they were from multiple ethnicities, which 
should be included in the multiple heritage choice, which would make this % higher.  
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4.2  Sexual Orientation (Year 10 Question Only) 
When asked about their sexual orientation, 86.5% (1164) of year 10 pupils said that they were 
heterosexual, (down from 89% in 2015). 5.74% (77) said that they were bisexual, (increase 
from 4% in 2015) and 1.3% (18) said that they were lesbian or gay (down from 2% in 2015).  
3.3% (44) responded  ‘I don’t know yet’ and 3.2% (43) preferred not to say, both these similar 
to 2015.  More boys responded that they were heterosexual and more girls responded that they 
were bisexual or lesbian. 
 
4.3  Health - Disabilities 
Pupils were asked if they had a diagnosed long term illness, health problem, disability or 
medical condition. 21.9% (616) of pupils said they had a diagnosed condition (increase from 
16% in 2015).  This is almost equal between boys and girls, (306 girls and 310 boys).  More Y7 
pupils responded they had a diagnosed medical condition (323), compared to (293) Y10 pupils. 
 
Out of the 616 (21.9%) who said they had a diagnosed condition, the % breakdown is detailed 
in Chart 4.3 below. 
 
Analysis of data in the ‘other’ option showed that the majority, pupils reported conditions, such 
as Asthma, Diabetes, Skin Condition, IBS and ADHD.  A further 15 pupils reported Asthma as 
their condition, this would increase the % for ‘stamina, breathing, fatigue to 18.4%, 6 pupils 
responded ADHD, this would increase the % for ‘social or behavioural problems to 11%.  Other 
conditions responded include skin conditions (4), diabetes (3), hay fever (4) and IBS (7).  49 
pupils preferred not to say what their condition was. 
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4.3.1  Diagnosed Disability Benchmarking 
The results from the What About Youth Survey (Y10) showed that nationally the highest 
diagnosed disability is Stamina, Breathing or Fatigue, same as Rotherham.  2nd choice 
nationally is Learning (understanding or concentrating and for Rotherham the 2nd highest 
choice is Mental Health.  Mental Health nationally is 3rd highest. 
 
5. Food and Drink  
 
It is recommended that young people should aim to have 5 or more portions of fruit and 
vegetables each day, and consume 6 or more glasses of water per day. 
 
5.1 Fruit & Vegetables  
The results from 2016, show that there has been a slight increase in the number of pupils 
having the recommended 5 or more portions of fruit and vegetables each day, this has 
increased to 13.5% (378) in 2016 from 13% in 2015.  There has also been a decrease in the 
number of pupils who said they do not eat any fruit or vegetables down from 8% in 2015 to 7% 
(196) in 2016. 
 
Chart 5.1 below shows the breakdown of 2016 responses. 
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Analysis of the data shows that Y7 are more likely to eat 5 or more portions of fruit and 
vegetables per day and are less likely to not consume any fruit or vegetables, this maybe likely 
that they have food prepared for them at meal times by their parents. 
 
Girls in both Y7 and Y10 are the most likely to eat 5 portions of fruit and vegetables and are 
less likely not to eat any fruit or vegetables.  18.7% of girls in Y7 said they eat 5 portions per 
day and for boys this goes as low as 10.6% of Y10 boys who said they eat 5 portions per day. 
 
5.2      Water 
When asked about how many glasses of water they drank a day, 72.6% (2036) of pupils 
responded that they drank 1 to 5 glasses of water (68% in 2015), 19.75% (558) said they had 
6-10 glasses, this has reduced by over 4% (24% in 2015), although the number of pupils who 
responded that they drank no water at all has reduced to 7% (212) from 8% in 2015.   
 
More year 7 pupils said that they drank 6-10 glasses than year 10 (23% Y7, compared to 
16.5% Y10) and more Y10 pupils said that they drank no water (9.4% Y10 compared to 5.9% 
Y7).  Boys were more likely to drink the recommended 6-10 glasses per day (21.9%) compared 
to (17.7% girls). Although more said they drank no water at all, 8% compared to 7.2% of girls. 
 
5.3      High Sugar Drinks 
A new question was added to the 2016 survey to ascertain the volume of high sugar drinks that 
young people are consuming.  Pupils were asked how many regular fizzy drinks (not diet, zero 
or low sugar drinks) they drink each day. The overall responses for Y7 & Y10 are detailed in 
Chart 5.3 below. 
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The majority of pupils 71% (1987) overall said they consumed either none or 1 high sugar drink 
each day.  Girls in Y10 pupils are less likely to consume high sugar drinks with 41% of these 
saying they do not consume any, compared to 32% of boys in Y10.  Overall Y10 pupils are less 
likely to consume high sugar drinks and boys are more likely to drink 3 or more high sugar 
drinks per day.  
 
5.4     High Energy Drinks 
The improvement on the reduction in the consumption of high energy caffeinated drinks such 
as Red Bull or Monster has continued in 2016.  Pupils saying they do not consume any of these 
drinks has increased to 63% (1750) (from 55% in 2015).  Chart 5.4 below shows the overall 
results for the consumption of high energy drinks. 
 

 
 
Boys are more likely to drink high energy drinks with 44% of all boys saying they consume at 
least 1 per week, compared to 31% of girls saying the consumed at least 1 per week.  More 
Y10 pupils said they never drank a high energy drink 64% Y10 compared to 62% of Y7. 
 
5.5     Breakfast 
Pupils who said they had breakfast has remained the same as in 2015 at 79% (2238), therefore 
overall on average 21% of pupils did not have breakfast. Out of the 2238 pupils who said they 
had breakfast 89% said they had breakfast at home, this has increased from the 86% who said 
they had breakfast at home last year. Year 10 pupils are less likely not to have breakfast 13.2% 
of Y7 compared to 27.9% of Y10.  Girls are more likely to skip breakfast rather than boys. 
 
 
5.5.1  Breakfast Consumption Benchmarking 
Figures reported in a national newspaper in 2015 stated that almost 30% of school children 
nationally go to school without having breakfast.   
 
What About Youth Survey results (Y10) cannot be compared exactly, the question in this 
survey ask  young people about their breakfast consumption in the past 7 days, the results from 
120,115 young people that completed the survey nationally:- 

• 67,264 (56%) ate breakfast every day 
• 19,218 (16%) ate breakfast most days 
• 20,419 (17%) ate breakfast some days 
• 13,212 (11%) had not eaten breakfast in past 7 days. 
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5.6    Snacks 
More young people are having a snack at break time, 76% (2125), compared to (67%% in 
2015).  In 2015, fruit was the most popular snack. The  2016 results show that crisps are the 
most popular snack and a pastry snack is 2nd most popular, fruit has dropped to the 5th most 
popular choice. 
Out of the 2125 young people who said those chose to have a snack at break time, the different 
type of snacks are shown in chart 5.6 below 
 

 
 
More girls are likely to choose fruit as their snack option and fruit was a more popular snack 
option for Y7 pupils than Y10. 
 
5.7    Lunch 
When asked where they mainly have lunch, 49.3% (1392) said that they have a school lunch.  
The 2015 results were almost the same at 49%. Year 7 pupils are more likely to have a school 
meal, 59.6% of Y7 have a school lunch compared to 38.9% of Y10, this is an increase for Y10 
who have a school lunch up from (37% in 2015). 
 
6% of pupils said they did not have a meal at lunchtime, which is the same as 2015.  Y10 girls 
are the most likely not to have a meal at lunchtime (11.7%) compared to (2%) of Y7 boys who 
said they did not have a meal at lunchtime. 
  
When the pupils didn’t have a school meal 38.5% said they had brought a packed lunch from 
home, (increase from 37% in 2015); 4.8% bought lunch from the local shop, (decrease from 8% 
in 2015) and 1.4% said that they go home for lunch (decrease from 2% in 2015). 
 
6. Exercise, Health & Weight. 
 
The national recommendation is that all children and young people should engage in moderate 
to vigorous physical activity for at least 60 minutes per day.  This definition was included in the 
survey for young people to read and understand before answering the question around sport 
and exercise 
 
6.1     Regular Exercise  
80% (2263) of pupils said that they regularly take part in sport or exercise (same result of 80% 
in 2015).  Year 7 pupils are more likely to exercise regularly (86.2%) compared to year 10 
pupils (75%). Overall boys are more likely to exercise regularly (84%) compared to girls (77%). 
  
There has been an improvement with the increase in the frequency of times per week that 
pupils are exercising.  Out of the 2263 number of pupils that said they participate in exercise –  
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• 18% exercised 6 to 7 times per week - the same as 18% in 2015 
• 27% exercised 4 to 5 times per week - a decrease from 28% in 2015 
• 41% exercised 1 to 3 times per week - an increase from  40% in 2015 
• 8% exercised less than once per week – a decrease from 12% in 2015 
• 6% said they never did any exercise 

 
6.2     General Health  
Pupils were asked to describe how they felt about their general health.  These questions were 
equivalent to the questions asked in the What About Youth Survey. The responses are detailed 
below in Chart 6.2 and split showing Y7 and Y10 responses. 
 

 
 
More boys in overall rated their health as excellent compared to girls. 
 
More girls rated their health as poor compared to boys. 
 
 
6.2.1   General Health Benchmarking 
 
The results from the What About Youth Survey (Y10) showed  Nationally and Yorkshire & 
Humberside region how young people rated their health:- 
 
Rating % 

Nationally 
% 
Y&H 
Region 

% Average 
Statistical 
Neighbours 

% Rotherham Lifestyle Survey  
(Y10) - 2016 

Excellent 29 29 30.3 20 
Good 56 57 55.9 55 
Fair 13 13 12.5 20.5 
Poor 2 1 1.2 4.5 
 
6.3    Weight 
Pupils were asked if they were worried about their weight, the results show that overall the %  
is the same as in 2015 who said yes they were worried about their weight at 28.5% (798). 
 
Girls in both Y10 and Y7 are more likely to be worried about their weight in Y10 (41.8%) 
compared to (19.3%) of boys, and in Y7 (32.1%) of girls compared to (19.1%) of boys. 
 
Pupils were asked to describe how what they felt about their weight, chart 6.2 shows the 
responses split by girl/boy, Y7/Y10 and the overall results. 
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Overall pupils who said they felt their weight was about the right size is 59% (1661), this is a 
decrease from  65% who said their weight was about right in 2015 results.   
 
Key overall findings from Y7 & Y10 combined results:  

• 3.65% felt they were very overweight (up from 3% in 2015) 
• 24% felt they were overweight (up from 20% in 2015) 
• 11.4% felt they were underweight (up from 11% in 2015) 
• 1.75% felt they were very underweight 

 
All percentages have increased from 2015 for pupils who did not feel their weight was about the 
right size. 
 
6.4    Weight Benchmarking 
The results from the What About Youth Survey (Y10) showed that young people nationally and 
from Yorkshire & Humberside region said their weight was:- 
(Locality information was not available from What About Youth Results for this question, 
therefore unable to provide statistical neighbour comparison). 
 
Range % 

Nationally 
% 
Y&H Region 

% Rotherham Lifestyle Survey  
(Y10) - 2016 

About Right Size 59 53 59 
Overweight 21 29 24 
Underweight 16 11 11.4 
Very Overweight 3 6 3.65 
Very Underweight 2 2 1.75 
 
Rotherham Lifestyle survey results show we match the national picture for young people feeling 
they were about the right size, but higher than Yorkshire and Humberside region.  
 
7.     How Pupils Think and Feel 
 
Pupils were asked to describe the things they felt good about and the things that they did not 
feel so good about.  Overall Y10 pupils said they most felt good about:- 

1. Friendships 
2. Home Life 
3. Future 
4. Myself 
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5. Schoolwork 
6. Relationships 
7. How they look 

 
These are placed in order of the overall results for both boys and girls in Y10. 
 
Both girls and boys felt the best about friendships, and girls rated how they look as what they 
least felt good about, whereas boys felt least good about relationships. 
 
Overall Y7 pupils said they most felt good about:- 

1. Home Life 
2. Friendships 
3. Future 
4. Myself 
5. Schoolwork 
6. Relationships 
7. How they look 

 
Girls in Y7 felt best about friendships, whereas boys felt best about home life. 
 
Girls and boys in Y7 said the same about what they feel least good about as Y10, girls about 
how they look and boys was relationships. 
 
7.1    Problems 
Pupils were asked a follow-up question about how they felt about themselves, asking who they 
would discuss their problems with. 
 
In 2015, no young person in either year said they would speak with their school nurse, and only 
Y7 girls said they would speak with a youth worker.  This has improved in 2016 results, overall 
10 young people said they would choose to speak with their school nurse and 29 young people 
would choose to speak with their youth worker. 
 
YEAR 10 
Ranking Girls Boys 
1 Friend Friend 
2 Family member Family member 
3 Adult at home Adult at home 
4 *Other *Other 
5 I do not have anyone to talk to I do not have anyone to talk to 
6 Member of staff at school Member of staff at school 
7 Youth worker Youth worker 
8 Social Worker Health Professional i.e. GP 
9 Health Professional i.e. GP School Nurse 
10 School Nurse Social Worker 
 
YEAR 7 
Ranking Girls Boys 
1 Friend Friend 
2 Family member Family member 
3 Adult at home Adult at home 
4 *Other *Other 
5 I do not have anyone to talk to Member of staff at school 
6 Member of staff at school Youth Worker 
7 Youth Worker I do not have anyone to talk to 
8 Social Worker Social Worker 
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9 School Nurse Health Professional i.e. GP 
10 Health Professional i.e. GP School Nurse 
 
Analysis of the comments input into the ‘other’ option showed in the majority, pupils said 
multiple choices of the options given or either boyfriend/girlfriend. 
 
 
8.      In School 
 
Pupils were asked a range of questions about being in school and their plans for when they 
leave school. 
 
8.1   Leaving School 
Chart 8.1 below shows the responses from pupils when they were asked what they hope to do 
when they leave school.  
  

 
 
There has been a slight decrease since 2015 of the number of young people overall who said 
they would like to go to university down to 45% (1259) from 46% in 2015, although more Y10 
pupils made this choice. 

• 47% of Y10 chose this option up from 46% in 2015 
• 43% of Y7 chose this option down from  48% in 2015 

More girls than boys have chosen that they would like to go to university, in both Y7 and Y10. 
 
Overall 5.25% of pupils said they hope to leave school and get a job straight away, this has 
increased from 4.5% in 2015 

• 4.2% of Y10 chose this option up from 4% in 2015 
• 6.3% of Y7 chose this option up from 5% in 2015  

 
Overall 9% of pupils said they would like to get an apprenticeship when they leave school, this 
has increased from 8% in 2015. 

• 13.5% of Y10 chose this option up from 12% in 2015 
• 4.6% of Y7 chose this option up from 4% in 2015 

More boys than girls chose that they would like an apprenticeship when they leave school, in 
both Y7 and Y10. 
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Overall 17.3% of pupils said they would like to study at college and then move into 
employment, this has slightly decreased from 18% in 2015. 

• 17.1% of Y10 chose this option down from 19% in 2015 
• 17.6% of Y7 chose this option up from 19% in 2015 

 
Overall there are more young people who aspire to start their own business when they leave 
school.  5% said they would like to start their own business up from 3.5% in 2015. 

• 3.2% of Y10 chose this option up from 2% in 2015 
• 6.8% of Y7 chose this option up from 5% in 2015 

 
There are 18.5% of young people who have not yet made their choice of what they would like 
to do when they leave school, more Y7 fall into this category.  Y7 (21.8%), Y10 (15.1%) 
 
8.2 School Council 
When asked if they felt their school council made a difference, 12% (331) of pupils said yes 
they felt their school council made a difference, this has continued the downward trend over 
past 3 years (17% in 2015). 35% said that they didn’t know whether their school council made a 
difference (30% in 2015), 36.8% said their school council did not make a difference (38% in 
2015) and 16.4% said that they didn’t realise they had a school council (from 15% in 2015). 
Y7 pupils are more likely to feel their school council makes a difference compared to Y10.  
 
8.3  School Nurse 
Pupils were asked if they knew who their school nurse was, overall 43% said yes, this has 
decreased from (45%) in 2015.  More Y7 knew you their school nurse was (43.8%) compared 
to (42.1%) of Y10. 
 
9.     Using Internet 
 
Pupils were asked questions about using the internet, keeping safe and were asked for their 
views about risks using the internet.   
 
9.1 Internet Use & Safety 
The questions in this section support the child-centred borough theme ‘keeping children safe 
and healthy’ and helps with measures to monitor progress for this theme. 
 
Out of the 2806 young people that completed the survey 1.2% (36) young people said they do 
not use the internet at all.  The remaining 98.8% (2770) were asked where they had been 
taught about internet safety and keeping themselves safe on the internet 
 

• 79.5% had learned about internet safety at school, improvement from 65% in 2015. 
• 15% learned about internet safety at home, 29% in 2015. 
• 2% learned about internet safety on-line 2% in 2015 
• 0.75% learned about internet safety through friends, 3% in 2015 
• 1.4% have not learned about internet safety, which is an improvement from 2015, when 

2% had not learned about internet safety. 
 
9.2  Internet and Risks 
Out of the 2770 number of pupils that said they use the internet, they were asked what are the 
main risks when using the internet. 
 
Overall people lying about who they say they are, was rated as the highest risk.  This is a 
change from 2015, when cyber bullying was identified as the highest risk, pupils in 2016 rated 
cyber bullying as the 2nd highest risk.  This was the same for both Y7 and Y10 and girls and 
boys. 
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The ranking overall by Y7 and Y10 pupils is from highest risk to lowest risk 
 

1. People lying about who they say they are 
2. Cyber Bullying 
3. Message from people they do not know 
4. Someone hacking their information 
5. Seeing images that make them uncomfortable 
6. Security issues (viruses) 

 
 
10.     Young Carers 
 
The downward trend of pupils who consider themselves to be a young carer has continued in 
2016.  17% (478) young people said they are a young carer, compared to (21%) from 2015.  
More pupils from Y7, 18.7%  (274) consider themselves to be young carers compared to 15.1% 
(204) Y10. 
 
The census trend from 2011 census figures shows that 12% of young people in Rotherham are 
young carers.   
 
10.1  Young Carers – Caring For 
Out of the 17% (478) young people who identified themselves as young carers we asked them 
who they care for.  Chart 10.1 below shows the % breakdown. 
 

 
 
The majority of pupils said they are caring for their brother or sister, this is more likely to be in a 
babysitting role, taking them to school, rather than having to care for them. 
 
Analysis of data input to ‘other’ option showed in the majority pupils said they were caring for 
more than one person, in the majority Mum and Dad. 
 
10.2 Young Carers – Caring Tasks 
Pupils were asked about what is the main task that they have to help with to support with 
caring.  The pattern is the same as in 2015, the highest three tasks being:- 

• Helping around the house for example cleaning (41.5%) 
• Help look after brother or sister (16.2%) 
• Keeping them company (not wanting to leave the person alone (11.2%) 
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Other tasks that pupils who identified themselves as young carers said they carry out 
• Shopping (5%) 
• Personal Care (3.3%) 
• Help give medicine (4.3%) 
• Help with appointments (0.3%) 
• Taking brother or sister to school (3.4%) 
• Other (14.8%) 

 
The number of pupils saying they carry out personal care tasks has reduced from 6% in 2015. 
Analysis of data input to ‘other’ option showed in the majority pupils were doing multi-tasks of 
the above, in the majority, cleaning and shopping. 
 
10.3 Young Carers – Number of Hours Caring  
Chart 10.3 below shows the % on hours of caring with comparison to 2015.   

 
 
There has been a significant reduction in the number of pupils saying they care for 8 hours or 
more per day down from 13% to 7%.  2016 results showed that 33 young people said they care 
8 hours or more, compared to 89 in 2015. 
 
10.4 Supporting Young Carers 
The majority of pupils who identified themselves as a young carer, would prefer to speak with  
a parent, carer or a family member about any issues arising from being young carers. 
 
7 Y10 pupils said they would speak with someone from the young carer’s service, but no pupils 
in Y7 said they would speak with young carer’s service. 
 
10.4.1  Young Carers Service 
There has been a further increase in the number of pupils who said they had heard about the 
young carers service, out of the young people who had identified themselves as young carers 
44% said they had heard of this service, this is an increase from 33% in 2015. 
 
10.4.2  Young Carers Card 
A Young Carers card was introduced as a pilot to 5 secondary schools in 2014. 
 
This card is now being promoted wider in schools and offered to all secondary schools. 
 
The results from 2015 showed that only 2 schools who participated responded to the question 
of whether pupils had heard of the young carer’s card.  The results in 2016 showed pupils from 
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all 12 schools responded to this question, and out of those who identified themselves as a 
young carer,  17.5% had heard of the card. 
 
11.     Bullying 
 
Bullying trends had decreased in the previous 3 years, but this year the trend has reversed and 
has increased. 
 
 
11.1 Bullying Rates 
Overall pupils reporting they have been bullied has increased to 26% (737) compared to 22% in 
2015.  As in previous years more Y7 pupils were more likely to say they have been bullied 
30.3% (443) compared to Y10, 21.8% (294).  Also as with previous years, there is a higher % 
of girls in both Y7 & Y10 said they were bullied compared to boys in both years.  Chart 11.1 
below shows the bullying rates for boys, girls in Y7 and Y10. 
 

 
 
11.2 Bullying Frequency 
Out of the 737 pupils who said they had been bullied 

• 52.4% of pupils said bullying occurred during school time (from 53% in 2015). 
• 9.3% of pupils said bullying occurred out of school time (from 10% in 2015) 
• 38.3% of pupils said bullying occurred during both of these (from 37% in 2015) 

 
Pupils were asked for to say how frequent the bullying occurred, those who said  they have 
been a victim of bullying:- 

• 20.2% said they were bullied very frequently, almost everyday 
• 27.4% said they were bulled frequently, more than 3 times per week 
• 29.4% said they were bullied often, between 1-2 times per week 
• 23% said they were bullied infrequently between 2-3 times per month 
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11.3 Bullying Reasons 
Chart 11.3 below shows the reasons why pupils said they were bullied. 

 
 
Analysis of data input to ‘other’ option showed in the majority pupils said they were bullied 
because people don’t like or hate me or multi choices of the options. 
 
11.4 Forms of Bullying & Reporting 
Of those 737 pupils who said they had been bullied the most frequent form of bullying is verbal 
(72.4%), followed by physical 10.5%.  Cyber-Bullying has increased from 6% in 2015 to 8.2% in 
2016.  Other forms of bullying are: - Being ignored 5.2% and sexual, inappropriate comments/ 
touching/actions at 3.7%, this form has also increased from 2015 when it was 1%. 
 
 
Cyber bullying data from What About Youth Survey results detail that 15% of young people 
nationally and from Yorkshire & Humberside region have been bullied through this form of 
bullying. 
 
Pupils were asked about reporting bullying 
 
25.7% (190) out of 737 either did not report the bullying or did not know who to report the 
bullying to. (24% in 2015).  Y7 are more likely to report bullying than Y10, this has followed 
same trend as previous years. 
 
Chart 11.4 details below the % rates of the 547 pupils who did report being bullied; whom they 
reported the bullying to. 
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Reporting the bullying to a family member or a member of staff has similar % results to 2015.  
Reporting bullying to a friend has reduced and 10 pupils said they reported bullying to a social 
worker which has increased from zero in 2015.  Analysis of data input to ‘other’ option showed 
in the majority pupils said they reported bullying to either more than one of these options or 
boyfriend. 
 
Out of the 547 who said they had reported being bullied only 58.7% said they received some 
help or support, this has reduced from 65% in 2015.  Girls were more likely to say they received 
help and Y7 more likely to say they received help compared to Y10. 
 
 
11.5  Bullying Benchmarking 
The results from the What About Youth Survey (Y10) show National, Yorkshire & Humberside 
region and Rotherham statistical neighbours, bullying rates are far higher than the results from 
lifestyle survey for Rotherham 2016. 
 
 % 

Nationally 
% 
Y&H 
Region 

% Average 
Statistical 
Neighbours 

% Rotherham Lifestyle 
Survey  (Y10) - 2016 

Experienced 
Bullying 

55 55 55.8 26.7 

 
The question young people age 15 in Y10 were asked in this survey - Have they been bullied at 
least once in past couple of months. 
  
Ditch the Label anti-bullying charity have information on their website saying that nationally 2.5 
million teenagers experience bullying every week and there are 42% of teenagers have 
experienced some form of bullying.  Rotherham lifestyle survey results from 2016 are less than 
this national figure. 
 
12.     Smoking, Drinking and Drugs 
 
12.1 Smoking 
When asked about smoking, 1796 (64%) of pupils said that their home was smoke-free, this is 
a reduction from 2015 when 66% said their home was smoke free.  This result may be due to 
the increase in the use of electronic cigarettes and pupils identified family members who use 
these cigarettes as smokers.  
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To support with the campaign against peer pressure to smoke, young people were again asked 
whether they thought it was OK for young people of their age to smoke. 
 
In 2016 87% (2444) of young people said it was not OK to smoke, this has decreased slightly 
from 2015 when 88% said it was not OK to smoke. This small increase in the number of pupils 
saying it was OK to smoke, has been the increase in the number of Y10 pupils saying it was 
OK to smoke.  In 2016 22.4% of Y10 said it was OK to smoke (19% in 2015) although there 
has been a reduction in the number of Y7 who said they felt it was OK to smoke this has 
reduced to 4.2% in 2016  compared to 5% in 2015.  Overall more girls said it was OK to smoke. 
 
Pupils are asked if they currently smoke cigarettes, overall 2607 (92.75%) of pupils said they 
do not smoke, this is a decrease from 94% in 2015.  There has been a slight increase in both 
Y7 and Y10 of pupils who said they do smoke now.  3% (44) of year 7 pupils said they smoked 
compared to 2% in 2015. 11.5% (155) of Y10 said they smoked compared to 10% in 2015.   
 
The 2607 (92.75%) pupils who said they do not smoke were asked to best describe their 
smoking history. 

• Overall 2234 (85.7%) (80% in 2015) young people said they have never smoked  94.3% 
of Y7 (92% in 2015) and 77.1% Y10 (68% in 2015). 

• Overall 9.5% said they have tried it once (10.5% in 2015).  4.1% of Y7 (5% in 2015) and 
14.9%% Y10 (16% in 2015) 

• Overall 4.8% said they used to smoke by don’t now (4% in 2015)  1.6% Y7 (1% in 2015) 
and 8% Y10 (7% in 2015) 

 
12.1.1 Smoking Benchmarking 
The results from the What About Youth Survey (Y10) are detailed in the table below, showing 
comparisons nationally, regionally and Rotherham statistics. 
 
 % 

National 
% 
Y&H 
Region 

% Average 
Rotherham Statistical 
Neighbours 

% Rotherham Lifestyle 
Survey  (Y10) - 2016 

Young People 
currently 
smoking 

8 9 9.1 11.5 

Young People 
who have never 
smoked 

76 75 75.7 77.1 

 
These statistics show that there is a higher percentage from Rotherham young people in age 
range of Y10 saying they are current smokers, compared to both national and regional picture, 
although there is a higher percentage of young people from Rotherham saying they have never 
smoked. 
 
Data from Health & Social Care Information Centre, who carried out a survey in 2014 of 6173 
young people aged between 11 to 15 year old, shows that 18% said they had smoked at least 
once, therefore 82% have never smoked.  Nationally this is the lowest level since this type of 
survey being in 1982. Rotherham’s figure from this cohort of pupils says that 77.1% have never 
smoked. 
 
12.1.2 Smoking Volumes 
The 199 (7.25%) pupils who said they currently smoke were asked to say how many cigarettes 
they smoked each week.  Chart 12.1 below show the % of number of cigarettes smoked per 
week.  
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12.1.3 Obtaining Cigarettes 
The 199 pupils who said they were smokers, were asked to say where they mainly obtained 
their cigarettes from.  Chart 12.1.3 shows the results below 
 

 
 
The trend in relation to pupils obtaining their cigarettes from friends as the most popular choice, 
has continued in 2016, same as in 2015.  
 
There has been a campaign against the sale of cigarettes to children under age by RMBC 
Trading Standards.  This does appear to have had some impact.  The intelligence from trading 
standards show that the sale of cigarettes to under-age young people is reducing.  The data 
from lifestyle survey results support this intelligence.  In 2015  overall 24.5% of pupils who 
smoked, obtained them from local shops (23% of Y10 and 26% of Y7)  The results from 2016 
show overall 18.8% of pupils who smoked obtained them from local shops (26.1% of Y10 and 
11.5% of Y7).  Girls are more likely to obtain cigarettes from local shops than boys. 
 
Analysis of data input to ‘other’ option showed that pupils were also obtaining cigarettes from:- 

• Local dealers or fag house 4% (9)  
• Take them without permission from friends/family 3.5% (7)  
• Named a local shop 2% (4)  
• I get someone to go into a shop who can get served 1.5% (3) 
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12.1.4 Stop Smoking 
There has been an increase in the % of pupils who said they would like to stop smoking.  In 
2016, overall of those who said they did smoked 34.6% would like to stop this has increased 
from 21% in 2015. 
 
12.2 Electronic Cigarettes 
Overall, there has been a very slight decrease in the percentage of the number of pupils who 
said they have never used an electronic cigarette.  2016 (73.2%) compared to 2015 (73.5%) 
 
Information about the use of electronic cigarettes is detailed in Chart 12.2 below 
 

 
 
86.6% (1445) of Y7 pupils said they have never used an electronic cigarette (89% in 2015) 
59.7% (862) of Y10 pupils said they have never used an electronic cigarette (58% in 2015) 
 
Of the 26.8% (739) of pupils that said they use or have tried an  electronic cigarette, there are 
533 young people who said they are still smoking electronic cigarettes.  206 young people tried 
them but no longer smoke them. 

• 14.8% (79) are in Y10 and use them and smoke normal cigarettes too. 
• 1.7% (9) are in Y7 and use them and smoke normal cigarettes too. 
• 40% (214) are in Y10 and use electronic cigarettes but have never smoked a normal 

cigarette. 
• 17.6% (94) are in Y7 and use electronic cigarettes but have never smoked a normal 

cigarette. 
• 7.5% (40) are in Y10 and use them to help stop smoking normal cigarettes. 
• 3.3% (18) are in Y7 and use them to help stop smoking normal cigarettes. 
• 11.6% (62)  are in Y10 and use them but no longer smoke normal cigarettes. 
• 3.2% (17) are in Y7 and use them but no longer smoke normal cigarettes 

The data is showing that there has been an increase in the number of young people in Y7 that 
are using electronic cigarettes but a decrease in Y10. Boys are more likely to say they are 
smoking e-cigarettes than girls. 
 
12.2.1 E-Cigarettes Benchmarking 
Data from Health & Social Care Information Centre, who carried out a survey in 2014 of 6173 
young people aged between 11 to 15 year old, show that 22% had used an e-cigarette at least 
once; Rotherham is higher than this at 26.85% 
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The results from the What About Youth Survey (Y10) are detailed in table below, showing 
comparison about smoking, the national, regional and Rotherham statistics. 
 % 

National 
% 
Y&H 
Region 

% Average 
Rotherham Statistical 
Neighbours 

% Rotherham Lifestyle 
Survey  (Y10) - 2016 

Have tried an 
Electronic 
Cigarette 
(Yes) 

18 23 23.4 26.8 

These results show that Rotherham has a higher % of young people in age range of Y10 that 
have tried an electronic cigarette, although this does reduce to 14% of the number of Y10 
pupils who say they currently smoke electronic cigarettes. 
 
12.3 Alcohol 
To support the campaign against peer pressure to drink alcohol and get drunk, young people 
were again asked whether they thought it was OK for young people of their age to get drunk.  
The 2016 results show overall that 70.65% (2008) of pupils said it was not OK of young people 
of their age to go and get drunk, this has reduced from 75% in 2015.  The 2016 results show 
that 48.1% (648) of Y10 pupils thought it was OK for young people of their age to get drunk this 
has increased from 44% in 2015. There has been a slight decrease in the number of Y7 pupils, 
the 2016 results show that  6.8% (100) compared to 7% in 2015.   
 
Overall 55% (1571) of all pupils said they have not had a proper alcoholic drink, this has 
improved from 54% in 2015. 

• 79.8% (1165) of Y7 responded that they had not had a proper alcoholic drink (76% in 
2015) 

• 30.2% (406) of Y10 responded that they had not had a proper alcoholic drink (29% in 
2015) 

 
12.3.1 Alcohol – Age Drinking Alcohol 
Chart 12.3.1 below show the % responses to the question for those who said they have had an 
alcohol drink 1235 (45%) what age did you try your first alcoholic drink? 
 

 
 
This data shows a slight change from 2015 results, age 13 was most popular in 2015 as the 
age a young person had their first alcoholic drink with Y10 pupils, this has changed to age 14.  
Y7 age 12 is most popular same as 2015.  The national picture from the What About Youth 
results show the most popular age nationally for a young person having their first alcoholic 
drink is 14 also, matching the Rotherham statistic. 
 
There were 11, Y7 pupils who put 13 as the age they had their first alcoholic drink, this is not 
possible as they would leave Y7 before they reach the age of 13. 
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12.3.2  Frequency of Drinking Alcohol 
Chart 12.3.2 below shows the frequency of those 1235 (45%) who said they have tried alcohol, 
spilt by Y10 and Y7. 
 

 
 

• 13% (161) of pupils have tried alcohol but no longer drink it now. 
• 4.2% of Y7 said they have a drink daily/weekly, this has increased from 2% in 2015.  
• 9.9% of Y10 said they have a drink daily/weekly, almost identical % to 2015 of 10%.  
• The same % of male/female said they drank daily/weekly. 

 
12.3.3 Obtaining Alcohol 
Chart 12.3.3 below shows where the 1074 pupils who said they still drink alcohol, where they 
obtained their alcohol from.   
 
 

 
 
As in previous years, the majority of both Y7 and Y10 pupils get their alcohol from family 
members (with their knowledge).  The results from pupils being able to obtain alcohol from local 
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shops is similar % as 2015, and more boys seem to be able to obtain alcohol from local shops 
compared to girls.  As with 2015 results supermarkets are lower than local shops as a location 
where young people can obtain alcohol.  The lowest location from 2016 results where young 
people can obtain alcohol is restaurants and pubs, which suggest that their strict enforcement 
for ID and enforcing the law on underage drinking is relevantly successful. 
 
Analysis of data input to ‘other’ option showed in the majority pupils said they were obtaining 
alcohol in the majority either on holiday or at time of celebrations e.g. weddings or birthdays.  
 
12.3.4  Alcohol Stop Drinking 
Of the pupils that said they drink alcohol 7.2% of Y7 and 3.9% of Y10 said they would like help 
to stop drinking.  
 
12.3.5 Alcohol Benchmarking 
Data from Health & Social Care Information Centre, who carried out a survey in 2014 of 6173 
young people aged between 11 to 15 year old, shows that 38% of young people had tried 
alcohol at least once, the lowest proportion since 1982; this is a lower % than Rotherham when 
45% said they have tried alcohol at least once. 
 
The results from the What About Youth Survey (Y10) are detailed in table below, showing 
comparison about drinking alcohol with the national, regional, Rotherham statistical neighbours 
and Rotherham lifestyle survey 2016 results. 
 
 % 

National 
% 
Y&H Region 

% Average 
Rotherham Statistical 
Neighbours 

% Rotherham Lifestyle 
Survey  (Y10) - 2016 

Have You Ever 
Had An 
Alcoholic Drink 
- Yes 

62 66 74.4 69.8 

  
 
12.4 Drugs 
To support the campaign against peer pressure to try drugs, pupils were again asked if they 
thought it was OK for young people of their age to use drugs. 
The 2016 results show that  

• 97.2% (1419) of Y7 said it was not OK to use drugs, this has reduced from 98% in 2015  
• 89.9% (1210) of Y10 said it was not OK to use drugs; this has slightly reduced from 

90% in 2015. 
• More boys than girls said it was OK to use drugs, same as 2015. 

 
12.4.1 Using Drugs 
84.5% (1137) of young people in Y10 said they have never tried any type of drug; this has 
reduced from 87% in 2015. 
97.1% (1418) of young people in Y7 said they have never tried any type of drug; this has 
reduced from 98% in 2015. 
Chart 12.4.1 below shows the details of the % of pupils who have never tried drugs.  
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12.4.2 Types of Drugs 
Pupils were asked if and how often they had taken various types of drugs.  The results are 
shown below and are split into separate information for year 7 and year 10 responses: 
 
The results from 2015 showed that cannabis and legal highs were the most popular form of 
drug that had been tried by pupils in Y7. Chart 12.4.2 (Y7) below shows the types of drugs that 
have been tried by the 2.9% (42) pupils in Y7.  In 2016 the most popular forms tried by Y7 are 
cannabis and solvents.  There is a slight difference between boys and girls; cannabis was the 
most popular choice with boys with solvents being 2nd most popular choice.  Girls’ results show 
that solvents are the most popular choice with cannabis being 2nd.  
 

 
 
The results from 2015 showed that cannabis was the most popular form of drug tried by Y10, 
with ecstasy, legal highs and solvents being in equal 2nd for the form of drug tried by Y10 
pupils.  Chart 12.4.2 (Y10) below shows the types of drugs that have been tried by the 15.5% 
(209) pupils in Y10. In 2016 the most popular form tried by Y10 overall are cannabis and legal 
highs. 
 
There is a slight difference between boys and girls; cannabis was the most popular choice with 
both, although girls 2nd most popular form of drug tried was equal between cocaine and legal 
highs.  Boys 2nd most popular choice was equal between solvents and legal highs. 
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12.4.3 Frequency of Drugs 
Out of the overall 9.2% (251) pupils that said they have tried some type of drug, they were 
asked how frequent they have tried drugs.  Chart 12.4.3 below details their responses. 
 

 
 

• Out of the Y7 pupils who said they had tried drugs 44% have only tried drugs once 
• Out of the Y10 pupils who said they had tried drugs 31.3% have only tried drugs once 

 
Pupils were asked when they had last tried drugs, out of the overall 251 pupils who said they 
have tried drugs:- 
 

• 32.7% said they had tried drugs in the last week 
• 20.6% said they had tried drugs during in the last month 
• 16.6% said they had tried drugs in the last year 
• 30.1% said it was more than a year ago since they had tried drugs 

 
Overall out of 251 pupils that said they have tried some type of drug 19% would like help to 
stop taking drugs, this has increased from 11% in 2015.  More girls than boys said they would 
like help to stop using drugs. 
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12.4.2 Drugs Benchmarking 
Data from Health & Social Care Information Centre, who carried out a survey in 2014 of 6173 
young people aged between 11 to 15 year old, shows that 15% of pupils said they had tried 
some drug.  This is a higher average than Rotherham lifestyle survey results for 2016 when 
overall 9.2% said they have tried drugs at least once. 
 
The results from the What About Youth Survey (Y10) are detailed in the table below, showing 
comparisons around trying drugs, with the national, regional, Rotherham statistical neighbours 
and Rotherham lifestyle survey 2016 results. 
 
 % 

National 
% 
Y&H 
Region 

% Average 
Rotherham 
Statistical 
Neighbours 

% Rotherham 
Lifestyle Survey  
(Y10) - 2016 

Have you ever tried 
cannabis? 
 

11 10 8.9 7.6 

Have you ever tried 
any other drug? 

2 2 1.8 2.8 

 
 
 
13.     Sexual Health 
 
Pupils were asked about what they have been taught at school as part of their personal, social 
and health education, in relation to sexual health.  There were different questions asked for Y7 
and Y10 pupils to make them age appropriate.  Y10 pupils were asked questions about sexual 
relationships. 
 
13.1 Sexual Health Education 
Pupils were asked if they had been taught about specific subjects at school. 
The charts 13.1 (Y7) and 13.1 (Y10) below show the pupils who said yes they have received 
education in these subjects. 
 

 
 
61.2% of Y7 pupils said they have been taught about CSE, this is an improvement from 54% in 
2015. 
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91.5 % of Y10 pupils said they have been taught about CSE, this is an improvement from 71% 
in 2015. 
 
 
13.2 Sexual Health Y10 Only 
Pupils in Y10 were asked if they have had sexual intercourse 
The results in 2015 showed that 23% of pupils in Y10 said they have had sex; this has reduced 
to 19.2% (258) in 2016, although a further option was added to the choice of ‘prefer not to 
answer this question’ and 9.7% (131) chose this option.  In a reverse of the trend from 2015 
results more girls said they have had sex, than boys. 
 
Out of the pupils who said they have had sexual intercourse 24% said they had sex after 
drinking alcohol and taking drugs, this is an increase from 7% in 2015 when pupils were given 
the option to say if they have had sex after drinking alcohol. 
 
13.3 Contraception  
Pupils, who responded that they had sexual intercourse, were asked about what type of 
contraception they had used.  Chart 13.3 below details the responses overall and male/female 
split. 
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Pupils saying they did not use any form of contraception has improved in 2016 results, with 
20% saying they did not use contraception compared to 22% in 2015. 
 
Analysis of pupils who chose the option ‘other shows that in the majority the responses were, 
using more than one method of contraception i.e. pill and condom. 
 
13.4 Sexual Health Advice 
Pupils in Y10 were all asked where they would go for sexual health advice.  Responses are 
detailed in chart 13.4 below and split into male/female responses. 
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The results show that young people discuss sexual health with their friends above any other 
person available.  Girls are more likely to go for sexual health advice from their G.P., Youth 
Clinic or Family Planning clinic than boys.  Boys are more likely to speak with a school nurse or 
look for advice on line. 
 
14.     Your Town and Local Community 
 
Pupils were asked questions about youth centres, town centre and their local community. 
 
14.1  Youth Centres 
There has been an increase in the number of pupils who said they have visited either a Youth 
Centre or a Youth Clinic, the results overall in 2015 showed that 13% of pupils said they have 
visited a youth centre, this has improved to 23.7% from 2016 results. 
There is a higher proportion of girls who said they have visited a youth centre compared to 
boys. 
 
14.2 Town Centre 
Pupils were asked about their visits to Rotherham Town Centre. They were asked do you 
regularly go into Rotherham town centre (at least once a week), 26% (732) of pupils said yes, 
this is slightly down from 2015 when 27% said yes.  More girls in both year groups were more 
likely to visit Rotherham town centre regularly.  Although from the following subsequent 
questions only 10.6% (299) young people said they had never visited Rotherham town centre. 
 
For those 732 who said they visit the town centre regularly a further question was asked about 
the main reasons why they visit.  Chart 14.2 below details their responses. 
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Overwhelmingly shopping is the main reason why pupils visit town centre. 
Analysis of the responses to the option ‘other’ show that pupils either said multiple responses to 
the choices offered, also dentist, opticians and concerts were said as reasons for visiting. 
 
14.3  Feeling Safe 
Pupils are asked to say where they feel safe and since the survey in 2014 subsequent 
questions have been asked specifically around town centre locations.  (The questions for 2016 
survey were changed slightly to ascertain how safe young people are feeling; with the options 
of always feeling safe, sometimes feeling safe or never feeling safe replacing yes I feel safe or 
no I don’t feel safe). 
 
Overall the results show  
At home 

• 92.6% of pupils said they always feel safe at home 
• 6.2% of pupils said they sometimes feel safe at home 
• 1.2% of pupils said they never feel safe at home  

Compared to 2015 results 94% said they feel safe at home and 6% said they did not feel safe 
at home. 
 
At school 

• 66.4% of pupils said they always feel safe at school 
• 29.5% of pupils said they sometimes feel safe at school 
• 4.1% of pupils said they never feel safe at school 

Compared to 2015 results 56% said they felt safe at school and 44% said they did not feel safe 
at school 
 
On Way to and from school 

• 62.8% of pupils said they always feel safe on way to and from school 
• 32.5% of pupils said they sometimes feel safe on way to and from school 
• 4.7% of pupils said they never feel safe on way to and from school 

Compared to 2015 results 43% said they felt safe on way to and from school and 57% said 
they did not feel safe. 
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On local buses and trains 

• 34.6% of pupils said they always feel safe on local buses and trains 
• 55.7% of pupils said they sometimes feel safe on local buses and trains 
• 9.7% of pupils said they never feel safe on local buses and trains 

Compared to 2015 results 20% said they felt safe on local buses or trains and 80% said they 
did not feel safe. 
 
In your local community, where you live 

• 54.5% of pupils said they always feel safe in the community where they live 
• 39.5% of pupils said they sometimes feel safe in the community where they live 
• 6% of pupils said they never feel safe in the community where they live 

Compared to 2015 results 37% said they felt safe in their local community and 63% said they 
did not feel safe. 
 
14.3.1 Feeling Safe Rotherham Town Centre 
Chart 14.3.1 below details how safe pupils said they feel in Rotherham town centre, central bus 
interchange and Rotherham train station, they also had the option to respond they have never 
visited these location, so cannot comment about safety. 
 

 
 
There has been an improvement in the percentage of pupils feeling safe in Rotherham town 
centre.  2015 results showed that 18% of pupils said they felt safe in town centre and 82% said 
they did not feel safe, overall the 2016 results show that 24.6% of pupils said they always feel 
safe, 45.4% said they sometimes feel safe and 19.3% said they never feel safe. 
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14.3.2  Feeling Safe Rotherham Town Centre Interchange 
Chart 14.3.2 below describes how pupils feel about central bus station in Rotherham 
 

 
 
There has been an improvement in the percentage of pupils feeling safe at Rotherham’s central 
bus station.  2015 results showed that 15% of pupils said they felt in this location and 85% said 
they did not feel safe, overall the 2016 results show that 23.6% of pupils said they always feel 
safe, 38.3% said they sometimes feel safe and 16.1% said they never feel safe, 22% of pupils 
overall said they have not used Rotherham central bus station. 
 
14.3.3 Feeling Safe Rotherham Train Station 
Chart 14.3.3 below describes how pupils feel about Rotherham train station. 
 

 
 
There has been an improvement in the percentage of pupils feeling safe at Rotherham’s train 
station.  2015 results showed that 8% of pupils said they felt in this location and 92% said they 
did not feel safe, overall the 2016 results show that 17% of pupils said they always feel safe, 
27.7% said they sometimes feel safe and 14.5% said they never feel safe, 40.8% of pupils 
overall said they have not used Rotherham train station. 
 
Each of the town centre locations have shown improvement of pupils saying they feel safe. 
More pupils said they never felt safe at Rotherham train station, compared to the other two 
town centre locations.  Boys are more likely to feel safe, compared to girls. 
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14.4 Town Centre Risks 
Pupils were asked to think about safety and town centre locations and rank the statement to 
what they felt the biggest risk was to their safety. Overall these were rated from the highest risk 
(1) to the lowest risk (10):- 
 

1. Fear of large groups/gangs 
2. Being approached by people who are drunk 
3. Protests or Marches 
4. Dark Nights 
5. Being approached by strangers 
6. Being alone 
7. Poor Lighting 
8. Football match days 
9. Lack of visible security for example police, wardens 
10. People standing outside pubs 

 
The results from 2015 showed that the top 3 risk reasons were, (1) being approached by 
strangers, (2) fear of large groups/gangs and (3) lack of visible security.  Visible security has 
improved as this is now rated as the 9th in the risk list, replaced in 3rd place by protests and 
marches. 
 
14.5 Town Centre Improving Feeling Safe 
Pupils were asked to rate in order, what they felt could be put in place to improve the town 
centre to mitigate the risk of children and young people feeling unsafe.  Overall these were 
rated from highest importance (1) to lowest (6):- 
 

1. Better CCTV 
2. Fewer Large Groups/Gangs 
3. Cleaner town centre environment 
4. The presence of more security for example police or wardens 
5. Fewer protests and marches 
6. Better lighting 

 
14.6 Your Local Community 
Pupils were asked which statement best describes the way in which people from different 
backgrounds get on with each other.  The majority of pupils felt that people from different 
backgrounds mixed well, but there has been some problems 31.2%, compared to 41% in 2015. 
This is closely followed by, everyone mixes well together with very few problems 29.5%.  Pupils 
said the people from different groups do not get on well together and there has been lots of 
problems has increased to 12.9% from 9% in 2015. 
 
14.7 Living in Rotherham 
Views from young people were again asked in 2016 about their thoughts on living in 
Rotherham.   
 
14.7.1 Recommending Rotherham  
Chart 14.7.1 details pupils’ views on the whether they would recommend Rotherham as a place 
to live.  These show the overall picture, a split by Y7 and Y10 and a split boys and girls. 
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Overall 31.7% of pupils said ‘no’ they would not recommend Rotherham as a place to live.  This 
has reduced from 34% in 2015.  Although there has also been a reduction in the % of pupils 
who said they would definitely recommend Rotherham as a place to live, overall 2016 this is at 
14.8% from 18% in 2015.  Y7 pupils overall are more likely to recommend Rotherham as 
somewhere to live, compared to Y10 and more boys would recommend Rotherham as a place 
to live compared to girls. 
 
14.7.2 Future Living in Rotherham 
Chart 14.7.2 details pupils’ views on the whether they would like to be living in Rotherham in 10 
years’ time.  These show the overall picture, a split by Y7 and Y10 and a split boys and girls. 
 

 
 
Overall 37.5% gave the response ‘no’ they would not like to be living in Rotherham in 10 years’ 
time.  This is a reduction from 48% who gave this response in 2015.  There has been a small 
reduction in the % of pupils who said they would definitely like to be living in Rotherham in 10 
years’ time, this has reduced from 14% in 2015 to 13.5% in 2016.   
 
The same trend as in 2015 as followed with a significantly higher % of Y10 giving a negative 
response to this questions and saying they do not want to be living in Rotherham in 10 years’ 
time compared to Y7, although in 2015 61% of Y10 said no to this question compared to 55.7% 
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in 2016.  Also the same trend followed with more girls than boys saying they would not like to 
be living in Rotherham in 10 years’ time. 
 
15.     Your Views & Experiences 
 
Capturing the voice of the child is a high priority for Rotherham council and its partners, 
therefore questions were added in 2015 to the survey to ask them if they felt listened to, taken 
seriously and then their views acted upon. 
The number of pupils who responded ‘yes’ to these questions, is detailed in the chart 15 below 
 

 
Overall there has been a reduction in the % of pupils who felt their voice was listened to, taken 
seriously and their voice acted upon 

• Voice listened to, reduced from 66% in 2015 to 53% in 2016 
• Pupils views being taken seriously, reduced from 59% in 2015 to 39% in 2016 
• Pupils’ views being acted upon reduced from 45% to 27.2% in 2016. 
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1. Summary 
There is a priority in the Improvement Plan for Rotherham Council to become a Child-Centred 
Borough.  The aim of the Child-Centred Borough is for communities of children, young people 
and adults, including elected members to combine their resources to support every child to be 
the best they can. 
 
A paper has been approved by cabinet which sets outs the aspirations for Rotherham to 
become a borough that is recognisably child centred.  A member led working group will develop 
and oversee a strategy that will focus on the following principles 
 

• A focus on the rights and voice of the child 
• Keeping children safe and health 
• Ensuring children reach their potential 
• An inclusive borough 
• Harnessing the resources of communities 
• A sense of place 

 
The success of the child-centred borough strategy can be measured by a range of indicators in 
the annual Lifestyle Survey for Y7 (age 11/12 years) and Y10 (age 14/15 years) pupils. 
 
The Lifestyle is an annual survey that is offered to schools and pupil referral units for two age 
groups of children.  This is a survey that has been ongoing since 2008. 
 
This report covers potential indicators and trend analysis since 2014 which could be used to 
support measuring the progress of the child-centred strategy. 
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2. Focus on the rights and voice of the child 
 
2.1 Being proud about Rotherham 
Young people in the lifestyle survey are asked if they would recommend living in Rotherham 
and would they like to be living in Rotherham in 10 years’ time. 
This questions allows young people to have their voice heard about their town and community 
and if they are proud of their town. 
 
The results shown show the trend between 2015 and 2016. 
 

 
Overall for 2015 
 16% of girls said they would recommend Rotherham as a place to live 
 35% of girls said they would not recommend Rotherham as a place to live 
 49% of girls were undecided 
 22% of boys said they would recommend Rotherham as a place to live 
 33% of boys said they would not recommend Rotherham as a place to live 
 55% of boys were undecided 

 

 
 
Overall for 2016 
 13% of girls said they would recommend Rotherham as a place to live 
 31% of girls said they would not recommend Rotherham as a place to live 
 56% of girls were undecided 
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 17% of boys said they would recommend Rotherham as a place to live 
 31% of boys said they would not recommend Rotherham as a place to live 
 52% of boys were undecided 

 
It is evident that the decline in pupils not wanting to recommend Rotherham as a place to live 
happens by the time pupils reach Y10. 
 

 
 
Overall for 2015 
 11% of girls said they would like to be living in Rotherham in 10 years’ time 
 53% of girls said they would not like to be living in Rotherham in 10 years’ time 
 36% of girls were undecided 
 16% of boys said they would like to be living in Rotherham in 10 years’ time 
 34% of boys said they would not like to be living in Rotherham in 10 years’ time 
 50% of boys were undecided 

 

 
 
Overall for 2016 
 9% of girls said they would like to be living in Rotherham in 10 years’ time 
 44% of girls said they would not like to be living in Rotherham in 10 years’ time 
 47% of girls were undecided 
 12% of boys said they would like to be living in Rotherham in 10 years’ time 
 42% of boys said they would not like to be living in Rotherham in 10 years’ time 
 46% of boys were undecided 
The trend for not wanting to live in Rotherham in 10 years’ time continues from Y7 through 
to Y10 for both boys and girls. 
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Possible Actions: 
 Develop survey for children in Y10 and above to ask them what would encourage them 

to want to recommend Rotherham as a place to live and want to live in Rotherham in 
the future? 

 
 Promotion in schools to the benefits of living in Rotherham, what does Rotherham have 

to offer young people, what is planned for the future for Rotherham. 
 
3. Keeping Children Safe & Healthy 
 
3.1   Feelings and Mental Health 
The lifestyle survey asks pupils questions about their feelings, what do they usually feel good 
about, this aims to ascertain how healthy children are feeling about their mental health. 
 
The trend between 2014 and 2016 has shown that rated the highest for feeling good with an 
average of 85% (2385) children feel good about their home life. 
Rated the lowest for feeling good with an average of 57% (1599) children feel good about the 
way they look, this is higher for girls than boys. 
 
3.2 Talking about mental health issues/problems  
Young people are asked who they would discuss their problems and issues with. 
The results in 2014, 2015, and 2016 followed the same trend for both Y7 and Y10. 
Most young people would prefer to talk to a friend or a family member if they have any 
problems that are worrying them. 
 
In 2016 more young people are choosing to speak with their youth worker or school nurse. 
 
Possible Actions 
 PSHE Leads at school to ensure that positive body image in included in the curriculum. 
 All schools display information where young people can go for help if they have 

concerns about their mental health. 
 Include links to mental health support services in 2017 Lifestyle Survey on Survey 

Monkey 
     
3.3 Bullying 
Childhood bullying can have lasting effects on Mental Health.  Studies have found a link 
between bullying and a higher risk of mental health problems. 
 
Pupils are asked in the lifestyle survey if they have experienced bullying.  
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The % of children who said they have been bullied has increased in 2016. 
On average, bullying rates for overall Y7 and Y10 are 
 2014 - 28% 
 2015 – 22% 
 2016 – 26% 

The split of data by boy/girl was not done for the bullying questions in 2016. 
The data shows that more Y7 children said they have been bullied and more girls said they had 
been bullied. 
 
3.3.1 Receiving support after being bullied. 
From the pupils who said they had been bullied, these are the figures for the young people who 
said they received some support. 
 

 
 
The % of children who said they have been supported after being bullied has increased in 
2016. 
On average, the % rates for pupils who have been supported after being bullied, overall Y7 and 
Y10 are 
 2014 - 55% 
 2015 – 55% 
 2016 – 58% 

 
Possible Actions 
 Raise awareness of bullying with Y7 pupils or Y6 pupils at transitions from primary 

school.  Clear information on how to report bullying and preventative activities. 
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3.4 Smoking 
Young people are asked if they live in a smoke-free home, this is explained to them that no 
members of their family are smokers. 
 

 
 
The data shows that more year 7 pupils say their home is smoke free. 
On average over the 3 years it is 65% who say they live in a smoke free home. 
 2014 – 66% 
 2015 – 66% 
 2016 – 64% 

 
The decline in the % of pupils saying they come from a smoke free home could be attributed to 
the increase of use in electronic cigarettes.  More pupils in 2016 said they have tried an 
electronic cigarette. 
 
Possible Actions 
 PSHE Leads at school highlight the issues with smoking both tobacco and electronic 

cigarettes. 
 All schools to participate in activities to support No Smoking Day/Week 
 Links to support for stopping smoking to be included in 2017 survey on Survey Monkey. 

 
3.5 Drugs 
Young people are asked if they have ever tried drugs.  It has been identified a possible 
measure for Child-Centred Borough around health, is look at Y10 pupils who have said they 
have tried drugs, even if this was just once. 
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The data shows that there is an increase in the % of Y10 who have said they have tried drugs. 
 
Possible Actions 
 PSHE Leads at school highlight the issues around drugs in particular in Y10. 
 Links to support for stopping using drugs to be included in 2017 survey on Survey 

Monkey. 
 
4 Ensuring Children Reach Their Potential 
The lifestyle survey asks pupils what are their aspirations for when they leave school. 
Pupils in Y10 at the time of the survey have just one further year at a secondary school, before 
making choices what they would like to do next.  Pupils in Y7 are just completing their first year 
of secondary school.   
 

 

 
 
For both Y7 and Y10 the trend has continued with the most popular choice for what pupils 
would like to do when they leave school being go to university. 
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Over the past 2 years through there has been an increase in the % for pupils choosing they 
would like to get an apprenticeship or start their own business 
 
On average overall the % choices are 
 
 University – 46% 
 College then a job – 19% 
 Don’t know yet – 17% 
 Apprenticeship – 11% 
 Job straight from school – 5% 
 Start own business – 2% 

 
Possible Action: 
 Ensuring there is support to pupils at school with information about starting own 

business – work with RIDO 
 
5. Harnessing the resources of communities 
There are no specific measures identified that could be extracted from the lifestyle survey.  
There is potential to add further questions to the survey. 
 
Pupils being involved with their school council are a volunteer opportunity for pupils to engage 
with school projects and be part of democratic processes. 
 
Pupils are asked in the survey, do you think your school council makes a difference. 
 

 
 
 
Overwhelmingly the lowest % is pupils saying that their school council makes a difference. 
 
Possible Action: 
 Joint working with voluntary sector to identify potential questions that could be added to 

the survey to support this theme.  A question could be asked if pupils are involved in 
volunteering. 

 Ask school to promote their school council and communicate the benefits to pupils of 
being involved in school democratic processes. 

 
6. A Sense of Place 
 
6.1 Visiting Rotherham Town Centre 
We want children to be proud of their home town and community and want to share positive 
messages about Rotherham.  We want children and young people to feel safe when they in 
their local community and when they visit Rotherham town centre. 
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Young people were asked if they regularly visit Rotherham town centre, this is at least once per 
week. 

 
 
There has been a downward trend of young people visiting Rotherham Town Centre.  More 
girls did respond that they do visit the town centre.  
 
6.2       Feeling Safe Town Centre & Local Community 
The 2016 questions around safety were altered slightly to ascertain the level of feeling 
safe/unsafe.  In 2014 and 2015 surveys young people were asked to state yes/no whether they 
felt safe or not.  There have been significant improvements from young people saying they feel 
safe in the 2016 results. 
 
 Year 7  

 

2014 
Yes I feel 

safe 

2015 
Yes I feel 

safe 

2016 
I always feel 

safe 

2016  - I 
sometimes 

feel safe 

2016 
I never 

feel safe 

In my local community 613 (28%) 503 (31%) 833 (58%) 555 (38%) 57 (4%) 

In Rotherham town 
centre 181 (8%) 162 (10%) 403 (28%) 672 (46%) 155 (11%) 

At Rotherham Town 
Centre   Bus 
Interchange 

136 (6%) 211 (13%) 365 (25%) 535 (37%) 
 

157 (11%) 

At Rotherham Train 
Station 100 (5%) 40 (2%) 236 (16%) 399 (28%) 191 (13%) 

 
 Year 10  

 

2014 
Yes I feel 

safe 

2015 
Yes I feel 

safe 

2016 
I always 
feel safe 

2016  - I 
sometimes 

feel safe 

2016 
I never 

feel safe 

In my local community  739 (38%) 595 (40%) 52% 41% 7% 

In Rotherham town 
centre  241 (12%) 267 (18%) 270 (20%) 587 (44%) 348 (26%) 

At Rotherham Town 
Centre Bus 
Interchange  

246 (13%) 297 (20%)  296 (22%) 530 (40%) 286 (21%) 

At Rotherham Train 
Station 194 (10%) 267 (18%) 234 (18%) 370 (28%) 209 (16%) 
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6.3  Main reason for feeling unsafe 
Pupils who said they did not always feel safe in the Rotherham Town Centre locations including 
town centre bus interchange and train station, were asked for the main reasons why they did 
not feel safe. 
 
These are the top 3 reasons that young people have said over the past 3 years. 
Fear of gangs or large groups, bring approached by strangers and protests and marches are 
prominent reasons for feeling unsafe for both Y7 and Y10. 
 

Year 7 
Risk  
Rating 

2014 2015 2016 

1 Being approached by 
strangers 

Being approached by 
strangers 

Fear of large gangs or 
groups 

2 Being Alone Fear of large gangs or 
groups 

Being approached by 
drunks 

3 People Standing Outside 
Pubs 

Lack of visible security i.e. 
police or warden 

Dark nights 

 
Year 10 

Risk 
Rating 

2014 2015 2016 

1 Being approached by 
strangers 

Being approached by 
strangers 

Fear of large gangs or 
groups 

2 Fear of large gangs or 
groups 

Fear of large gangs or 
groups 

Protests or Marches 

3 Lack of visible security i.e. 
police or warden 

Being Alone Being approached by 
drunks 

Possible Action 

 Promote the ongoing work that has happened in Rotherham Town Centre and Bus 
station to improve the safety and well-being of children and young people. 

 Share information in schools about safety, town centre and how to report a problem. 

 



Dr Julie Kitlowski, Chair 
Chris Edwards, Chief Officer 
Rotherham CCG 

Dear Julie and Chris, 

RE: Improvement and Assessment Framework Checkpoint Meeting 

Thank you for meeting with us on 9 February 2017 for your Quarter 3 CCG 
checkpoint meeting. The purpose of this letter is to provide a summary of our 
discussion.  

Planning  
We discussed the CCG’s operational plan for 17/18 and 18/19 and you articulated 
your confidence that the level of commissioned activity will maintain national 
standards and quality of care for patients. We acknowledged the additional 
investment into Mental Health services, and we acknowledged that RTT delivery 
may be challenged, with risk being mitigated with elective growth built into the 
contract with TRFT. 

We discussed the CCG’s £10m QIPP and you felt that this was a challenging, but 
manageable ambition. You described your process for oversight and delivery of 
QIPP, and articulated your focus on risk. You explained your confidence in the 
deliverability of your QIPP schemes and confirmed that these schemes would not 
have an adverse impact on patient care. We discussed the partnership approach 
that you have taken to contracting and the strength of the GP leadership in 
developing QIPP schemes, and finally, we discussed your contingency plans and 
mitigations. 

We discussed the process of planning for 17/19 and 18/19, and the process of 
signing plans off. I explained that NHS England and NHS Improvement would, over 
the coming weeks undertake a joint exercise to triangulate commissioner and 
provider plans to test planning assumptions. We would feedback the result of this in 
advance of a final submission of plans required on 27 February 2017. Given the 
open and transparent relationship you describe between the Trust and the CCG, we 
are not expecting to see material differences in commissioner and provider plans.  

Following the final submission, we expect to be able to sign off the Rotherham plan 
in mid-March, ready for implementation on 1 April 2017.  

Direct  0113 825 0665 
Date: 17 February 2017 

NHS England – North  (Yorkshire & the 
Humber) 

Oak House 
Moorhead Way 

Rotherham 
S66 1YY 

Appendix C



 

Performance & Delivery  
We discussed the A&E performance at TRFT and acknowledged the challenged 
position, with performance not yet recovering from winter pressures. The Intensive 
Support Team (IST) and been invited back to support the Trust with flow. You 
described a system wide approach to recovery of the ED standard, with actions 
focussed across the whole urgent and emergency care pathway. You explained the 
challenges with patients within the hospital who are medically fit for discharge 
(MFFD) but are unable to be discharged due to the availability of packages. You are 
exploring the possibility of Age UK providing additional support within the hospital to 
support MFFD to transport and embed patients at home, but have experienced some 
difficulties in expediting this.  
 
We discussed the positive impact of the EMS system, and discussed the possibilities 
of rolling this out across South Yorkshire and Bassetlaw.  
 
We discussed the challenges in diagnostic performance. You confirmed that 
outsourcing arrangements continue in key specialties, and that additional capacity is 
now in place in TRFT, with recruitment continuing, to enable step-down of 
outsourcing arrangements in March 2017.  These actions have had a positive impact 
on waiting lists, and trajectories indicate recovery of the standard by the end of 
March 2017. 
 
General Practice Forward View (GPFV) 
We discussed your GPFV plan, and confirmed that the plan had been rated as 
Amber. We noted the significant national challenge, and acknowledged your work 
over the coming year would focus on the following priorities: 
 

(i) Estates;  
(ii) The provision of better business intelligence to primary care; 
(iii) Developing and enabling an alternative primary care workforce.  

 
We discussed the transformation of primary care and the CCG’s approach to 
delivering resilient General Practice. We discussed the establishment of a GP 
federation and the community interest model. You described your focus on training 
and the development of the GP and wider primary care workforce all of which will 
enable the sustainability of General Practice. 
 
Commissioning Reform 
We discussed commissioning reform including the on-going discussions within the 
STP team and between CCGs about the development of accountable care systems, 
commissioning for place and commissioning across South Yorkshire and Bassetlaw.   
 
You confirmed that your Governing Body has discussed all of these developments, is 
committed to maximising efficiencies in commissioning, but keen to work through the 
arrangements in terms of its statutory responsibilities.   
 
It will be important that you continue to engage with your Governing Body and 
membership so that the CCG is ready to move (collaboratively with the other four 
CCGs) towards a reformed commissioning system from the beginning of 2017/18. 
 



 

 
 
We recognised the work of Dr Julie Kitlowski, Chair, and acknowledged her 
impending retirement. Dr Cullen has been nominated to replace Dr Kitlowski, and will 
commence in post on 1 April 2017, subject to ratification from the membership 
committee.  
 
Thank you for your continued work to secure improvement in health services and 
outcomes for your population. Please do not hesitate to contact me should you wish 
to discuss this letter, or require any further information. 
 
 

 
Alison Knowles 
Locality Director – NHS England North (Yorkshire and the Humber) 
 

 

 



Governing Body – 1st March 2017 

Lead Executive: Keely Firth, Chief Finance Officer 

Lead Officer: Wendy Allott 

Lead GP: Dr Richard Cullen, GP lead for Finance and Governance 

 FINANCIAL PLAN 2017-18 

1. INTRODUCTION
This paper informs Governing Body Members of the plans sent by the CCG to NHSE supporting the
4th cut of financial templates submitted on 27th Feb 2017 and seeks approval of the financial plan for
2017/18.

2. CCG FINANCIAL OBLIGATIONS - CCG is planning to achieve the NHSE business rules as follows:

1% Operating Surplus £4m for RCCG 
1% Recurrent headroom £4m for RCCG 
0.5%   Contingency £2m for RCCG 

3. ROTHERHAM CCG 2017/18 ALLOCATION ASSUMED IN PLANS

The illustration below shows the movement between the 2016/17 recurrent allocation and the 2017/18
allocation. Appendix A sets out the source of funds and the use of funds for additional information.

4. PLANNING OBLIGATIONS

There are more details about service specific priorities in the main CCG plan narrative which will be
submitted alongside plans which will also cover how they link to the STP. Assurance is given in this
paper that the financial strategy has been developed to underpin these objectives which include the
following:

(i) Demand management initiatives in key areas including those highlighted in the Right Care 
packs, reduced referrals and first to follow up activity reduced to peer average;  

(ii) Elective Care Redesign - areas of innovation being developed; 

(iii) The opening of the new Urgent and Emergency Care Centre will transform the pathway 
ensuring that primary and secondary care services will be safeguarded for the future and 
delivered 24 hours a day, seven days a week;  

Growth Primary CareGrowth funding net of HRG4+

2017/18 ALLOCATION

£398.3m+

Draw down

ORIGINAL 
BASELINE 

ALLOCATION 
£395m

£1.6m £0.6m £1.2m
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(iv) The award winning social prescribing service will continue to promote self-care, prevention 
and better management of long term conditions as part of the outcomes for those identified 
at high risk of admission to hospital; 

 

(v) Our Care Coordination Centre is well established and could expand to cover a wider cohort of 
services including mental health, voluntary and social care sector services with improved access 
through a comprehensive directory of services;  
 

(vi) Rotherham has a placed based plan and will promote an Accountable Care System – the 
details are covered elsewhere in this supporting document; 

 

(vii) Rotherham CCG has a dedicated and effective medicines’ management team who have 
already successfully improved prescribing processes in GP Practices whilst reducing waste. 
They will expand this rolling programme and continue to support specific workstreams such as 
Diabetes and End of Life care to optimise the outcomes and experience for patients; 

 

(viii) Rotherham CCG has a strong in-house CHC team who have demonstrated over the last 12 
months that their strict adherence to the assessment framework has ensured that the 
appropriate care packages have been made available to patients. Costs have been well 
controlled in an area experiencing significant increases in demand; 

 

(ix) Financial plans have been reflected in contract offers to providers and activity is built up 
from the normalised FOT position with growth added and the impact of the interventions 
mentioned above reducing specific specialties’ activity by point of delivery; 

 

(x) Rotherham CCG has a placed based plan and this includes both commitments and timelines for 
the implementation of specific objectives. The plan encompasses better utilisation across the 
wider public estate and more integrated primary, community, acute and social care 
services. 
 

(xi) Rotherham CCG has continued to invest in Mental Health and LD services to achieve parity of 
esteem. 

 
 

5. PROPOSED BUDGET FOR 2017/18 FOR APPROVAL 
 

 
 

 

PLANNED BUDGET 2017/18 £m %

Rotherham NHS Foundation Trust - Acute 134.6 33.8%

Sheffield Teaching Hospital NHS FT 19.9 5.0%

Doncaster & Bassetlaw NHS FT 10.2 2.6%

Ambulance & Patient Transport Services 10.9 2.7%

Other Mental Health 36.0 9.0%

Other Acute 10.8 2.7%

Rotherham NHS Foundation Trust - Community 29.2 7.3%

Other  Community 6.4 1.6%

Prescribing 49.6 12.5%

Primary Care Co Commissioning 35.0 8.8%

Local Enhanced Services 3.2 0.8%

* Out of Hours 2.0 0.5%

* Walk in Centre 3.0 0.8%

Other Primary Care 1.6 0.4%

Corporate 7.7 1.9%

RMBC Joint Commissioning 13.2 3.3%

Continuing Healthcare / Funded Nursing Care 20.7 5.2%

Central Budgets 4.3 1.1%

Total Expenditure 398.3 1.00

* Transfer to TRFT part way through 2017/18



   

 
 

 

6. PERCENTAGE SPLIT OF PROPOSED FINANCIAL PLAN 
 

 

 
 
 

6.1. Primary Care has been increased by the £0.6m allocated for 2017/18. The increase is preserved 
and the Primary Care Committee will take forward the strategy in year; 
 

6.2. There is growth in prescribing, CHC, Community and Mental Health services – net of challenging 
QIPP programmes; 

 
6.3. Growth in costs and activity is built into Acute services net of challenging QIPP programmes. 

 
 

7. QUALITY, INNOVATION, PREVENTION AND PRODUCTIVITY (QIPP) SAVINGS 
 

The table below sets out the QIPP assumptions for the forthcoming years 
 
 
 

 
 

 



   

 
 

8. RISKS - There are a range of risks to the delivery of the financial plan: 
 

 

(i) Failure to manage growth in hospital activity will create financial pressure – both for the CCG 
and RFT if costs cannot be reduced as planned. However, the CCG’s QIPP delivery 
governance structure is well placed to identify where plans are not working and, with the 
relevant clinicians engaged, action can be taken to rectify problems during the year. 

 

(ii) Linked to (i) above, the plans are predicated in part upon Primary Care having the appropriate 
capacity to deliver the services required in Rotherham. This is already being addressed through 
the Primary Care strategy and 2017/18 will be year two of a four year plan to strengthen primary 
care and ensure that all practices achieve a minimum standard and quality requirement.  

 

(iii) Previous years have seen significant increases in Prescribing volume and price growth and 
there is an assumption that this will continue to some extent. This is exacerbated by shortages 
in the pharmaceutical supply chain which can occur at any time forcing category M prices to 
suddenly increase. In addition, NICE guidance may also have an adverse effect on cost growth.  

 

(iv) The CCG has a challenging QIPP plan with details for the individual areas of savings attached 
to this paper in Appendix B. Local providers are in the process of finalising their plans and will 
sign off impact assessments with their respective Boards and will confirm to the CCG when this 
is complete.   

 

(v) Failure to obtain the drawdown funds (£1.2m) from NHSE to fund the final year of the 
Emergency Centre costs will result in creating further risk.  

 

 
  

 

9.  CONCLUSION AND SUMMARY OF FINANCIAL PLAN  
 

The position for 2017-18 is extremely challenging for the CCG is to deliver the planning objectives 
and the obligations 1% recurrent headroom, a 1% operating surplus and 0.5% contingency.  

 

There are risks to achieving financial balance in 2017-18 particularly around the contract with 
Rotherham FT. Whilst the efficiency intentions are logical and clinically justified, the pace at which 
both the CCG and the FT are able to reduce costs at the required levels will remain a challenge.  
 

The approach to the 2019-20 plan will commence alongside STP workstreams in order to ensure that 
a robust strategy for the sustainability of the local health system can be achieved. 
 

10.    RECOMMENDATION 
  

Governing Body Members are asked to approve the financial plan for 2017/18. 

  



   

 
 

 APPENDIX A 
 

 
(i) SOURCE OF FUNDS 

 
 

 
 
 

(ii) USE OF FUNDS 
 
 

 

 
 
 
  

Source of Funds £m

Commissioning allocation growth less impact of HRG4+ 

(£5.2m-£3.6m)
1.6

Allocation Growth - Primary Care 0.6 QIPP
Corporate QIPP 0.7

Clinical Referrals QIPP 3.6

Reduction in Non Elective Admissions 2.0

Mental Health QIPP 0.8

Prescribing QIPP 3.1

Continuing Healthcare QIPP 0.7

Tariff efficiency - QIPP built into prices 5.0

Drawdown from previous years (non recurrent) 1.2

Total 19.3

15.9

Funds Required £m

16/17 Outturn Planned and Emergency Care              2.0 

16/17 Outturn Prescribing 0.4           

HRG 4 / ID rule 1.5

Tariff Inflation 5.9           

Prescribing Inflation, NICE etc 3.3

Continuing Health Care 0.9           

Primary Care 0.8           

2017/18 Mental Health/CAMHs/IAPT 1.5           

17/18 Growth & Activity changes 1.8           

Emergency Centre Build 1.2           

Total 19.3

Commitments from prior year 

underlying run rate

National changes and other 

external pressures

Local demographic pressures and 

Emergency Centre build



   

 
 

 APPENDIX B 
 

 
 

 
 
 

 

Planned 

Savings

£000s

1 Reduction in follow-ups where provider is above peer average. (488) Green

2

Reduce the levels of growth in A&E, assessments and non elective 

admission activity in line with local trend analysis to take account of the 

impact of CCG initiatives implemented over recent years.

(1,932) Green

3 Clinical Thresholds - TRFT (2,453) Amber

4 Clinical Thresholds - Other Contracts (738) Amber

5 Reduction in demand for Ferns (800) Green

6 Rollout of medicines waste reduction programme to all GP Practices. (1,400) Green

7
Branded Generics - switch range of drugs to specific brands at below drug 

tariff price
(750) Green

8
Projects and product switch  - introduction of guidelines, switches to more 

cost effective products etc
(350) Green

9 Self management of a range of identified drugs (151) Green

10 Waste reduction scheme, expand into Care Homes (500) Amber

11 Review of CHC cases against frameworks and legislation. (207) Green

12 Review of assessment tool for determining care packages (200) Green

13 Ongoing clinical review of high cost placement packages (50) Green

14 Further development of  Personal Health Budgets  (200) Amber

15 Reductions in running costs - various schemes (200) Green

16 Slippage on developments (500) Green

17 Tariff Efficiency through prices (5,009) Green

TOTAL (15,928)

Rotherham  Clinical Commissioning Group - 2017-18 QIPP Schemes on a Page

QIPP SCHEME DESCRIPTION
RAG 

Rating



Medicines Management QIPP report November 2016. 

End of year position 2015-16 (RDTC) 

CCG 2015/16 Cost Growth CCG 2015/16 Item Growth 

Bassetlaw 8.19% Bassetlaw 4.38% 

Rotherham 6.77% Barnsley 3.45% 

Barnsley 4.85. % Rotherham 3.4% 

Sheffield 6.62% Sheffield 2.61% 

Doncaster 4.86% Yorkshire and the Humber 2.09% 

Yorkshire and the Humber 4.63% England 1.68% 

England 4.02% Doncaster 1.60% 

Wakefield 2.46% Wakefield 0.20% 

ENC 8



 

 

2.46 (£1,467,147) 

2.79 (£939,224) 

3.06 (£1,285,132) 

3.25 (£811,188) 

3.44 (£888,416) 

3.46 (£846,931) 

3.98 (£2,094,151) 

4.02 (£324,586,839) 

4.16 (£1,919,451) 

4.21 (£1,077,114) 

4.21 (£2,012,392) 

4.25 (£1,276,387) 

4.5 (£2,343,202) 

4.52 (£2,132,779) 

4.63 (£41,048,899) 

4.82 (£1,367,420) 

4.85 (£2,168,531) 

4.86 (£2,781,917) 

5.02 (£1,715,843) 

5.21 (£1,503,023) 

5.49 (£1,099,849) 

6.62 (£5,706,225) 

6.77 (£2,836,989) 

8.11 (£1,240,951) 

8.19 (£1,534,637) 
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% (£) 

Yorkshire & The Humber CCGs: Cost growth - April 2015 to March 2016 

copyright © RDTC 2016 The actual monetary value that the cost growth figure represents is shown in brackets 
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PrescQIPP Data 2015-16 

Cost Growth Cost\Item Item Growth 
ROTHERHAM 7.04% CCG NOT SUBSCRIBED £8.90 BARNSLEY 3.58% 

BARNSLEY 5.09% HALTON £8.66 ROTHERHAM 3.40% 

CCG NOT SUBSCRIBED 4.95% DONCASTER £8.00 CCG NOT SUBSCRIBED 2.47% 

DONCASTER 4.83% CCG NOT SUBSCRIBED £7.92 WIRRAL 2.30% 

WIRRAL 4.78% WIRRAL £7.85 CCG NOT SUBSCRIBED 2.22% 

HALTON 4.76% CCG NOT SUBSCRIBED £7.85 HARTLEPOOL AND 
STOCKTON-ON-TEES 

1.94% 

CCG NOT SUBSCRIBED 4.70% Cluster Average £7.80 CCG NOT SUBSCRIBED 1.93% 

Cluster average  4.42% WAKEFIELD £7.80 Cluster Average 1.89% 

HARTLEPOOL AND 
STOCKTON-ON-TEES 

4.01% HARTLEPOOL AND 
STOCKTON-ON-TEES 

£7.65 DONCASTER 1.51% 

CCG NOT SUBSCRIBED 3.40% STOKE ON TRENT £7.59 HALTON 0.59% 

STOKE ON TRENT 3.12% ROTHERHAM £7.30 STOKE ON TRENT 0.58% 

WAKEFIELD 2.50% BARNSLEY £6.75 WAKEFIELD 0.16% 

England 4.07% England £7.81 England 1.64% 

 

 

 

 

 



2016-17 Year to date position (November 2016-17) 

RDTC data. Year to date April-November 2016/17 (Table 1) 

CCG 2016/17 Cost Growth  CCG 2016/17 Item Growth 

Doncaster 2.09%  Barnsley 4.47% 

Barnsley 1.98%  Doncaster 3.59% 

Sheffield 0.65%  Yorkshire and the Humber  2.97 % 

Yorkshire and the Humber 0.44%  Rotherham 2.92% ↓ 

England -0.33%  Sheffield 2.70% 

Bassetlaw -0.33%  England 2.54% 

Wakefield -0.45%  Bassetlaw 2.36% 

Rotherham -0.61%   Wakefield 1.46% 

 

 

Forecast end of year cost growth –1.76% (-786,348) 



 

 

-1.97 (-£280,804) 

-1.28 (-£228,000) 

-1.22 (-£241,377) 

-1.09 (-£183,623) 

-1.07 (-£389,265) 

-0.78 (-£258,354) 

-0.65 (-£154,941) 

-0.61 (-£181,882) 

-0.61 (-£196,313) 

-0.6 (-£126,128) 

-0.45 (-£182,583) 

-0.33 (-£44,621) 

-0.33 (-£18,445,654) 

-0.28 (-£79,254) 

-0.17 (-£62,585) 

-0.13 (-£23,031) 

0.44 (£2,692,699) 

0.65 (£400,009) 

1.57 (£512,748) 

1.98 (£618,699) 

2.01 (£359,087) 

2.09 (£832,614) 

3.07 (£617,030) 

4.83 (£1,115,051) 

8.1 (£870,221) 
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PrescQIPP data (12 month data to November 2016) (Table 2) 

Cost Growth Cost\Item "Cost per 1,000 
Cost based 
AstroPUs" 

Item Growth 

BARNSLEY 2.87% WIGAN BOROUGH £8.72 HALTON £36,449 BARNSLEY 4.59% 

HALTON 2.23% HALTON £8.54 
DONCASTER £35,961 

HARTLEPOOL AND 
STOCKTON-ON-TEES 

4.30% 

DONCASTER 2.00% DONCASTER £7.87 ST HELENS £34,863 HALTON 3.77% 

HARTLEPOOL AND 
STOCKTON-ON-TEES 

1.20% WIRRAL £7.73 
BARNSLEY £34,681 

ST HELENS 4.01% 

ST HELENS 0.70% ST HELENS £7.69 WIGAN BOROUGH £33,529 DONCASTER 3.62% 

STOKE ON TRENT 0.11% WAKEFIELD £7.65 CCG NOT SUBSCRIBED £33,360 ROTHERHAM  3.35% 

WIRRAL -0.12% CCG NOT 
SUBSCRIBED 

£7.60 
STOKE ON TRENT £32,750 

STOKE ON TRENT 3.18% 

CCG NOT 
SUBSCRIBED 

-0.31% HARTLEPOOL AND 
STOCKTON-ON-TEES 

£7.46 
ROTHERHAM £31,468 

CCG NOT SUBSCRIBED 2.99% 

ROTHERHAM -0.48% STOKE ON TRENT £7.40 WAKEFIELD £31,026 WIGAN BOROUGH 1.94% 

WIGAN BOROUGH -0.53% ROTHERHAM £7.04 WIRRAL £30,707 WIRRAL 1.68% 

WAKEFIELD -0.70% BARNSLEY £6.67 HARTLEPOOL AND 
STOCKTON-ON-TEES 

£30,559 
WAKEFIELD 1.36% 

        

Cluster average 0.56% Cluster average £7.63 Cluster average £33,185 Cluster average 3.06% 

England -0.55% England £7.61 England £27,552 England 2.37% 

 

 



QIPP Work Streams (Table 3) 

 Annual 
Target 

Savings to 
date (Nov 
2016) 

Comments 

Branded Generics    

Mesalazine/asacol to Otasa £44.5K £44,229 % of branded generic beginning to decline new patients 
is not being kept on the recommended brand.  

Quetiapine mr to Biquelle mr £73K £30,612  

Tolterodine to Neditol XL £66K £43,685  

Ropinerole XL to Repinex XL £31K £9,654.79  

Stalevo to Sastravi (or Stanek) £44k £16,722.45 
 

 

Butec £78.5K £114,319  

MST to Zomorph £4K £455  

ALL Oxycodone MR tabs and immediate release 
caps to Longtec and Shortec 

 £8862  

Venlafaxine 75/150mg xl  vensir £30k £7191  

Isosorbide Mononitrate  £100,00 £2611 36.8% prescribed by preferred brands  

Calcium Vitamin D (Figures available December 
onwards 

   

TOTAL  £278,341  
    
Projects    

Pen needle switch 47K  £26,726 A mass pen needle switch has been done  
(2015/16 spend on needles was £191,979.06 for 19,447 
items –average cost per item =£9.87. If formulary used 
it would be £5.95 per item or 100 so we would envisage 



Period 
Name  

Prescriber 
Name  

BNF 
Name  

Total 
Items  

Total Act 
Cost  

Apr-Nov 
2015 

PCT 
ROTHERHAM 
CCG 

All Pen 
Needles 

12,808 £126,958.87 

Apr-Nov 
2016 

PCT 
ROTHERHAM 
CCG 

All Pen 
Needles 

13,054 £100,232.45 

 

this cost to reduce by £76,270. If approx. 2/3 of patients 
switched we would project  an 47k saving. 
 
Cost per item for Apr-Nov 2016 stands at £7.67 
compared to £9.91 for Apr-Nov 2015. 

Naproxen EC to Plain 100K £70,228  
Vitamin D “do not prescribe maintenance” 100K £111,525  Nov monthly spend actually beginning to increase! Up £2000 

on Oct. 

Self-Blood Glucose Monitoring 
 

70K £24,424.33 Meter swaps shops have been completed 6 
practices more are planned. 

Period 
Name  

BNF 
Name  

Total Items  
Total Act 
Cost  

Cost per 
item(act 

cost/total 
items) 

Apr-
Nov 
1516 

Glucose 
Blood 

Testing 
Reagents 

23,163 £594,907.93 £25.68 

Apr-
Nov 
1617 

Glucose 
Blood 

Testing 
Reagents 

24,674 £609,203.99 £24.69 

 
Our items have increased but our cost per item has 
gone down. At last year’s cost per item we would have 
spent £633,628.32 so have incurred a cost saving of 
£24,424.33. 

Emollient swaps Diprobase to Epimax, E45 
to Exocream and Doublebase to Isomol 

 £14,472.92 Savings Aug – Nov 16 



Aripiprazole 30mg OD to 15mg 2OD £18,900 £8,912  
Tamsulosin MR tabs to MR caps  

Tam - 30K 
 

£3,729 
 

    
Total Projects  £260,017  
    
Category M   £1,357,551 

 
 

    
Self-Care Not 

calculable 
Planned 
launch early 
2017 

 

    
Cessation of third party ordering  Not 

calculable 
£268,980 
 

CCG item increase (Practices that have not stopped third 
party ordering) Jul-Nov 15 to Jul-Nov 16  was 4.15% (Ave. 
Cost per item is currently £7.30) 
Village had an item decrease Jul-Nov 15 to Jul-Nov 16 of              
-2.07%  And therefore saved 4,996 items over 5 months at a 
cost of £36,474 
Septembers TWO practices had an item decrease Sept-Nov 
15 to Sept-Nov 16 of  -3.49%  And therefore saved 6,851 
items over 3 months at a cost of £50,010 
October EIGHT practices had an item decrease Oct-Nov 15 to 
Oct-Nov 16 of  -3.60%  And therefore saved 24,999 items 
over 2 months at a cost of £182,496 

Total  £2,164,889  
 



 

Analysis 

Rotherham finished 2015/16 with the second highest cost growth in South Yorkshire (6.8%) and third highest item growth (3.4%). PRESCQIPP 

data demonstrated that Rotherham had the highest cost growth in the cluster (7.04%) and the second highest item growth (3.40%). 

As of month 8 (November 2016/17) Rotherham’s prescribing cost growth = -0.61% is below that of Doncaster (2.09%), Barnsley (1.98%), and 

Sheffield (0.65%), Bassetlaw ( -0.33%) Wakefield (-0.45%), and the regional average (0.44%)  and England (-0.33%) PRESCQIPP data has 

Rotherham’s 12 month cost growth at (-0.48%) = 9th of the 11 CCGs in the cluster.  

Item growth (2.93%) remains strong the RDTC report places Rotherham 9th from 23 Yorkshire & Humber CCGS, this is an improvement on 

previous months.  PRESCQIPP data shows Rotherham to have the sixth strongest item growth in the cluster (3.35%). 

Barnsley, Bassetlaw and Sheffield have made substantial investment in their Medicine Management offers during 2016/17. 

29 of Rotherham’s 31 practices will have stopped third party ordering by May 2017 

There are only two areas of cost growth attributed to new products these are; 

New oral anticoagulants (NOACs) £381,633 (54%) annual cost pressure 

Antidiabetic drugs                 £320,586 (18%) annual cost pressure  

Both of these cost pressures where predicted, and efforts have been made in conjunction with TRFT to control the cost growth of NOACs with 

very limited success, although growth does mirror the national picture. 

 

 



There are a number of drugs were large price increases are resulting in a subsequent cost pressure this are detailed below Based on quarter 2 

2016/17 data 

Drug Cost\item previous 12 
months 

Cost\item current12 
months 

12 cost growth Comment 

Lercanidipine £1.82 £7.19 £100,484 Prescribers will be directed to an 
alternative Calcium antagonist 

Procyclidine £3.19 £20.01 £63,192 No alternative.  

Nefopam £11.07 £53.39 £530,088 No alternative 

Trazodone £19.63 £23.89 £59,711 Once established switching 
patients is difficult 

Trimipramine £91.55 £253.38 £43,538 Patients to be reviewed 

Fludrocortisone £2.13 £21.51 £43,839 No alternative 

Hydrocortisone £151.87 £179.13 £58,462 No alternative 

Total   £899,314  

 

 Branded generics 

12 branded generics will be introduced during 2016/17, with the aim of reducing prescribing costs. Patients will be switched to 

the preferred brand by the Medicine Management Team, practice computers have been programmed to remind prescribers 

with a “pop-up” message to prescribe the preferred brand, 10 schemes have been delivered to date. Unfortunately the early 

switches are not being maintained by practices and the percentages of patients on the recommended brands are showing signs 

of decline. Prescribing decision software would help maintain prescribing rates. 

Estimated savings = £278,341 

 Practice Prescribing Projects 



Up to 12 projects will be delivered across all Rotherham practices to improve both the cost effectiveness and quality of 

prescribing, 7 schemes have been delivered to date. 

Estimated savings = £260,017 

 Stopping Third Party Ordering 

To date 12 practices have stopped third party ordering this will have increased to 29 by May 2017  

Item growth in the practices that have stopped third party ordering ranges from -2.82% to -5.48%  this compares to an item 

growth of 3.45% in practices that continue to allow third party ordering. 

An item growth of 3.45% will have added £1,494,845 to the 2016/17 total. 

Estimated savings. £268,980. 

Stuart Lakin 
Head of Medicines Management 
NHS Rotherham CCG. 
December 2016 
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NHS Rotherham Clinical Commissioning Governing Body

Operational Executive – 20 02 2017 

Strategic Clinical Executive – 22 02 2017 

GP Members Committee (GPMC) – 29 03 2017 

Clinical Commissioning Group Governing Body -  01 03 2017 

2017/18 Right Care – Choice of Headline Opportunities for year 1 

Lead Executive: Ian Atkinson, Deputy Chief Officer 

Lead Officer: Lydia George, Planning and Assurance Manager 

Alex Henderson-Dunk, Performance and Intelligence Manager 

Lead GP: Julie Kitlowski, Chair 

Purpose: 

To update the Governing Body on progress with the NHS Right Care Programme and to 
seek approval for the headline opportunities to be included in the 2017/18 Right Care Plan. 

Background: 

OE received a paper on Right Care at their meeting on the 19th December 2016, which 
explained that Rotherham CCG will be part of the wave 2 NHS Right Care Programme, along 
with all remaining CCGs. 

The Right Care Opportunities for Rotherham, based on the January 2017 Commissioning for 
Value (CFV) Packs, is £6.30m.  This is broken down to £2.36m for elective, £1.68m non 
elective and £2.26m for prescribing. 

As set out in the CFV Packs, the headline opportunities are: 

Spend and Outcomes Outcomes Spend 

Genito Urinary Endocrine Genito Urinary 

Respiratory Genito Urinary Respiratory 

Musculoskeletal Respiratory Circulation 

Circulation Circulation Neurological 

Mental Health Mental Health Cancer 

CCGs are expected to review, understand and address areas of unwarranted variation within 
the CFV packs and develop a plan for how they aim to achieve 40% (£2.52m or more) of the 
opportunities by the end of 2017/18 and 80% (£5.04m or more) by the end of 2018/19.   

For information, appendix A compares the Right Care financial opportunities for South 
Yorkshire and Bassetlaw CCGs for January 2016 and January 2017. 

At the introductory meeting in December with our NHSE Delivery Partner we set out the 
following next steps: 

 11 January – planning meeting for the SCE session.  Attendees were Martha Coulman

(NHSE), David Clitherow, Lydia George, Claire Smith, Alex Henderson-Dunk and Stuart

Lakin.

 18 January - session focussing on the respiratory opportunities. Attendees all SCE.

 24 January – baseline assessment meeting, to include expectations and timescales.

Attendees Ian Atkinson, Lydia George and Alex Henderson-Dunk.

NHSE stressed the importance of clinical engagement, that clinicians understand and 
recognise the data and opportunities and of system wide leadership for the programme.  
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Analysis of key issues and of risks 

Key deadline dates for Wave 2 

Date What Description 

Friday 24th 
February 

Emerging Opportunities 
Submission  

CCGs to submit their choice of 3 - 6 
headline opportunity programmes. 

Easter Agree Decision Tree 
model 

CCGs to agree choice of decision criteria to 
adopt /fit with governance framework. 

Friday 14th July Evaluation Plans 
Submission  

CCGs to submit Right Care Evaluation 
Template (this includes logic model, 
measurement framework and trajectories). 

Friday 8th 
September 

End of Wave 2 
 

Right Care Delivery Partner to maintain 
ongoing contact with key CCG individuals to 
ensure programmes have delivered value. 

The CCG is responsible for achieving the deadlines above, and in parallel NHSE will be 

responsible for reporting our progress to the national Programme Management Office, via the 
’20 Step Improvement Cycle’ template.   

Next Steps 

An important step for the CCG is to identify and agree between 3-6 headline opportunities to 
take forward through Right Care.  Having reviewed the CFV packs over the past 12–18 
months, decisions have been formed around the data presented and opportunities highlighted. 

The CFV ‘Where to look’ pack, January 2017, identifies eight headline opportunities either 
in terms of spend, outcomes or both. After assessing what the CFV packs have 
highlighted, we have aimed to recommend a mix of opportunities that are: 

a) transformational that focus on improving outcomes, but may have a relatively low 
financial return, and; 

b) cross-cutting that deliver a financial return and align to QIPP.   

All recommendations are in line with the CCGs overall strategic direction. 

We recommend taking forward the following Transformational opportunities in the 
2017/18 Right Care Plan, the table below sets out our rationale: 

Opportunity 
£m’s 
Area 

Aligns with 
current or 
planned 
Priority/ 

workstream 

Able to 
influence 
on place 

level 

Clear on 
what the 
data is 
saying 

Comments 

Respiratory 1.26 –  
non elective 
admissions 

0.23 -  
Prescribing 

Yes Yes Yes We are significantly worse than our comparator 
group in terms of outcomes and spend. SCE 
chose Respiratory as a Quality Premium. There 
has been an on-going issue with the respiratory 
pathway in relation to Breathing Space. 

Mental 
Health 

0.11 - 
Prescribing 

Yes Yes Yes IAPT – we are significantly worse than our 
comparator group in terms of outcomes. Mental 
Health is an I &AF clinical priority for which we 
were rated as needing improvement in the area 
of IAPT, this aligns with the red rate in Right 
Care. Therefore, choosing Mental Health would 
meet criteria for Right Care and the 
improvements needed for I&AF and is an area 
where significant work is taking place. 

Endocrine X 
Not 

significantly 
different 

Yes Yes Yes Diabetes - we are significantly worse than our 
comparator group in terms of outcomes. 
Diabetes is an I&AF clinical priority for which we 
were rated as needing improvement in the areas 
of treatment targets and structured education 
which aligns with the areas red rated in Right 
Care.  Therefore, choosing Diabetes would meet 
criteria for Right Care and the improvements 
needed for I &AF and is a planned area of work 
for 2017, including a bid for STP funding. 

 1.60     
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In terms of Cross-cutting opportunities, the CFV packs identify significant prescribing 
opportunities.  In particular, £0.49m for Musculoskeletal (MSK), £0.46m for Circulation and 
£0.62m for Neurological, totalling £1.57m. 
 
The Head of Medicines Management has undertaken analysis on these three prescribing 
opportunities, however, we have not been able to reconcile the CFV data with our 
local/national intelligence. Following further in-depth analysis, significant discrepancies 
have been identified between the CFV value packs and data presented by Rotherham Drugs 
and Therapeutic Committee, prescQIPP and data obtained from EPACT.   
 
The CFV identifies £0.49m potential savings for MSK drugs, however this figure represents 
52% of the actual expenditure for MSK over the last 12 months. Actual savings in this area 
would be in the region of £0.15m at best.  The same level of analysis will be undertook for both 
circulation and neurological. 
 
Following a discussion with NHSE we are suggesting that a proportion of our planned 
prescribing QIPP is used for cross-cutting opportunities. The 2017/18 QIPP plan is still to be 
finalised, however, it is likely to be similar to the 2016/17 plan.  Therefore based on the 
2016/17 plan we would recommend that £1.20m of prescribing QIPP is included in the Right 
Care plan.  The £1.20m will include areas such as prescribing waste and medicine switches, 
and will be further refined once the QIPP plan is finalised. 
 

 
Total 2017/18 Right Care Plan 
We recommend that the choice of headline opportunities to be taken forward through the Right 
Care programme for 2017/18 are: respiratory, endocrine mental health and prescribing. 
 
Further work will take place to refine and agree the specific programmes of work, but it is felt 
that these represent work at varying levels of progress and ambition.   
 
In summary: 
 

 Respiratory will represent a significant piece of work, which is at the planning stage. 

 Endocrine (diabetes) is a planned area of work, linked to bids for additional funding. 

 Mental Health (IAPT) we are further on this journey, plans are in place and significant 

work has already taken place. 

 Prescribing is aligned with the QIPP Plan. 

 
Based on these recommendations, the total opportunity for the 2017/18 Right Care Plan is 
£2.8m, which equates to 44% of the total opportunities highlighted in the CFV plan. 
 

Total Opportunity £m’s 

Transformational Opportunity 1.60 

Cross-cutting Opportunity 1.20 

Potential Right Care Savings in year 1 2.80 

% of total Right Care Opportunity (of £6.3m) 44% 
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To note 
We recommend that the following headline opportunities are not included in the 2017/18 
Right Care Plan.  The table below sets out our rationale. 

Opportunity 
£m’s 
Area 

Aligns with 
current or 
planned 
Priority/ 

workstream 

Able to 
influence 
on place 

level 

Clear on 
what the 
data is 
saying 

Comments 

Genito 
Urinary 

1.36 - 
Elective and day 
case admissions 

0.16 - 
Prescribing 

No Unsure No Whilst significant savings are identified 
when the data is looked at in detail it is 
very unclear where the savings are 
focussed as the CFV shows some good 
outcomes and spend. To maximise savings 
in this area further detailed analytical work 
is required. 

Circulation 0.29 - 
Elective and day 
case admissions 

No No No Savings outside of prescribing are limited 
and the elective opportunities identified are 
influenced by Stroke which is led at 
Regional level.  

Neurological 0.16 - 
Elective and day 
case admissions 

Yes  No Yes  Savings outside of prescribing are limited 
and significant work is taking place at 
Regional level. 

Cancer 0.41- 
Non-elective 
admissions 

0.19 - 
Prescribing 

Yes No Yes There is less ability to influence at CCG 
level as significant work is taking place at 
Regional level.   

Total 2.57     

 
The following areas are included in the overall total of £6.3m, but are not highlighted within 
the headline opportunities.  We will consider further for the 2018/19 Right Care Plan. 

 
Opportunity £m’s Area 

Gastro-intestinal 0.43 Elective and day case admissions 

Trauma and injuries 0.13 
0.01 

Elective and day case admissions 
Prescribing 

Total  0.57  
 

Equality Impact: 

Right Care aims to reduce unwarranted variations in care and quality. 

Financial Implications: 

Right Care Commissioning for Value packs identify improvement areas with the potential to 
reduce spend in the region of £6.3m for Rotherham. 

Approval history: 

OE 20 02 2017 
SCE 22 02 2017 
GPMC 29 03 2017 
GB 01 03 2017 

Recommendations: 

Governing Body are asked to note progress and next steps for the Right Care Programme. 

 

Governing Body are asked to approve that the headline opportunities to be included in the 

2017/18 Right Care Plan are: 

 Respiratory 

 Endocrine 

 Mental Health 

 Prescribing QIPP (proportion of) 
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Comparison of SY&B CCGs ‘£’ opportunities: January 2016 to January 2017 

Area Rotherham Sheffield Doncaster Barnsley Bassetlaw 

 Jan 2016 Jan 2017 Jan 2016 Jan 2017 Jan 2016 Jan 2017 Jan 2016 Jan 2017 Jan 2016 Jan 2017 

Elective 3,119 2,355 15,106 16,295 4,963 4,173 8,099 5,701 1,933 1,569 

Non – Elective 1,980 1,679 10,092 18,755 7,516 2,009 8,764 10,907 1,265 133 

Primary Care 
Prescribing 

1,142 2,265 11,245 17,052 10,121 12,025 5,697 7,843 1,561 2,923 

 6,241 6,299 36,443 52,102 22,600 18,297 22,560 24,451 4,759 4,625 

 
 

£ Change  +58 £ Change +15,659 £ Change -4,303 £ Change +1,891 £ Change -134 

 Top 3 from January 
2017 packs 

Top 3 from January 
2017 packs 

Top 3 from January 
2017 packs 

Top 3 from January 
2017 packs 

Top 3 from January 
2017 packs 

Elective GU, gastro and 
circulation 

Cancer, circulation 
and Gastro 

MSK, neuro and 
gastro 

Cancer, MSK and 
neuro 

MSK, gastro and 
neuro 

Non – Elective Cancer and 
respiratory (only 2) 

Circulation, 
Respiratory and 

Gastro 

Respiratory, neuro 
and cancer 

Circulation, 
respiratory and neuro  

Cancer (only 1) 

Primary Care 
Prescribing 

Neuro, circulation and 
MSK 

Respiratory, neuro 
and 

endocrine/nutritional 
& metabolic 

Endocrine/ nutrition & 
metabolic, respiratory 

and neuro 

Endocrine/ nutritional 
&metabolic, 

respiratory and neuro 

Neuro, 
endocrine/nutrition & 
metabolic, circulation 

 
Note for the purpose of Right Care our comparator group is: 

 NHS Tameside and Glossop CCG 

 NHS Wigan Borough CCG 

 NHS Hartlepool and Stockton-On-Tees CCG 

 NHS Wirral CCG 

 NHS Barnsley CCG 

 NHS Stoke on Trent CCG 

 NHS St Helens CCG 

 NHS Doncaster CCG 

 NHS Wakefield CCG 

 NHS Halton CCG 

Appendix A 





Page 1 of 5 

NHS Rotherham Clinical Commissioning Governing Body

Operational Executive – 23 January 2017 

Strategic Clinical Executive – 15th February 2017 

Governing Body – 1st March 2017 

Special Educational Needs and Disabilities – Update Report. 

Lead Executive: Ian Atkinson, Deputy Chief Officer 

Lead Officer: Emma Royle, Senior Commissioning Manager, Childrens and 
Maternity  

Lead GP: Dr Richard Cullen 

Purpose: 

 To provide an update regarding implementation the Special Educational Needs and

Disabilities (SEND) reforms (Part 3 of the Childrens and Families Act 2014), highlighting

progress against the most significant requirements of the legislation for health services.

 To brief Governing Body with regards to the pending Joint Ofsted/CQC SEND

inspection.

Background: 

The Children and Families Act 2014 provided an overhaul of the system for identifying children 
and young people in England with SEND, and assessing their needs and making provision for 
them. The SEND Code of Practice sets out the statutory requirements for both Local 
Authorities and CCGs. 

The SEND reforms focus on the following themes:- 

- Coordinated assessments and provision of Education Health and Care Plans 
- Working towards clearly defined outcomes 
- Engagement and participation of parents and young people (Co-production) 
- Developing a ‘Local Offer’ of support  
- Joint Commissioning of provision 
- Personalisation and Personal Health Budgets 
- Transition to Adulthood 

In May 2016, CQC and Ofsted commenced a five year joint inspection programme looking at 
the position of local areas against implementation of the reforms. Details of the inspection aims 
and process are also presented to Governing Body in this paper. 

Key points of the reformed SEND system: 

1.Education, Health and Care Plans.

Statements of Educational Need for children, and Learning Disability Assessments for 16-25 
year olds, have been replaced with Education, Health and Care Plans (EHCPs) proving a 
single unified plan for 0-25 year olds. RMBC collate assessments into one plan for 
consideration at the EHCP Panel. Once a healthcare plan is included in an EHCP, and agreed 
at the ECHP Panel meeting, this becomes a statutory document and health provision specified 
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within it, must be met. TRFT attend the Panel on an ad hoc basis, and previously the CCG 
Continuing Care nurses have attended. Rotherham CCG (RCCG) needs to identify the correct 
people to represent RCCG at the EHCP Panel. An information gathering exercise including 
CCGs from across Yorkshire and Humber will help inform the decision, and to date, responses 
show that CCGs are all taking slightly different approaches to this. 
 

2.Informing Parents and the Local Authority 

Where health bodies believe that a child under compulsory school age is disabled or may have 
SEN, then they must tell the parents and give them the opportunity to discuss with a relevant 
professional and they must inform the local authority. (Section 23). Systems are in place to 
ensure that much of this work is done through the Child Development Centre (TRFT) based at 
Kimberworth Place. 

 

3.Integration of Services and Joint Commissioning 

Section 25 of the Act places a duty on local authorities to promote integration between 
education, health and social care provision. This mirrors the duty placed on CCGs in the Health 
and Social Care Act 2012. The NHS Mandate also says that NHSE, CCGs and Health and 
Wellbeing Boards must promote the integration of services if this will improve services and/or 
reduce inequality. The Rotherham SEND Joint Commissioning Strategy contains nine priorities 
to help facilitate more integrated working between Health, Education and Social Care. These 
include for example, development of the Childrens SEND Hub at Kimberworth Place, joint 
workforce development and joint performance monitoring. Action against the nine joint priorities 
are monitored at the SEND Joint Commissioning meetings. 

 

Section 26 places a duty on local authorities and ‘partner commissioning bodies’ (e.g. NHSE / 
RCCG) to put in place joint commissioning arrangements, to plan and jointly commission 
education, health and social care provision for children with SEND. The Joint Commissioning 
arrangements must include: 

a) Education, health and social care provision needed  - how this will be secured 

and by whom 

b) How complaints regarding education, health and care are dealt with 

c) Procedures for ensuring that disputes between local authorities and CCGs are 

resolved as quickly as possible. 

d) How education health and social care assessment should be secured.   

 

4.SEND Local Offer 

Provision of a SEND Local Offer is a statutory requirement for Local Authorities.  The Local 
Offer provides details of SEND services available in Rotherham for those aged 0-25 years, 
including those provided by TRFT and RDASH. Some health services for adults are included 
and further work needs to be undertaken to ensure that the information is comprehensive.  The 
Local Offer also includes details of the EHCP process. http://www.rotherhamsendlocaloffer.org 

 

5.Transition to Adulthood 

From Year 9 onwards (age 13/14), local authorities, schools, colleges and other agencies will 
be involved in the planning for transition to adult life and how to prepare for it. This includes for 
example, health, where to live, relationships, finances, work, participating in the community and 
achieving greater independence.  RCCG carried out a mapping of transition work in Rotherham 
covering health and social care services which concluded that some services were working in 
silos and started transition work with the young person, at different ages. RMBC are leading on 
looking at implementation of jointly agreed transition pathways across Rotherham. RMBC are 
also looking at the possibility of developing a transition facility at Grafton House in the centre of 
Rotherham. The aim of the facility will be for young people to try out supported living and 
assess their ability to live more independently.  Work is being undertaken to ensure relevant 
staff from adult services in education, health and care are involved in the developments. The 
Rotherham Parent Carers Forum recently secured funding to hold a transition to adulthood 

http://www.rotherhamsendlocaloffer.org/
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conference in Rotherham on 24th March 2017.  

 

6.Personalisation /Personal Health Budgets (PHBs) 

Personalisation provides the opportunity to deliver integration of services at an individual level, 
wrapping health, care and other support around the child, through implementation of a 
coordination function. It also brings the opportunity for practitioners and the child or young 
person to agree achievable outcomes. PHBs will give them greater choice, flexibility and 
control over the health care that they receive. 
 
Children eligible for NHS Continuing Care already have the right to a PHB and there is a longer 
term objective to widen availability of PHBs to others who could benefit, including children and 
young people with SEND. Joint policy development has taken place with RMBC for Personal 
Budgets/Personal Health Budgets and a final strategy is due to be taken through the RMBC 
ratification process in the near future.  RCCGs local offer regarding PHBs is set out on the 
RCCG website: 

http://www.rotherhamccg.nhs.uk/personal-health-budgets.htm 

7.Designated Medical Officer/ Clinical Officer 

The Designated Medical Officer (DMO) or Designated Clinical Officer (DCO) role, whilst not a 
statutory function, is a highly recommended role. CCGs across the country have taken different 
approaches to this, implementing different models, whether employed by a CCG or a provider 
trust.  Whilst the role would usually be carried out by a paediatrician, there is local flexibility for 
the role to be undertaken by a suitably competent, qualified and experienced nurse or other 
health professional (in which case the role would be the Designated Clinical Officer).  Key 
functions of the role are to bridge the gap between commissioners and front line clinicians and 
practitioners, including local authorities, schools and colleges by providing advice and guidance 
about children with SEND. Some CCGs may delegate key decisions to the DMO (for example, 
agreeing the health services in an EHC plan).  

 

The Rotherham approach is to utilise the skills of a Consultant Paediatrician employed by  
TRFT, the duties of this role require further review and agreement between RCCG and TRFT, 
possibly through the agreement of a revised job description. 

 

SEND Joint Inspections 

The Minister of State for Children and Families tasked Ofsted and the Care Quality 
Commission with inspecting local areas on their effectiveness in fulfilling the new duties within 
the SEND Code of Practice. The joint inspection process commenced in May 2016, with all 
areas of England to have been inspected within 5 years. 
 
Rather than a traditional inspection of the function of services, the inspections will provide an 
evaluation of how well areas carry out statutory duties in relation to children and young people 
with SEND in order to support their development, including how effectively the local area 
identifies and meets childrens needs and improves their outcomes. 
 
Whilst the inspections are designed to hold local areas to account, they also intend to assist 
local areas in improving and developing their processes, and support systems in order that 
local areas become more effective and deliver better outcomes for children and young people.  
 
After the inspection, a grading will not given. Instead, letters will be published outlining 
strengths and key areas for improvement. Where significant areas for improvement are 
identified, area will be asked to provide action plans. Inspection letters published to date can be 
seen at : https://www.gov.uk/government/publications/local-area-send-inspection-outcome-
letters 
 
Inspectors will give five working days notice and the initial call will be to the Director of 
Childrens Services, RMBC and then to the RCCG Chief Officer, on the Monday morning.  The 
five days notice is to give parents and carers enough time to arrange any child care needed to 
enable them to take part in the inspections. Evening webinars are usually arranged for parents. 

http://www.rotherhamccg.nhs.uk/personal-health-budgets.htm
https://www.gov.uk/government/publications/local-area-send-inspection-outcome-letters
https://www.gov.uk/government/publications/local-area-send-inspection-outcome-letters
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The overall lead officer for the inspection will be Paula Williams, Head of Inclusion, Education 
and Skills, RMBC. The lead officer for RCCG will be Emma Royle, Senior Commissioning 
Manager, Children and Maternity Services.  
 
Inspectors will be keen to speak to children, young people and families and carers and services 
will be a conduit to reaching them.  Rotherham Parent Carers Forum have excellent 
relationships with both the CCG and RMBC. They are represented at strategic SEND meetings 
and meet with RCCG at least every six weeks. 
 
Inspection preparation meetings have been taking place, led by RMBC, and self-assessments 
undertaken against key areas. Inspectors will be interested in  the accuracy and rigour of local 
area’s self-evaluation and the extent to which the local area knows its strengths and 
weaknesses     The CCG have completed the Council for Disabled Childrens SEND Diagnostic 
Checklist and it is likely that inspectors will ask to see this. 
 
Whilst in Rotherham there is still  work to take place regarding implementing the SEND 
reforms, (as outlined in the SEND Joint Commissioning Action Plan) there are a number of key 
areas that the CCG is in the process of addressing: 
 

1. Further understanding/scrutiny of health data and statistics relating to universal and 

specialist services,  to help with future planning of provision for children and young 

people with SEND  

2. Consistent attendance Education, Health and Care Panel representing RCCG 

3. Further agreement regarding the Designated Medical Officer role 

4. Dedicated involvement of adult health services in areas such as workforce development  

 

Patient, Public and Stakeholder Involvement: 

Working in co-production is one of the key underlying principles of the SEND Reforms and is 
seen as an enabler to culture change.  
  
Section 19 of the Children and Families Act 2014 makes clear that children, young people, 
parents and carers should be involved in decisions about local provision. Local authorities, 
CCGs and NHS England must develop effective ways of harnessing the views of their local 
communities so that commissioning decisions on services for those with SEND are shaped by 
users’ experiences, ambitions and expectations. To do this, it is expected that local authorities 
and CCGs should engage with local Healthwatch organisations, patient representative groups, 
Parent Carer Forums, groups representing young people with SEN and disabilities and other 
local voluntary organisations and community groups. 
 

The following engagement work has already taken place by RCCG: 

 

 The Commissioning Manager for Childrens and Maternity Services meets with the 

Rotherham Parent Carers Forum (RPCF) on a regular basis and has attended a 

number of national and regional SEND events with the Forum. RCCG Patient and 

Public Engagement officer also works with the Forum and has attended a number of 

events including family drop-in sessions. 

 RPCF carried out an event in March 2015 for 150 health, education and social care staff 

regarding access to health services. Young people presented at the event. 

 RCCG Patient and Engagement Manager has attended a Parent Drop-in session and 

RCCG have been offered the opportunity to attend other RPCF drop-in sessions across 

Rotherham.  

 RCCG have commissioned RPCF to obtain feedback on childrens, young peoples and 

parents and carers experiences of the following services: 
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                                                   Childrens Community Nursing 

                                                         Paediatric Physiotherapy / Occupational Therapy 

                                                         Speech and Language Therapy 

                                                         Paediatric Audiology 

                                                         Child Development Centre 

 

 RPCF are present at the SEND reform meetings. 

 RCCG/TRFT/RDASH attend the yearly public consultation event regarding the 

Rotherham Local Offer for SEND. 

 The Commissioning Manager for Childrens and Maternity Services has met with 

Healthwatch and is due to attend a meeting with the Rotherham Young Ambassadors 

on 29th March 2017. 

 

Equality Impact: 

This paper is for information only. 

Financial Implications: 

N/A 

Human Resource Implications: 

N/A 

Procurement: 

N/A 

Approval history: 

N/A 

Recommendations: 

Governing Body accept this paper for information and note the key areas of the reforms. 

 





Finance & Contracting Performance Report:  Period ended 31 January 2017 

Introduction 

This report provides the headlines of the finance and contracting position for the first ten months of the 
year.  

1 Revenue Resource Allocation 

NHS Rotherham CCG has a revenue resource allocation of £399.9m for operational purposes. This is 
an increase of £0.592m on last month, due to receipt of the following non-recurrent allocations;  

Impact of NHS Property Services market rents - £0.473m 
Children and Young people WL & WT 2nd Tranche - £0.058m 
Early discharge facilitation - £0.041m 
Perinatal / IAPT underspends - £0.02m 

2 Cash 

The CCG has been notified of a revised Maximum Cash Drawdown (MCD) of £392.4m at month 10. 

3 Better Payment Practice Code 

The Better Payment Practice Code requires the CCG to pay all valid invoices by the due date or within 
30 days of a receipt of a valid invoice, whichever is later. The target has been set at 95% which is 
currently being achieved. 

4.  Reporting of Control Total

As previously reported there is a £9.8m non-recurrent fund which relates to the return of previous years’
surpluses (pre-CCG). NHSE have instructed all CCGs to report this figure in the form of a control total
which needs to be added to the 1% surplus figure which all CCGs are obligated to achieve from
operating activities.  NHSE also requires CCGs to express both of these numbers combined, which for
2016-17 is a total of £13.5m.

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

Monthly Cash Drawings £31m £27.5m £27.5m £29.0m £27.5m £25.0m     £29.5m   £30.5m   £29.5m    £32.0m

Ledger Cash Balance £5k £3.6m £3.9m £4.1m £5.0m £1.2m     £4.4m   £1.1m    £127k    £2.4m  

Cash Balance as % of Drawings 0.01% 13.09% 14.18% 14.14% 18.22% 4.80%   14.9%   3.6%    0.04%   8.0%  

April 2016 to January 2017 
Number of 

Invoices 

2016-17 

Value of 

Invoices 

      2016-17 

Percentage of non-NHS trade invoices paid within target      99.96%      99.97% 

Percentage of NHS trade invoices paid within target  99.81%    99.95% 
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5. Operating Cost Statement (OCS) 
 

The overall position for the CCG is shown below. Further details regarding exceptional variances against 
specific lines are provided in the remainder of this report. 

 
 

Variance 

to Date

Forecast 

Outturn 

Variance Budget Actual

Variance 

to Date

Annual 

Budget

Forecast 

Outturn

Forecast 

Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Acute Services

Rotherham NHS Foundation Trust - Acute 375 1,007 113,948 114,489 541 136,738 137,742 1,005

Sheffield Teaching Hospitals NHS FT 140 150 18,815 19,058 242 22,578 22,807 229

Doncaster & Bassetlaw Hospitals NHS FT 23 55 8,533 8,459 (74) 10,253 10,192 (61)

Other NHS Contracts 168 252 3,368 3,619 251 4,046 4,339 294

Ambulance Services ( including  PTS and 111) 103 143 8,642 8,753 111 10,370 10,522 152

Other Non NHS Acute Services 183 301 4,733 5,015 282 5,674 5,891 217

Other Non Contract (including NCA's) 59 79 1,600 1,673 73 1,920 2,007 88

Sub total Acute Services 1,052 1,986 159,639 161,065 1,426 191,579 193,503 1,924

Mental Health & Learning Disability

Rotherham, Doncaster & South Humber FT 155 204 25,316 25,508 192 30,380 30,608 228

Other Providers (Mental Health & LD) 194 280 4,229 4,501 272 5,075 5,425 350

Sub total Mental Health & LD 348 484 29,546 30,009 464 35,455 36,033 578

Community Services 

Rotherham NHS Foundation Trust - Community 140 0 23,882 23,882 (0) 28,644 28,644 0

Rotherham Hospice (0) (0) 2,605 2,619 14 3,127 3,143 17

Other Providers  (Community) (2) 0 192 174 (18) 231 212 (19)

Sub total Community Services 138 (0) 26,679 26,675 (4) 32,001 31,999 (2)

Primary Care

Prescribing 59 162 40,752 40,779 26 48,668 48,601 (67)

GP Primary Care Services (Primary Care Committee) (1,015) (1,111) 31,142 30,086 (1,056) 37,372 36,458 (914)

Commissioned Primary Care Services (Other) (69) (79) 2,463 2,370 (93) 2,954 2,872 (82)

GP Information Technology (37) -          553 513 (40) 663 663 -              

Sub total Primary Care Services (1,062) (1,028) 74,910 73,747 (1,162) 89,657 88,593 (1,064)

Other Programme Services 

Local Authority  / Joint Services (410) (500) 9,585 9,129 (456) 11,502 11,002 (500)

Continuing Care & Free Nursing Care (346) (379) 17,403 16,929 (474) 20,704 20,328 (376)

Voluntary Sector Grants / Services (18) (24) 1,344 1,329 (15) 1,612 1,588 (24)

Sub total Other Programme Services (774) (903) 28,332 27,386 (945) 33,819 32,918 (900)

Corporate

Corporate  : Running Costs (187) (250) 4,429 4,161 (267) 5,315 4,995 (320)

Corporate  : Non- Running Costs  (192) (312) 2,309 2,093 (215) 2,770 2,490 (280)

Sub total Corporate (380) (562) 6,737 6,255 (483) 8,085 7,485 (600)

Sub total - all areas (678) (23) 325,843 325,138 (705) 390,596 390,531 (65)

Central

Centrally held Budgets 678 23 1,418 2,123 705 5,592 5,657 65

Surplus required by business rules (2,797) (3,729) 3,107 -              (3,107) 3,729 -              (3,729)

Sub total Central (2,118) (3,705) 4,525 2,123 (2,402) 9,321 5,657 (3,664)

TOTAL (2,797) (3,729) 330,368 327,261 (3,107) 399,917 396,188 (3,729)

Prior Month Year to Date (Month 10) Forecast Outturn



 
 

  

 6. Acute Services   
 
 

6.1 Contract position (using data up to the end of December but not fully validated) 
The Rotherham NHS Foundation Trust’s (TRFT) contract monitoring data includes a low level of 
uncoded activity (87 spells) at flex, therefore no adjustment to data has been ncessary this month in 
this regard. However the data has still been adjusted for other items (e.g. non-elective threshold 
being omitted). 

 

A summary of the TRFT contract position at month 10 is set out below  
 

 
 

 
Activity trends against the same period last year are as follows: 
 

(i) AandE: continues to over-perform. RCCG analysis indicates the increase in A&E attendance is   
mainly attributable to Ambulance arrivals. Further work is being done with the Trust and 
Ambulance service to understand the necessity of the conveyance to hospital which will be 
completed in February.  The Urgent and Emergency Care Centre opens in July and will enable 
the deflection pathways to be implemented which are not workable in the temporary A&E. 

 
(ii) Assessments and Emergency Admissions: Assessments continue to over-perform in all 

specialties and emergency admissions in General Medicine, Elderly Medicine, T&O and 
General Surgery. RCCG have carried out detailed analysis at specialty level across emergency 
admissions and assessments, indicating the increase in both emergency admissions and 
surgical assessments to be related to referrals from A&E.   

 
Action: Two audits were undertaken to understand this increase. These demonstrated 44% of 
avoidable emergency admissions and 18% of inappropriate assessments.  A series of actions 
have been agreed and will be implemented through the Transformation Board and Urgent and 
Emergency Care Centre Sponsoring Group.  For 2017-19, RCCG has agreed a block contract 
with TRFT - this is an excellent opportunity to work with TRFT to realise the potential for 
emergency admission avoidance. 

 
(iii) Outpatient first attendances: Slightly up against planned activity in medicine specialties, 

vascular surgery, colorectal surgery, rheumatology, gynaecology and ENT. Vascular activity 
was transferred into the Sheffield Teaching contract for the full year but the service did not 
actually transfer until July 16. Ophthalmology is under-performing but paediatric ophthalmology 
is over. This is likely to be as a consequence of issues raised previously where paediatric 
activity was being recorded against adult ophthalmology.  Activity recording has been rectified 
but it may not have been reflected in the activity plan.  

 
Action: Issue of correct plan levels has been addressed for 2017-19. 

 
 



 
 

  

(iv) Outpatient follow ups: Down 7% on last year’s activity, however we contracted for an 11% 
reduction in follow-ups, therefore the Trust are over planned activity.   
The over-performance is in Respiratory Medicine, Ophthalmology, Dermatology, ENT,  
Vascular, Trauma & Orthopaedics, Rheumatology, Cardiology, Stroke Medicine and Paediatric 
Ophthalmology but as previously reported we have an agreed ratio in the contract above which 
the CCG will not pay. This equates to a  £0.9m reduction at month 9 flex. There is an under-
performance in Colorectal Surgery, Gastroenterology, Clinical Haematology, Anticoagulant 
Service and Gynaecology. 

 
Action: TRFT have stated that by year end contracted ratios will be achieved. This concords 
with the current assessment of forecast outturn therefore no further action required by RCCG 
Finance.  

 
(v) Day Case and Elective: Under-performing overall, with two exceptional areas having been 

separately investigated: 
 

(a) a significant £0.8m underperformance in Obstetrics being offset by an overperformance in 
obstetric non elective activity, suggesting a potential recording issue/ recording change; 

(b) DRI ENT up 29.5% up on activity compared to last year, being offset by DRI ENT 
emergency activity being down 59% down, suggesting a potential recording change.  

 

Action : Agreed with TRFT to address both issues as part of 2017-18 activity planning which 
has been actioned.  

 
(vi) Maternity pathway: Continues to be a problem both in increased activity against plan and 

case-mix. Although the over-performance this year is not as a result of casemix shift but as a 
result of a 15.7% increase in ante-natal activity, the plan was set at a high casemix with an 
agreement that an audit would take place during 2016/17. The audit, undertaken during 
November, indicates the Trust under-recording casemix.   

 
 

Action: We have agreed to contract for 2017-18 in line with the audit results. However should 
we not see a consequential increase in births, we will reserve the right to challenge the level of 
contracted activity without a counting and coding notification being issued.  

 
(vii) Other: Critical Care is under-performing but is being offset by a marginal rate adjustment.  

Excluded Drugs are underperforming.  Direct Access Imaging and outpatient unbundled 
diagnostics (OPDIAG) are significantly over-performing; the main tests being CT scans, 
ultrasound scans and nuclear medicine category 1 activity. 

 
Action: We understand this trend to be common across south yorkshire but have asked TRFT 
to reflect on whether this is due to say pathway changes and are awaiting a response. 
 

 
SUMMARY  
CCG Officers will continue to work with the Trust to explore and understand the activity dataset and 
investigate the variances above. Based on the unvalidated month 9 data a £1.0m over-performance 
at year end is forecast. This has been adjusted from £2.0m by a £1.0m refund from 2015/16.  To 
date the Trust have not agreed the 15/16 refund.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

  

6.2 Other secondary care contracts    
Other Acute contracts are over-performing in total by £0.5m.  
 

 
 

(i) AandE: Doncaster and Bassetlaw Hospitals and Sheffield Chidrens Hospital continue to see a 
slight year on year over-performance in A&E, with Sheffield Teaching also showing an 
overperformance from month 9. 

 
(ii) Emergency admissions: Although activity is down on last year (3%) we are seeing an over-

performance against plan of £0.4m being £0.2m at Sheffield Teaching and £0.2m at Doncaster 
& Bassetlaw. Sheffield Teaching’s over-performance is mainly in General Surgery, Spinal 
Surgery, General Medicine and Elderly Medicine.  
Doncaster and Bassetlaw’s main over-performance is in ENT and General Medicine. 

 
(iii) Outpatient first attendances: are slightly up on last years activity but down against plan; the 

main overperformance is at Doncaster and Bassetlaw in T&O and ENT, with the 
underperformance at Sheffield Teaching mainly in General Surgery, Neurology and Vascular. 
The under-performance against plan in Vascular is as detailed above in section 6(a)(iii), where 
the service transferred from TRFT to Sheffield in July but a full year activity plan was 
transferred.      

 
(iv) Outpatient follow ups: are slightly down on last year mainly at Doncaster & Bassetlaw in 

Trauma & Orthopaedics, Urology, Ophthalmology and Respiratory Medicine. There is a slight 
over-performance against planned levels at Sheffield Teaching in Plastic Surgery, Upper 
Gastro Intestinal Surgery, Diabetic Medicine and Hepatology. 

 
(v) Day Case and Elective: slightly over plan mainly at Sheffield Childrens Hospital in Paediatric 

Clinincal Immunology and Paediatric Surgery and at Sheffield Teaching in Hepatobiliary & 
Pancreatic Surgery, Obstetrics, Clinical Oncology, Gastroenterology and Gynaecological 
Oncology.   

 
(vi) Maternity pathway: slightly over-performing. 
 
(vii) Other: variances mainly at Sheffield Teaching who are under on Non Elective Non Emergency 

admissions in Obstetrics, General Surgery and Vascular.  
 
Summary  
The above variances continue to be monitored and discussed with providers at contract 
performance meetings. 
 

6.3 Mental Health and LD activity 
 
RDaSH 
The main RDaSH contract is a block contract and therefore generally will not show a variance. 
Separate to the block contract is budget to fund Section 117 placements, which is currently 
overspending with a forecast overspend of £0.2m.  



 
 

  

Other Providers (Mental Health & LD)  
 
This line contains a number of specialist placements including:  
 
(i) An LD patient who’s package had recently been reviewed and transferred to a new provider 

from June. The ambition for the patient was to require a less intensive care package from 
October onwards and this expectation was initially built into forecast outturn. Following clinical 
review this has not achieved within the originally anticipated timeframe and the assumption in 
forecast outturn is now that the current care package will be in place for the remainder of the 
financial year. 

 
(ii) An unusually high number of brain injury placements, whose placements are being extended 

beyond initial expectation.  As previously reported the CCG assess forecast outturn on the 
basis of the length of the currently agreed placement, however as patients are clinically 
reviewed packages may be extended in length. Forecast outturn was increased last month as a 
result of placements for two patients being extended to the end of the financial year.  

 
(iii) There are clinical plans in place to review and assess patients to ensure the appropriate 

packages and prices are being commissioned. There is confidence that this improvement in 
efficiency and effectiveness will contribute to the cost of new patients whilst still achieving the 
QIPP target.   

 
(iv) As previously reported, there is one QIPP scheme  which is unlikely to be achieved following a 

review by RDaSH and the CCG to establish whether any out of area patients could be cared for 
more appropriately in a more local setting. There is no evidence to suggest that this is the case 
therefore a saving of £0.2m remains unachieved. This has been mitigated by slippage in 
developments until the start of 2017/18. 

 

 
7.  Prescribing 

 
(i) Figures are based on eight months’ actual prescribing data, overlaid with the CCG’s 

assessment of other activities such as its own prescribing projects and intelligence and 
assessment of QIPP scheme performance for the remainder of the year.  

 

(ii) As previously reported prescribing is volatile and presents a risk to forecast outturn in terms of 
price and volume due to multiple factors including nationally negotiated price deals, national 
and international supply issues and local dispensing behaviours. However it is confirmed the 
Category M price reductions currently in force will continue to the end of the financial year.  

 

(iii) The CCG has developed a number of QIPP schemes targeting specific price and volume 
issues it can have influence over. These schemes are being implemented on a rolling basis and 
consequently the financial effects are exponentially increasing as the year progresses. 

  

(iv) There is a delay of around two months in drug data becoming available which presents an 
added challenge to assessing forecast outturn and the figures may prove to be overly prudent 
because of this. However in terms of actual evidence on  prices changes, the Medicines 
Management Team can link the vast majority of the top 20 price increases and decreases to 
targeted QIPP interventions, for example branded generics and product switching schemes. 
This is evidence of the schemes delivering effectively to date. 

  

(v) In terms of volumes, these will mainly be impacted through our waste schemes which are being 
implemented on a rolling basis but predominantly throughout the second half of the financial 
year. A total of 29 (of 31) Practices will be signed up to the scheme by 1st April 2017.  Latest 
figures provide good evidence of forecast actual achievement against this QIPP scheme being 
substantially in line with plan.   

 
(vi) In summary the medicines management team are continuing to monitor all schemes and good 

progress is being evidenced against schemes currently up and running. Based on eight 
months’ prescribing data, QIPP progress has been reviewed and there is evidence to suggest 
all of the £3.2m QIPP could be achieved by year end.  

 



 
 

  

(vii) Significant risks to the prescribing budget continue to be in-year volume growth and price 
volatility in excess of  planning and QIPP assumptions, and delivery and assessment of QIPP 
schemes.  

 
 

8 GP Primary Care services (Co-Committee) 
 

Practice related elements of the GP primary care allocation delegated to the CCG from NHSE have 
been combined with the £3.2m of CCG funds to create a total allocation of £37.4m which the 
Primary Care Committee will oversee. The Walk in Centre and GP Out of Hours services are shown 
separately. The performance at month 10 is set out below  
 

 
 
As previously reported, the underspend on PMS lines is as a result of NHSE’s national equitable 
funding exercise whereby the value of Rotherham PMS contracts will decrease by circa £1.9m over 
4 years. 2016-17 is year 2 of 4 and 50% (£1m) of funds are withdrawn to date.  The CCG has 
worked with GP Practices to devise PMS Reinvestment Local LES schemes capable of reinvesting 
100% of the withdrawn funds back with Rotherham GP Practices, for delivery of agreed outputs.  
These schemes are included within the Enhanced Services line above alongside the CCG’s longer-
standing LES schemes.   
 
For transparency purposes a £0.5m reserve line was created to house residual growth monies at 
the start of the year; this has been supplemented in-year by a net £0.1m of other funds. A number 
of primary care developments have more recently been agreed at Primary Care Committee, up to 
£0.4m of which will be funded by the reserve; the reserve will offset the agreed additional 
expenditure which will be incurred on other lines. Forecast outturn has been adjusted at month 10 
to allow for the effect of these developments.  

 
 

9 Continuing Care   
 

Individual care packages are being reviewed more frequently by clinical teams to ensure that  
appropriate packages are in place. The data cleansing work between CCG and RMBC prioritising 
Adult Funded Nursing Care (FNC) and Fast Track cases is ongoing. The assessment of forecast 
outturn has been reviewed based on the latest package data for Adult Continuing Health Care 
(CHC) and remains in line with last month. As previously reported FNC rates have been increased 
in-year and backdated to April 2016 at an estimated full year cost of £0.6m to the CCG, and the 
forecast outturn has already been adjusted for this.  
 
We were advised these rates are 9 month interim rates but as no further updates have been 
received we are assuming no further risk to forecast outturn in this financial year. The Department 
of Health set the FNC rate for patients that require 24 hour care that do not meet full CHC funding 
but need healthcare.   
 

Variance to 

Date 

Forecast 

Outturn 

Variance

£m £m

 Premises Cost Reimbursement (0.0) (0.1)

Other Premises costs (0.0) (0.0)

 Enhanced Services   (DES + LES) 0.5 0.8

General Practice - APMS 0.0 0.0

General Practice - GMS (0.0) (0.0)

General Practice - PMS (0.8) (1.0)

Other GP Services 0.0 0.1

Other Misc - Reserves (0.6) (0.6)

QOF (0.2) (0.1)

TOTAL (1.1) (0.9)

Area of Spend

Month 10



 
 

  

 The increased FNC rate has potential to trigger an associated financial risk to the CCG element of 
CHC packages funded jointly with the council. This could give rise to a further £0.3m cost pressure 
in a full year, again based on the 9 month interim rate described above. 

 
An additional risk to forecast outturn is in Childrens CHC as, with limited data from RMBC, the CCG 
are currently forecasting to budget. CCG finance met with RMBC in October to discuss the data 
issue and RMBC have committed to progress. We will continue to review this risk.    

 
 

10 Centrally held Budgets 
 

Predominantly include reserves for the 0.5% contingency monies, the non recurrent 1% we have 
been instructed to hold as uncommitted, and the QIPP target not yet identified. 

 
 
11.  Risks to the Current Forecast for 2016/17 

 
Challenges to achieving the current forecast are considered below: 
 
(i) Operational delivery of the QIPP requirement (section 12); 

  
(ii) The CCG’s ability to handle any additional unforeseen in-year cost pressures from within 

existing resource when there are limited reserves to call upon;  
 

(iii) CHC weekly rate plus a separate risk on childrens packages, as described at section 9 above; 
 

(iv) National  influence over drugs pricing in prescribing; 
 

(v) Unforeseen pressures arising from the movement towards a South Yorkshire footprint for the 
Sustainability and Transformation Fund (STP).  

 
 
 
  



 
 

  

12. QIPP Position - additional analysis 
 

The table below sets out the list of schemes on a page together with an estimated forecast outturn and 
a RAG rating of the risk of success against this estimate.   
 

 
 

Planned 

savings

Forecast 

Savings

Forecast 

Variance

£000s £000s £000s

1 Reduction in follow-ups where provider is above peer average. 816       1,351 535 Green

2
Reducing levels of Activity growth in direct access pathology in line 

with clinical pathways.
          73 109 36 Green

3 Delivery of A and E Assessments through the Clinical Decision Unit.         286 286 0 Green

4

Reduce the levels of growth in A&E, assessments and non elective 

non emergency admission activity in line with local trend analysis to 

ensure impact of previous QIPP schemes are captured.

        280 (136) (416) Red

5

Reduce the levels of growth in emergency admission through 

reconfiguration of the neuro rehab unit, introduction of the Integrated 

Rapid Response Service and Integrated Locality Teams.  

     1,039 (400) (1,439) Red

6 Acute Services Other Contracts - Unscheduled Care.         226 194 (32) Red

7 Acute Services Other Contracts - Planned care.         509 131 (378) Red

8
Review of Assessment and Treatment Unit capacity in block 

purchase or spot purchase. 
        483 483 0 Green

9
Mental Health & Learning Disabilities - working with RDASH to 

reduce the Out of Area activity.
        369 184 (185) Red

10 Medicines Waste reduction.         700 700 0 Amber

11

Product switch schemes to more cost effective products, pen 

needles, blood glucose monitoring, vitamin D, gliptin+metformin, 

glucosamine combination products. 

        550 371 (179) Amber

12
Switching a range of drugs prescribed generically to a specific brand 

that is below drug tariff price as of March 2016.
        250 445 195 Green

13 Participating in rebate schemes as identified by PRESCQIPP.         200 0 (200) Amber

14
Reduction in prescribing rates of a limited range of drugs to national 

average prescribing rates.
        150 0 (150) Amber

15 Negotiated price reductions.      1,000 1,682 682 Green

16 Service redesign - Nutrition/Gluten Free Schemes.           90 90 0 Green

17 Prescribing QIPP schemes for £190k yet to be identifed.         190 0 (190) Red

18 Primary Care APMS Core Contract re-tendered.         125 125 0 Green

19 Premises Costs reimbursements.         118 118 0 Green

20 Slippage on Primary Care Premises Developments.         274 274 0 Green

21 Review of all 40 cases  against the new framework.         250 250 0 Amber

22 Review of Assessment tool for determining care packages.         150 150 0 Amber

23 Review of High Cost Care packages.         100 100 0 Amber

24 Reductions in Running Costs - various initiatives achieved.         250 500 250 Green

25 Other savings and non recurrent underspends      2,700 4,171 1,471 Green

26 Tariff efficiency through prices.      4,400 4,400 0 Green

TOTAL SAVINGS PLANS 15,578 15,578 0 Green

Rotherham  Clinical Commissioning Group - QIPP Schemes on a Page

SCHEME DESCRIPTION
RAG 

Rating



 
 

  

(i) Line 2 - Reductions in Direct Access Pathology in line with Clinical Pathways 
 

As previously reported, the QIPP was a financial assumption predicated on a observation by 
Clinical Referrals Management Committee (CRMC) of the existence of duplicate testing and a 
commitment to reduce it. To date TRFT data alone does not evidence any net reduction in tests. 
To fully assess the QIPP therefore data from GP systems is required in order to validate and/or 
challenge the TRFT data. We understand that RCCG’s GPIT service are scoping out what can be 
extracted in order for this to happen.     
 
 

(ii) Lines 4, 5 and 6 – Reductions in levels of growth in A&E, admissions and non elective 
admissions 
 

The forecast at this stage is that these schemes will not achieve the required savings and are 
flagged as red to highlight the fact that whilst all schemes are fully in place the system hs seen a 
5.6% increase in footfall - in line with national trends. This has therefore led to higher conversion 
rates which is impacting on our non elective position.  
 

(iii) Line 7 – Other Contracts Planned Care 
The forecast currently is that this area will not achieve the required savings due to above expected 
volumes of activity in Hepatobiliary and Pancreatic Surgery at Sheffield Teaching, and in T&O and 
Spinal Surgery at both Sheffield Teaching and the Independent Sector, which is being used for 
capacity reasons.  
 

(iv) Line 9 – Mental Health and Learning Disabilities 
 

There is one QIPP scheme which is unlikely to be achieved following a review by RDaSH and the 
CCG to establish whether any out of area patients could be cared for more appropriately in a more 
local setting. There is no evidence to suggest that this is the case therefore a saving of £200k 
remains unachieved. This has been mitigated by slippage in developments until the start of 
2017/18. 

 

(v) Lines 10 to 17 Medicines Management 
 

The forecast at this stage is that these schemes will achieve the required savings but they are 
flagged either red or amber to highlight the fact that not all schemes are fully in place. 
 

The CCG has developed a number of QIPP schemes targeting specific price and volume issues it 
can have influence over. These schemes are being implemented on a rolling basis and therefore 
the financial effects will exponentially increase as the year progresses.  
 

This QIPP projection takes into account those parts of schemes the medicines management team 
can currently confirm are operationally in place and where savings can be evidenced. Work is 
ongoing to continually assess trends and evaluate where possible the impact of intervention.   
 

 
(vi) Lines 21, 22 and 23 Continuing Healthcare Initiatives 

 

There is no further update at this point in time. Progress has been made in the improved utilisation 
of the Childrens’ Community Nursing Service whereby the CCG is applying the assessment rules 
correctly. Application of the national framework for children and young people has identified 
potential cost savings of £0.3m and £0.5m by year end. 
 

Reviews of the assessment tool and high cost packages are having a positive impact upon the 
costs of continuing healthcare after 4 years of steep increases in costs. 
  

(vii) Line 25 Other Savings still to be determined 
 

This represents the mitigating actions in year including the use of the 0.5% contingency and 
underspends in areas such as primary care and the BCF risk pool. 
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Rotherham CCG Delivery Dashboard

Meeting Date:

This report presents a balance scorecard of key indicators used by NHS England to assure itself on CCG delivery.

In addition to this report, the Operational Executive will be monitoring a full set of metrics across the various NHS

related Outcome Frameworks.

Any issues of concern will be escalated to the governing body.
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Better Care
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Cancer Waits - 31 Days

Local Measures

Cancer Waits - 2 Weeks Cancer Waits - 62 Days
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Sustainability Leadership

Quality Premium Overall RAG Ratings
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Key Performance Issues - Narrative Section

Key Performance Issues 
 
Background 
 
Key performance issues have been identified for escalation to the Governing Body within the narrative below. To support the G overning Body in understanding 
the current performance position, additional narrative and graphical representation has been included within the later sectio n of the performance report. 
 
1) A&E  
 
The novation of the Care UK contract to TRFT is now complete and both A&E and Walk In Centre Activity is included in the nati onal reporting for Rotherham in line 
with other Health Economies. Governing Body members should note that the position for the combined A&E and WIC activity was 8 2.2% in January and 83% 
February (as at 20th Feb). The Rotherham position for A&E is in line with other local provider performance and although very challenging, the CCG continue to 
work closely with partners through the A&E delivery board to realise improvement.  (Local comparison to other Trust's in Sout h Yorkshire can be found in the A&E 
focus on section).  
 
The TRFT A&E position (Type 1) for February based on data to the 19th of February was 69.3%. The position year to date is 86. 5%, excluding November. Current 
performance therefore remains below the levels seen before the switch to MEDITECH. The pre -MEDITECH position for October was 85.1%.  
 
The national position for England for December 16 was 86.2% with the North of England position at 85.7%. December published p erformance for local providers 
was as follows:  
 
Sheffield Children's NHS Foundation Trust – 96.5% / YTD – 97.2%  
 
Sheffield Teaching NHS Foundation Trust – 80.6% / YTD – 87.7%  
 
Barnsley Hospital NHS Foundation Trust – 83.5% / YTD – 92.2%  
 
Doncaster and Bassetlaw Hospitals NHS Foundation Trust – 86.6% / YTD – 92.2% 
 
2) YAS 
 
YAS are currently participating in an NHS England-led Ambulance Response Programme (ARP), which went live from the 21st April 2016. The pilot ran for 3 
months initially and has subsequently been extended. This programme resulted in a change to call category classifications, wh ich has been monitored on this 
report. These classifications have subsequently been revisited by the programme and further changes implemented during Octobe r. The only standard currently 
available to assess performance is 75% of category 1 calls under 8 minutes. In the third full month of monitoring this (Janua ry), YAS achieved 54.4% against the 
75% standard.  
 
The 15 minute turnaround performance at RFT is 60.10% on handovers on target in January (average handover time as 22:10 mins) . Handovers at the Northern 
General Hospital have worsened from 50.20% in December to 46.20% in January.   
  
3) Improving Access to Psychological Therapies (IAPT) - 6 and 18 week waiting time 
 
The national target for patients accessing IAPT services is 75% within 6 weeks and 95% within 18 weeks. The 6 week wait posit ion for Rotherham CCG as at w/c 
13th February 17 was 59.3%. This is below the standard of 75%. January performance was 67.2%. The IAPT position therefore rem ains challenged.   
 
The 18 week wait position for the service w/c 13th February 17 was 97.9%. Performance is consistently meeting the 95% standar d for 18 weeks.  
 
The IAPT service has engaged with an Intensive Support Team visit. Actions are being undertaken following this visit. The key  initial action was to move to a self-
referral model as per national best practice which commenced in January. Workforce training and vacancies have impacted on th e ability to deliver the target, 
however assurance has been provided from RDASH that vacancies are now filled.   
 
4) Cancer 
 
In December the 62 day GP referral to treatment target did not meet the national standard of 85%, with performance at 79.3%. This is the fifth consecutive month 
that the standard has not been met at a CCG level. Breaches of the standard were due to a number of reasons but most related to pathway delays or complexities. 
6 of the 12 breaches related to pathways split between Rotherham Foundation Trust and Sheffield Teaching Foundation Trust.  
 
The 31 day standard from diagnosis to first definitive treatment was achieved in December after being missed in November. Per formance in December was 97.6% 
against the standard of 96%.  
 
In December all other cancer standards were met. 
 
5) Referral to Treatment 
 
RTT Incomplete Pathways continue to meet the 92% national standard in January with performance at 94%. Further details of spe cialty level performance can be 
found in the “focus on” section of the report. The CCG continues to see strong Referral to Treatment performance in most spec ialties. 
 
6) Referral to Treatment - 52 week waits 
 
In January there were no 52 week waiters. 
 
7) Eliminating Mixed Sex Accommodation Breaches (EMSA) 
 
In January, there were 3 breaches, relating to one patient; further detail can be found in the quality report.  
 
 



Key Performance Issues - Narrative Section (page 2)

8) Diagnostic Waiting Times  
 
The January position for the CCG has failed the standard with performance of 4.4% against the target of 1%. 92% of the breaches are at RFT. Colonoscopy, 
Flexible Sigmoidoscopy and Gastroscopy represent the biggest issues.   
 
RFT have confirmed that the medium to longer-term solution to address the Endoscopy waits is recruitment. In the shorter term the use of external providers to aid 
the recovery of performance has commenced. Recovery trajectories are in place at RFT to return to below 1% by the end of February.  
 
169 breaches occurred during January.  There were 155 at TRFT (1 Audiology - Audiology Assessment, 1 Respiratory Physiology – Sleep Studies, 80 Colonoscopy, 
23 Flexi sigmoidoscopy, 6 Cystoscopy and 44 Gastroscopy), 3 at Rotherham Community Healthcare (1 Non-obstetric Ultrasound, 2 DEXA Scan), 1 at Sheffield 
Children’s Hospital (Respiratory physiology – sleep studies), 1 at Chesterfield Royal Hospital NHS Foundation Trust (Computer Tomography), 2 at Sheffield 
Teaching Hospitals NHS Foundation Trust (1 Urodynamics – Pressures and Flows, 1Flexi Sigmoidoscopy), 5 at Doncaster & Bassetlaw (3 Magnetic Resonance 
Imaging, 1 Non-obstetric Ultrasound, 1 Gastroscopy) and 2 at Leeds Teaching Hospital (2 Magnetic Resonance Imaging).  
 
9) Incidence of C.Difficile  
 
YTD performance for the CCG overall as at January was 51 cases against a plan of 55. The yearend target is 63 cases. The 10 cases in January occurred at 
Rotherham Foundation Trust (7), Sheffield Children’s Foundation Trust (1), Sheffield Teaching Hospitals Foundation Trust (1) and Barnsley Hospital Foundation 
Trust (1).  
 
RFT 2016-17 YTD performance is 17 cases against their annual target of 26.  
 
RFT also had a case of MRSA recorded. More details can be found in the quality report.  



NHS Constitution and Pledges

Nov-16 Dec-16 Jan-17 Target QP

95.1% 94.5% 94.0% 92.0% Y

0 0 0 0

0 0 0 0

Nov-16 Dec-16 Jan-17 Target QP

2.6% 6.1% 4.4% 1.0%

Dec-16 Jan-17 Feb-17 Target QP

79.2% 70.1% 69.3% 95.0% Y

99.9% 99.6% 100.0% 95.0% Y

92.2% 82.2% 83.0% 95.0% Y

Oct-16 Nov-16 Dec-16 Target QP

96.1% 99.0% 97.4% 93.0%

95.3% 96.5% 96.6% 93.0%

Oct-16 Nov-16 Dec-16 Target QP

98.1% 95.3% 97.6% 96.0%

100.0% 95.0% 100.0% 94.0%

100.0% 100.0% 100.0% 98.0%

92.9% 100.0% 100.0% 94.0%

Oct-16 Nov-16 Dec-16 Target QP

83.6% 76.6% 79.3% 85.0% Y

100.0% 92.9% 100.0% 90.0%

96.9% 87.8% 86.0%

Cancer - % patients seen within 31 days for subsequent drug 

treatment

Cancer - % patients seen within 31 days for subsequent 

radiotherapy treatment

Cancer - 62 Day Waits

Cancer - % patients seen within 62 days (referral Consultant)

Cancer - % patients seen within 62 days of referral from GP

Cancer - % patients seen from referral within 62 days 

(screening service - breast, bowel and Cervical)

Referral to Treatment

Diagnostic Waiting Times

Cancer - 31 Day Waits

Cancer - % patients seen within 31 days for subsequent 

surgery treatment

Cancer - % patients referred within 2 weeks of referred 

urgently by a GP

Total A&E: % 4 hour A&E waiting times - seen within 4 hours 

(type 1 RFT & type 3 WIC) latest monthly position

WIC A&E: % 4 hour A&E waiting times - seen within 4 hours 

(Type 3 WIC) latest monthly

TRFT A&E: % 4 hour A&E waiting times - seen within 4 

hours (type 1 RFT) latest monthly position

% Patients waiting for diagnostic test waiting > 6 weeks from 

referral (Commissioner)

Cancer - % patients referred with breast symptoms seen 

within 2 weeks of referral

Number of 52 week referral to treatment pathways non 

admitted (Commissioner)

Number of 52 week referral to treatment pathways 

incomplete (Commissioner)

% Patients on incomplete non-emergency pathways waiting 

no more than 18 weeks (Commissioner)

A&E Waits

Cancer - 2 Week Waits

Cancer - % patients seen within 31 days from referral to 

treatment



NHS Constitution and Pledges

Nov-16 Dec-16 Jan-17 Target QP

58.6% 57.7% 54.4% 75%

73.3% 78.8% 58.7%

67.8% 59.2% 68.5%

71.7% 63.2% 58.8%

64.7% 53.5% 68.8%

70.2% 81.7% 65.2%

100.0% 100.0% 95.8%

Nov-16 Dec-16 Jan-17 Target QP

121 270 374 0

25 27 42 0

Nov-16 Dec-16 Jan-17 Target QP

0 0 3 0

Q1 2016/17 Q2 2016/17 Q3 2016/17 Target QP

0 0 0 0

Q1 2016/17 Q2 2016/17 Q3 2016/17 Target QP

100.0% 100.0% 100.0% 95.0%

YAS - Ambulance Calls

YAS Performance (from 20th October 2016)

GreenT Under 90 minutes

GreenH Under 90 minutes

Category 1 Under 8 minutes

Category 2R Under 19 minutes

Category 2T Under 19 minutes

Category 3R Under 40 minutes

Category 3T Under 40 minutes

Mixed Sex Accommodation Breaches

Cancelled Operations

Mental Health

Proportion of people on Care Programme Approach (CPA) 

who were followed up within 7 days of discharge

Crew clear delays of over 30 minutes

Cancelled operations re-booked within 28 days

Number of mixed sex accommodation breaches 

(commissioner)

Ambulance handover delays of over 30 minutes



Improvement and Assessment Framework

Priority Clinical Areas

Mental Health

Dementia

Learning Disabilities

Cancer

Diabetes

Maternity

Smoking Care ratings 

Child obesity Cancer 

Diabetes Mental health 

Falls Learning disability 

Personalisation and choice Maternity 

Health inequalities Dementia 

Anti-microbial resistance Urgent and emergency care 

Carers Primary medical care 

Elective access 

7 Day services 

NHS continuing healthcare 

Sustainability and Financial sustainability 

transformation plan Allocative efficiency 

Probity and corporate governance New models of care 

Workforce engagement Paper free at the point of care 

CCGs local relationships Estates strategy 

Quality of leadership

Reporting 

Frequency Latest available data

Latest Period 

Performance Target

01. Smoking Quarterly Q2  2016/17 12.1%

02. Child obesity Annual 2015/16 35.8%

Annual 2015/16 37.9%

Annual 2015/16 6.2%

04. Falls Annual 2015/16 11392

Monthly Nov-16 65.0% 80.00%

2nd half of each 

year

July 2015 - 

March 2016
66.2%

Annual 2015/16 Q2 - 2016/17 Q1 46.1%

Quarterly Q2 16/17 35.0

Quarterly Q4 15/16 1157.66

Quarterly Q4 15/16 2391.91

Monthly Nov-16 1.222 1.161

Monthly Nov-16 7.30 11.30

08. Carers Annual 2015/16 0.77

Narrative

03. Diabetes

05. Personalisation 

and choice

06. Health 

inequalities

07. Anti-microbial 

resistance

Injuries due to falls in people aged 65 and over 

(Actual - true figure is based on standardised 

measure that is currently not available)

Diabetes patients that have achieved all the NICE 

recommended treatment targets. Three (HbA1c, 

cholesterol and blood pressure) for adults and one 

(HbA1c) for children

People with diabetes diagnosed less than a year who 

attend a structured education course

% GP Referrals to First OP Appointments Booked Using 

Choose and Book

A greater proportion of people aged 18 and over 

suffering from a long-term condition feeling supported to 

manage their condition (GP Survey)

Percentage of deaths which take place in hospital

Personal Health Budget

Inequality in unplanned hospitalisation for chronic 

ambulatory care sensitive conditions

Maternal smoking at delivery

Year 6: Prevalence of overweight (including obese) - 

Children aged 10-11 classified as overweight or obese

B
et

te
r 

H
ea

lt
h

Inequality in emergency admissions for urgent care 

sensitive conditions

Anti-microbial resistance: appropriate prescribing of 

antibiotics in primary care

Anti-microbial resistance: Appropriate prescribing of 

broad spectrum antibiotics in primary care

Health related Quality of Life for Carers (GP Survey)

Needs Improvement

Performing Well

Needs Improvement

Needs Improvement

Needs Improvement

Needs Improvement

Delivering the 
Five Year 

Forward View 



Improvement and Assessment Framework

Reporting 

Frequency
Latest available data

Latest Period 

Performance
Target

Quarterly Q3 2016/17 52

Monthly Dec-16 79.3% 85.0%

Annual 2015 8.7 8.7

Annual 2013 69.4%

Annual 2014 36.5% 60.0%

Monthly Nov-16 48.9% 50.0%

Monthly Nov-16 88.9% 50.0%

Quarterly Q2 2016/17 70.00%

Quarterly 2016-17 Q3 30.0%

Quarterly 2016-17 Q3 100.0%

Quarterly Q2 2016/17 80

Annual 2015/16 73.6%

Annual 2015 6.17

Annual 2014 9

Annual 2015 7.87

Annual 2015/16 77.2% 0.0%

Monthly Jan-17 75.10% 71.5%

Monthly Dec-16 57.7% 75.0%

Monthly Feb-17 69.3% 95.0%

Monthly Dec-16 243.18 187.9 (2)

Quarterly Q4 2015/16 2484

Quarterly Q1 2016/17 1.07

Monthly Aug-16 2

Bi-annual Jul-Sep 15 to Jan-Mar 16 84.8% 74.6%

Monthly Oct-16 94

Annual 2015/16 997 1074

Monthly Jan-17 94.0% 92%

Quarterly 2016/17 Q2 52.89 0.00

(1) The Cancer Patient Experience target is the National Average for 2015, so Rotherham's performance is being measured against the national average

(2) The delayed transfer of care target is is the target for the month.

Use of High Quality Providers-Hospitals

Use of High Quality Providers-Primary Medical Services

Achievement of clinical standards in the delivery of 7 day 

services

People eligible for standard NHS continuing healthcare 

(Rate per 50,000 population)

Patients waiting 18 weeks or less from referral to hospital 

treatment

Unplanned hospitalisation for chronic ambulatory care 

sensitive (ACS) conditions (rate per 100,000 )

Primary care workforce (FTE per 1,000 patients)

Patient experience of Primary Care - GP services

Primary Care Access

Achievement of milestones in the delivery of an 

integrated urgent care service

population use of hospital beds following emergency 

admission

Emergency admissions for urgent care sensitive 

conditions

Delayed transfers of care from hospital per 100,000 

population (average per month)

% of patients admitted, transferred or discharged from 

A&E within 4 hours (TRFT)

Ambulance waits (Category 1 Under 8 Minutes)

Estimated diagnosis rate for people with dementia.

Dementia care planning and post-diagnostic support

Women's experience of maternity services (National 

Maternity Services Survey)

Neonatal mortality and stillbirths (Rate per 1,000 )

Choices in maternity services

Proportion (%) of eligible adults with a learning disability 

having a GP health check

Reliance on specialist inpatient care for people with a 

learning disability and/or autism

Out of area placements for acute mental health inpatient 

care - transformation

Crisis care and liaison mental health service 

transformation

Children and young peoples mental health services 

transformation

People with first episode of psychosis starting treatment 

with a NICE recommended package of care treated 

within 2 weeks of referral

% of people who are moving to recovery

Cancers diagnosed at early stage

One year survival from all cancers

Cancer patient experience (National Cancer Patient 

Experience Survey)(1)

Percentage of patients receiving first definitive treatment 

for cancer within two months (62 days) of an urgent GP 

referral for suspected cancer.

Use of High Quality Providers- Adult Social Care

01. Care ratings

02. Cancer

03. Mental health

04. Learning 

disability

05. Maternity

06. Dementia

B
et

te
r 

C
ar

e

Intended first publication September 2016

07. Urgent and 

emergency care

08. Primary medical 

care

09. Elective access

10. 7 Day services

11. NHS continuing 

healthcare

Intended first publication Late 2016/17

Not currently in publication. First publish date in late 2016/17. Frequency to be 

confirmed.



Improvement and Assessment Framework

Target

Green

Target

03. Workforce 

engagement

04. CCGs local 

relationships

05. Quality of 

leadership

Sustainability and transformation plan

Probity and corporate governance

Not currently in publication

Fully Compliant

Staff engagement index

Progress against workforce race equality standard

Effectiveness of working relationships in the local system

Quality of CCG leadership

02. Probity and 

corporate 

governance

L
ea

d
er

sh
ip

01. Sustainability and 

transformation plan

01. Financial 

sustainability

Financial plan

In year financial performance

Outcomes in areas with identified scope for 

improvement

Expenditure in areas with identified scope for 

improvement

Adoption of new models of care

Local digital roadmap in place

Digital interactions between primary and secondary care

Local Strategic Estates Plan (SEP) in Place

02. Allocative 

efficiency

03. New models of 

care

04. Paper free at the 

point of care

05. Estates strategy

3.67

0.24

78.6%

2

Latest available data

Latest available data

54.19%

In Place

S
u

st
ai

n
ab

ili
ty

Not currently in publication

Not currently in publication

Not currently in publication

In Place

Not currently in publication



Health Outcomes

2013 2014 2015 2016 Target

2490.2 2499.7 0 0 2378

70.8 86.5 76.8 0 63.7

39.1 31.2 41.3 0 27.6

14.9 18.9 18 0 15.8

141.6 143.5 127.3 0 121.4

07/13 - 03/14 07/14 - 03/15 07/15 - 03/16 07/16 - 03/17 Target

0.707 0.707 0.708 0.000 0.740

64.40 66.10 66.20 0.00 67.14

2013/14 2014/15 2015/16 2016/17 Target

937.3 1074.1 996.7 0 1,074

305.8 364.0 272.0 0 364

Nov-16 Dec-16 Jan-17 YTD Target

75.50% 75.60% 75.10% 75.10% 71.50%

2013/14 2014/15 2015/16 2016/17 Target

1496.6 1542.3 1581.3 0.0 1,581

480.8 541.8 372.3 0.0 372.3

Target

437.3%

86.2%

74.6%

Nov-16 Dec-16 Jan-17 YTD

0 0 0 0 Actual

0 0 0 0 Plan

0 0 1 1 Actual

0 0 0 0 Plan

5 4 10 51 Actual

4 4 4 55 Plan

3 1 5 17 Actual

2 2 2 22 Plan

Nov-16 Dec-16 Jan-17 YTD Target

78.0% 71.6% 67.2% 71.6% 75.00%

100.0% 100.0% 99.7% 99.4% 95.00%

Oct-16 Nov-16 Dec-16 YTD Target

2.2% 6.1% 2.2% 10.50% 1.25%

51.50% 53.70% 48.80% 50.50%
52.8%        

(QP Target)

Latest Period Performance

Jul-Sep 15 to  Jan-Mar 16

Jul-Sep 15 to  Jan-Mar 16

Jul-Sep 15 to  Jan-Mar 16

441.3%

84.8%

69.5%

Improved Access to Psychological Services-IAPT: People entering 

treatment against level of need

Satisfaction with the overall care received at the surgery

Satisfaction with accessing primary care

Mental Health: Monthly Indicators

Mental Health: Monthly Indicators

Incidence of healthcare associated infection (HCAI) - MRSA 

(Commissioner)

Incidence of healthcare associated infection (HCAI) - MRSA 

(Provider) - RFT

Incidence of healthcare associated infection (HCAI) - C.Diff 

(Commissioner)

Incidence of healthcare associated infection (HCAI) - C.Diff 

(Provider) - RFT

Improved Access to Psychological Services-IAPT: People who 

complete treatment, moving to recovery

Potential Years of Life Lost (PYLL) from causes considered 

amendable to healthcare, per 100,000

Under 75 mortality rate from cardiovascular disease (CCG)

Under 75 mortality rate from respiratory disease (CCG)

Under 75 mortality rate from liver disease (CCG)

Under 75 mortality rate from cancer (CCG)

Health-related quality of life for people with long-term conditions

Emergency admissions for children with Lower Respiratory Tract 

Infections (LRTI)

Satisfaction with the quality of consultation at the GP practice

Proportion of people feeling supported to manage their condition

Unplanned hospitalisation for chronic ambulatory care sensitive 

conditions

Unplanned hospitalisation for asthma, diabetes and epilepsy in 

under 19s

Diagnosis rate for people with dementia, expressed as a percentage 

of the estimated prevalence

Emergency admissions for acute conditions that should not usually 

require hospital admission

Proportion of people waiting 6 weeks or less from referral to entering 

a course of IAPT treatment

Proportion of people waiting 18 weeks or less from referral to 

entering a course of IAPT treatment

Preventing Premature Mortality

Enhancing Quality of Life

Helping Recovery

Patient Experience

Protecting People From Avoidable Harm

Enhancing Quality of Life

Enhancing Quality of Life



Better Care Fund

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

Actual 2371 2283 2278 2540 2324 2208 2301 2361 2464 0 0 0

Target 2446 2446 2446 2366 2366 2366 2535 2535 2535 2458 2458 2458

Actual YTD 2371 4654 6932 9472 11796 14004 16305 18666 21130 0 0 0

Target YTD 2446 4893 7339 9705 12072 14438 16973 19507 22042 24500 26958 29417

Actual 251.4 184.8 239.8 187.7 238.8 242.7 305.9 208.6 243.2 0.0 0.0 0.0

Target 256.5 256.5 256.467 235.9 235.9 235.9 187.933 187.933 187.9 225.8 225.8 225.8

Actual YTD 251.4 436.3 676.0 863.8 1102.6 1345.3 1651.2 1859.8 2103.0 0.0 0.0 0.0

Target YTD 256.5 512.9 769.4 1005.3 1241.3 1477.2 1665.1 1853.1 2041.0 2266.8 2492.6 2718.4

Actual 12.6% 11.8% 12.5% 12.5% 12.6% 10.8% 10.6% 13.2% 10.3% 0.0% 0.0% 0.0%

Target 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2%

Actual YTD 12.6% 12.2% 12.3% 12.3% 12.4% 12.1% 11.9% 12.1% 11.9% 0.0% 0.0% 0.0%

Target YTD 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2% 12.2%

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

Actual 0 0 102.18 177.8 194.15 224.81 292.19 320.4 0 0 0 0

Target 797 797 797 797 797 797 797 797 797 797 797 797

Actual YTD 0 0 102.18 177.8 194.15 224.81 292.19 320.4 0 0 0 0

Target YTD 797 797 797 797 797 797 797 797 797 797 797 797

Actual

Target

Actual

Target

Inpatient experience:  

the proportion of people 

reporting a poor patient 

experience of inpatient 

care

89.6%

90.0% 91%

115.9

123.1 115.9

2014/15 2015/16

2015/16 2016/17

Proportion of older 

people (65 and over)  

still at home 91 days 

after discharge from 

hospital into reable- 

ment / rehabilitation 

services

Non-Elective Activity 

plan

Delayed Transfers of 

Care (delayed days) 

from hospital per 

100,000 population 

(aged 18+)

Emergency 

readmissions < 30 days 

of hospital discharge 

(all ages)

Long-term support 

needs of older people 

(65 and over) met by 

admission to residential 

and nursing care 

homes, per 100,000 

population



Quality Premium

Preventing Premature Mortality Target

Proportion of cancers diagnosed at stages 1 and 2 60.0%

Increase in proportion of GP referrals by e-referral Target

Proportion of GP referrals made by e-referrals 80.0%

Overall Experience of Making a GP Appointment Target

% of respondents who said they had a good experience of 

making an appointment
74.6%

Antimicrobial Resistance (AMR) Improving Antibiotic 

Prescribing in Primary Care Target

Reduction in the number of antibiotics prescribed in primary 

care
1.161

Reduction in the proportion of broad spectrum antibiotics 

prescribed in primary care
11.30

Stroke Hospital Admittances Target Sep-16 Oct-16 Nov-16 Dec-16

People who have had a stroke who are admitted to acute 

stroke unit within 4 hrs of arrival to hospital (RFT Only)
90% 56% 84% 63% 53%

The CCG has also identified two other local quality premiums - Delayed Transfers of Care and IAPT (Moving to Recovery).

Data on these can be found elsewhere in the report

Nov-16 7.3

Latest Period Performance

Nov-16 1.222

Latest Period Performance

2014 36.5%

Latest Period Performance

Latest Period Peformance

Jul-Sep 15 to 

Jan-Mar 16
69.5%

Nov-16 65.0%



Focus on Performance

Focus on - A&E Waits

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

Actual 85.8% 77.4% 92.9% 90.1% 91.9% 89.1% 95.0% 92.8% 85.2% 79.2% 70.1% 69.3%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 100.0% 100.0% 100.0% 100.0% 99.8% 99.9% 100.0% 100.0% 100.0% 99.9% 99.6% 100.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Actual 91.2% 86.4% 95.6% 93.6% 94.7% 93.1% 96.9% 95.4% 90.7% 92.2% 82.2% 83.0%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

F:\Data\Bu

siness tbc

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

% Seen within 4 hours - RFT 85.8% 77.4% 92.9% 90.1% 91.9% 89.1% 95.0% 92.8% 85.2% 79.2% 70.1% 69.3%

% Seen within 4 hours - Barnsley FT 87.2% 86.7% 93.0% 95.4% 95.5% 91.4% 95.3% 94.7% 93.2% 83.5% 0.0%

% Seen within 4 hours - Doncaster & Bassetlaw FT 93.0% 93.0% 95.1% 93.1% 92.3% 92.8% 91.9% 94.1% 92.8% 86.6% 0.0%

% Seen within 4 hours - England 87.8% 87.3% 90.0% 90.2% 90.5% 90.3% 91.0% 90.6% 89.0% 86.2% 0.0%

% Seen within 4 hours - North 88.0% 87.5% 91.3% 91.0% 91.3% 90.6% 91.4% 91.2% 89.2% 85.7% 0.0%

% Seen within 4 hours - Target 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00% 95.00%

% 4 Hour A&E waiting times - seen 

within 4 hours (Type 1 RFT & Type 3 

WIC) latest monthly position

% 4 Hour A&E waiting times - seen 

within 4 hours (Type 3 WIC) latest 

monthly position

% 4 Hour A&E waiting times - seen 

within 4 hours (Type 1 RFT) latest 

monthly position

65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

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

% 4 Hour A&E waiting times - seen within 4 hours (Type 1
RFT) latest monthly position

Target

% 4 Hour A&E waiting times - seen within 4 hours (Type 3
WIC) latest monthly position

% 4 Hour A&E waiting times - seen within 4 hours (Type 1
RFT & Type 3 WIC) latest monthly position

65.0%

70.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

Feb-16 Apr-16 Jun-16 Aug-16 Oct-16 Jan-17

% Seen within 4 hours - RFT

% Seen within 4 hours - Barnsley FT

% Seen within 4 hours - Doncaster & Bassetlaw FT

% Seen within 4 hours - England

% Seen within 4 hours - North

% Seen within 4 hours - Target

Supporting Narrative 
 
Rotherham CCG data is used to monitor for the Quality Premium and is now published via NHS England on a monthly basis; however it runs 1 month in arrears. 
 
To monitor A&E in a timely manner it has been agreed to use RFT's daily data as a proxy for the CCG measure. The RFT A&E position (Type 1) February to date was 
69.3%. Performance during this period last year (February 2015) was 93.6%. 
 
November has been excluded from the table due to the issues with reporting noted in the main narrative section. 



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

% Seen within 4 hours - Rotherham CCG 92.9% 90.1% 91.9% 89.1% 95.0% 92.8% 85.2% 92.2% 82.2% 83.0%

STF Trajectory (commenced July 2016) 92.5% 91.0% 92.0% 92.5% 91.0% 91.0% 89.0% 92.0% 95.0%

Variance - Actual v STF Trajectory    -3.4% 5.0% 0.8% -7.3% 1.1% -6.8% -9.0%  

Focus on - Refer to Treatment: Incomplete Pathways

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

Actual 94.7% 94.2% 94.4% 95.1% 94.8% 94.0% 93.7% 94.2% 94.7% 95.1% 94.5% 94.0%

Target 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00% 92.00%

RTT Incomplete Pathways by Speciality - RCCG Patients

% Over 

13 Weeks Oct-16 Nov-16 Dec-16 Jan-17 Target

All specialities - total incomplete 17.6% 94.8% 95.1% 94.5% 94.0% 92.00%

Cardiology 17.9% 93.6% 96.9% 96.5% 93.0% 92.00%

Cardiothoracic Surgery 15.9% 97.4% 96.3% 100.0% 97.7% 92.00%

Dermatology 22.9% 96.1% 91.8% 91.6% 91.7% 92.00%

ENT 13.8% 93.1% 94.0% 94.4% 94.5% 92.00%

Gastroenterology 14.0% 95.3% 95.6% 96.8% 96.8% 92.00%

General Medicine 24.7% 94.9% 93.1% 91.5% 89.4% 92.00%

General Surgery 19.1% 92.2% 94.3% 94.1% 93.4% 92.00%

Geriatric Medicine 15.4% 100.0% 100.0% 98.6% 98.0% 92.00%

Gynaecology 23.9% 92.5% 91.8% 90.0% 89.3% 92.00%

Neurosurgery 8.6% 96.2% 100.0% 100.0% 99.0% 92.00%

Neurology 6.1% 96.5% 96.4% 96.7% 98.2% 92.00%

Ophthalmology 9.4% 97.8% 97.7% 97.9% 97.6% 92.00%

Oral Surgery - 100.00% 100.00% 100.0% 100.00% 92.00%

Other 15.1% 94.9% 95.6% 94.6% 93.4% 92.00%

Plastic Surgery 15.4% 92.7% 89.3% 88.6% 95.4% 92.00%

Rheumatology 11.1% 97.7% 99.1% 98.3% 99.1% 92.00%

Thoracic Medicine 21.4% 99.2% 100.0% 99.7% 99.8% 92.00%

Trauma & Orthopaedics 23.4% 92.8% 93.1% 91.5% 91.8% 92.00%

Urology 22.3% 97.9% 97.9% 96.6% 96.2% 92.00%

% Patients on incomplete non-

emergency pathways waiting no 

more than 18 weeks

Focus on - STF Trajectory

90.0%

91.0%

92.0%

93.0%

94.0%

95.0%

96.0%

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

Actual

Target

Supporting Narrative 
 
Latest provisional data for January shows a number of specialties are dipping below the 92% standard, including Dermatology and Trauma & Orthopaedics, which have 
dipped only just below the standard. General Medicine and Gynaecology have dipped further to 89.3%. 
 
Rotherham CCG benchmarks favourably against other CCG's in South Yorkshire for RTT Incomplete waits in December (94.5%):  
 
Barnsley CCG – 92.7% / Bassetlaw CCG – 90.2% / Doncaster CCG – 90.4% / Sheffield CCG – 94.1% / National – 89.7% 

-10.0%

-8.0%

-6.0%

-4.0%

-2.0%

0.0%

2.0%

4.0%

6.0%

75.0%

80.0%

85.0%

90.0%

95.0%

100.0%

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

Variance - Actual v STF Trajectory

% Seen within 4 hours - Rotherham CCG

STF Trajectory (commenced July 2016)

Supporting Narrative 
 
The STF trajectory is the trajectory for A&E improvement agreed between RFT, RCCG and NHS England. December onwards has been updated to show the Rotherham 



Focus on - IAPT Waiting Times

28/11/2016 05/12/2016 12/12/2016 19/12/2016 26/12/2016 02/01/2017 09/01/2017 16/01/2017 23/01/2017 30/01/2017 06/02/2017 13/02/2017

Actual 78.4% 70.0% 67.7% 70.5% 70.7% 85.3% 65.6% 68.5% 68.1% 67.2% 52.8% 59.3%

Target 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75%

Focus on - IAPT 6 Week Wait Waiting List

28/11/2016 05/12/2016 12/12/2016 19/12/2016 26/12/2016 02/01/2017 09/01/2017 16/01/2017 23/01/2017 30/01/2017 06/02/2017 13/02/2017

IAP incomplete - total waiting
Actual 765 788 709 736 722 794 768 711 676 632 662 690

IAPT incomplete - total waiting 0-6 

weeks
Actual 646 666 598 633 601 637 626 575 559 506 564 586

IAPT incomplete - total waiting 

over 6 weeks
Actual 119 122 111 103 121 157 142 140 117 126 98 104

Proportion of people waiting six 

weeks or less from referral to 

entering a course of IAPT 

treatment

0.0%
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IAP incomplete - total waiting

IAPT incomplete - total waiting 0-6 weeks

IAPT incomplete - total waiting over 6 weeks

Supporting Narrative 
 
Local comparison (published data October 16) shows the following benchmark position. This is the same benchmarking as reported last month due to November 16 data not 
yet being published. 
 
Barnsley – 76% 
 
Bassetlaw – 97% 
 
Doncaster – 82% 
 
Sheffield – 88% 
 
National – 88% 



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

Actual 80.00% 81.25% 94.00% 82.35% 92.06% 89.23% 85.11% 83.02% 78.87% 83.64% 76.56% 79.31%

Target 85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00%

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

40 26 47 42 58 58 40 44 56 46 49 46

50 32 50 51 63 65 47 53 71 55 64 58
Total cancer patients waiting to be seen 

within 62 days of referral from GP

Cancer patients seen within 62 days of 

referral from GP

Cancer - % patients seen within 

62 days of referral from GP

Focus on - Cancer (62 Days)

0.00%
10.00%
20.00%
30.00%
40.00%
50.00%
60.00%
70.00%
80.00%
90.00%

100.00%

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

Actual

Target

Supporting Narrative 
 
In December the 62 day GP referral to treatment target did not meet the national standard of 85% with performance at 79.3%. This is the fifth consecutive month that the 
standard has not been met at a CCG level.  
 
TRFT saw no change in performance from November, 84.9% to December 84.9%, which is just under the national standard. 
 
National performance in December was 82.9% 
 
There were 12 breaches in December for RCCG patients: 
 



Rotherham Clinical Commissioning Group:

Updated Indicators at a Glance

Indicator Updated This 

Month?

Latest Period 

for Data

Next Update 

Due

For Period

% Patients on incomplete non-emergency pathways waiting 

no more than 18 weeks (Commissioner)
Jan-17 Mar-17 Feb-17

Number of 52 week referral to treatment pathways incomplete 

(Commissioner)
Jan-17 Mar-17 Feb-17

Number of 52 week referral to treatment pathways non 

admitted (Commissioner)
Jan-17 Mar-17 Feb-17

% Patients waiting for diagnostic test waiting > 6 weeks from 

referral (Commissioner)
Nov-16 Jan-17 Dec-16

TRFT A&E: % 4 hour A&E waiting times - seen within 4 hours 

(type 1 RFT) latest monthly position
 Feb-17 Mar-17 Mar-17

WIC A&E: % 4 hour A&E waiting times - seen within 4 hours 

(Type 3 WIC) latest monthly
 Feb-17 Mar-17 Mar-17

Total A&E: % 4 hour A&E waiting times - seen within 4 hours 

(type 1 RFT & type 3 WIC) latest monthly position
 Feb-17 Mar-17 Mar-17

Cancer: % patients referred with breast symptoms seen < 2 

weeks of referral
 Dec-16 Dec-16 Jan-17

Cancer: % patients referred < 2 weeks: urgent GP referral  Dec-16 Dec-16 Jan-17

Cancer - % patients seen < 31 days: referral to treatment  Dec-16 Dec-16 Jan-17

Cancer - % patients seen < 31 days: subsequent surgery 

treatment
 Dec-16 Dec-16 Jan-17

Cancer - % patients seen < 31 days: subsequent drug 

treatment
 Dec-16 Dec-16 Jan-17

Cancer - % patients seen < 31 days: subsequent radiotherapy 

treatment
 Dec-16 Dec-16 Jan-17

Cancer - % patients seen < 62 days of referral from GP  Dec-16 Dec-16 Jan-17

Cancer - % patients seen from referral < 62 days (screening 

service - breast, bowel and Cervical)
 Dec-16 Dec-16 Jan-17

Cancer - % patients seen < 62 days (referral Consultant)  Dec-16 Dec-16 Jan-17

Red Under 8 minutes Dec-16 Feb-17 Jan-17

AmberR Under 19 minutes Dec-16 Feb-17 Jan-17

AmberT Under 19 minutes Dec-16 Feb-17 Jan-17

AmberF Under 19 minutes Dec-16 Feb-17 Jan-17

GreenF Under 60 minutes Dec-16 Feb-17 Jan-17

GreenT Under 60 minutes Dec-16 Feb-17 Jan-17

GreenH Under 60 minutes Dec-16 Feb-17 Jan-17

Crew clear delays of over 30 minutes Dec-16 Jan-17 Dec-16

Ambulance handover delays of over 30 minutes Dec-16 Jan-17 Dec-16

Number of mixed sex accomodation breaches (commissioner) Dec-16 Feb-17 Jan-17

Cancelled operations re-booked within 28 days  Q3 2016/17 Jan-17 Q3 2016/17

Proportion of people on Care Programme Approach (CPA) 

who were followed up within 7 days of discharge
 Q3 2016/17 Jan-17 Q3 2016/17
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Referral to Treatment

Diagnostic Waiting Times

A&E Waits

Cancer - 2 Week Waits

Cancer - 31 Day Waits

Cancer - 62 Day Waits

YAS - Ambulance Calls

Cancelled Operations

Mental Health

Mixed Sex Accommodation Breaches

YAS - Performance



Updated Indicators at a Glance

Indicator Updated This 

Month?

Latest Period 

for Data

Next Update 

Due

For Period

Maternal Smoking at Delivery
Q2 

2016/17
Mar-17 Q3 2016/17

% of children aged 10-11 classified as overweight or obese 2015/16 Nov-17 2016/17

% of diabetes patients achieving all 3  NICE-recommended 

treatment targets
 2015/16 tbc 2016/17

Newly diagnosed diabetes patients referred to/on a formal 

learning course
2014/15 tbc 2015/16

Injuries from falls (age 65+ years) 2014/15 Jul-17 2015/16

Utilise NHS e-referral service to enable choice at 1st routine 

elective referral
Nov-16 Feb-17 Dec-16

% of deaths which take place in hospital
2015/16 Q2 - 

2016/17 Q1
Dec-16

2015/16 Q2 - 

2016/17 Q1

Personal health budgets  Q2 2016/17 tbc Q3 2016/17

Inequality in unplanned hospitalisation for chronic ambulatory 

care sensitive conditions
 Q4 2015/16 tbc Q1 2016/17

Inequality in emergency admissions for urgent care sensitive 

conditions
 Q4 2015/16 tbc Q1 2016/17

People with long-term condition (LTC) feeling supported to 

manage it (GP Survey)

July 2015 - 

March 2016
tbc

July 2016 - 

March 2017

Antibiotic prescribing rate  Nov-16 Feb-17 Dec-16

Use of broad spectrum antibiotics  Nov-16 Feb-17 Dec-16

Quality of life of carers (GP Survey) 2015/16 tbc 2016/17

Use of good or outstanding providers - hospitals  Q3 2016/17 tbc Q4 2016/17

Cancer (all) diagnosed at stage 1/2 (with supporting measure 

of % of cancers with staging data)
2014 tbc 2015

People with urgent GP referral having 1st definitive treatment 

Maximum 62 days of referral
 Dec-16 Feb-17 Jan-17

Cancer One year survival from all cancers 2013 tbc 2014

Cancer patient experience (National Cancer Patient 

Exeperience Survey)
2015 Jul-17 2016

Psychological therapies (IAPT) recovery rate Aug-16 Feb-17 Sep-16

People with first episode of psychosis treated within 2 weeks 

of referral
 Nov-16 Jan-17 Dec-16

Better Health
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Updated Indicators at a Glance

Indicator Updated This 

Month?

Latest Period 

for Data

Next Update 

Due

For Period

Transformation of Mental Health Services for children and 

young people
 Q2 2016/17 tbc Q3 2016/17

Crisis care and liaison mental health service transformation 2016-17 Q3 tbc 2016-17 Q4

Out of area placements for acute mental health inpatient care - 

transformation
2016-17 Q3 tbc 2016-17 Q4

Reliance on specialist inpatient care for people with learning 

disability/autism
 Q2 2016/17 tbc Q3 2016/17

% of people with a learning disability on a GP register having 

annual health check
2015/16 tbc 2016/17

Women offered choice in maternity services (National 

Maternity Services Survey)
2015 tbc 2016

Neonatal mortality and still births 

(Rate per 1,000 )
2014 tbc 2015

Women's experience of maternity services (National Maternity 

Services Survey)
2015 tbc 2016

Care-planning/post diagnostic support for people with 

dementia
2015/16 tbc 2016/17

Estimated diagnosis rate for people with dementia  Jan-17 Feb-17 Feb-17

Ambulance waits (Red1) Dec-16 Feb-17 Jan-17

Percentage of patients who spend 4 hours or less in A&E 

(TRFT)
Dec-16 Feb-17 Jan-17

Delayed transfers of care (LA) 

(Rate per 100,000 )
 Dec-16 Feb-17 Jan-17

Emergency admissions for urgent care sensitive condition  Q4 2015/16 tbc Q1 2016/17

Population of use of hospital beds following emergency 

admission
 Q1 2016/17 tbc Q2 2016/17

Milestones achievement in the delivery of an integrated urgent 

care service
 Aug-16 Mar-17 Sep-16

Primary care access

Patient experience of GP services
Jul-Sep 15 to 

Jan-Mar 16
Jan-17

Jan-Mar 16 to 

Jul-Sep 16

Primary care workforce  Oct-16 Mar-17 Nov-16

Unplanned hospitalisation for chronic ambulatory care 

sensitive (ACS) conditions (rate per 100,000)
2015-16 tbc 2016-17

Patients waiting 18 weeks or less from referral to hospital 

treatment
 Jan-17 Feb-17 Feb-17

Achievement of clinical standards in the delivery of 7 day 

services

People eligible for standard NHS continuing healthcare  2016/17 Q2 52.89 Jan-17
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Intended first publication was September 2016

Better Care

Intended first publication is late 2016/17



Updated Indicators at a Glance

Indicator Updated This 

Month?

Latest Period 

for Data

Next Update 

Due

For Period

Financial plan

Digital interactions between primary and secondary care

Local strategic plan (SEP) in place

Outcomes in areas with identified scope for improvement

Expenditure in areas with identified scope for improvement

Local digital roadmap in place

In-year financial performance

Adoption of new models of care

Leadership

Sustainability and transformation plan

Probity and corporate governance

Staff engagement index

Progress against workforce race equality standard

Effectiveness of working relationships in the local system

Quality of CCG leadership
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Sustainability

Not currently in publication

Not currently in publication

Not currently in publication
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Information updated from MYNHS website.  No 

indication as to period it covers, whether it is an 

annual measure or when the next report is likely to 

be issued

Information updated from MYNHS website.  No 

indication as to period it covers, whether it is an 

annual measure or when the next report is likely to 

be issued



Updated Indicators at a Glance

Indicator Updated This 

Month?

Latest Period 

for Data

Next Update 

Due

For Period

Preventing Premature Mortality

Potential Years of Life Lost (PYLL) from causes considered 

amendable to healthcare, per 100,000
2014 tbc 2015

Under 75 mortality rate from cardiovascular disease (CCG) 2015 Sep-17 2016

Under 75 mortality rate from respiratory disease (CCG) 2015 Sep-17 2016

Under 75 mortality rate from liver disease (CCG) 2015 Sep-17 2016

Under 75 mortality rate from cancer (CCG) 2015 Sep-17 2016

Enhancing Quality of Life

Health-related quality of life for people with long-term 

conditions
07/15 - 03/16 Sep-17 07/16 - 03/17

Proportion of people feeling supported to manage their 

condition
07/15 - 03/16 Sep-17 07/16 - 03/17

Enhancing Quality of Life

Unplanned hospitalisation for chronic ambulatory care 

sensitive conditions
2015/16 Mar-17 2015/16

Unplanned hospitalisation for asthma, diabetes and epilepsy 

in under 19s
2015/16 Mar-17 2015/16

Enhancing Quality of Life

Diagnosis rate for people with dementia, expressed as a 

percentage of the estimated prevalence
 Jan-17 Dec-16 Feb-17

Helping Recovery

Emergency admissions for acute conditions that should not 

usually require hospital admission
2014/15 tbc 2015/16

Emergency admissions for children with Lower Respiratory 

Tract Infections (LRTI)
2014/15 tbc 2015/16

Patient Experience

Satisfaction with the quality of consultation at the GP practice
Jul-Sep 15 to 

Jan-Mar 16
tbc

Jul-Sep 16 to 

Jan-Mar 17

Satisfaction with the overall care received at the surgery
Jul-Sep 15 to 

Jan-Mar 16
tbc

Jul-Sep 16 to 

Jan-Mar 17

Satisfaction with accessing primary care
Jul-Sep 15 to 

Jan-Mar 16
tbc

Jul-Sep 16 to 

Jan-Mar 17

Protecting People From Avoidable Harm

Incidence of healthcare associated infection (HCAI) - MRSA 

(Commissioner)
 Jan-17 Jan-17 Feb-17

Incidence of healthcare associated infection (HCAI) - MRSA 

(Provider) - RFT
 Jan-17 Jan-17 Feb-17

Incidence of healthcare associated infection (HCAI) - C.Diff 

(Commissioner)
 Jan-17 Jan-17 Feb-17

Incidence of healthcare associated infection (HCAI) - C.Diff 

(Provider) - RFT
 Jan-17 Jan-17 Feb-17

Mental Health: Monthly Indicators

Proportion of people waiting 6 weeks or less from referral to 

entering a course of IAPT treatment
Jan-17 Dec-16 Feb-17

Proportion of people waiting 18 weeks or less from referral to 

entering a course of IAPT treatment
Jan-17 Dec-16 Feb-17

Mental Health: Monthly Indicators

Improved Access to Psychological Services-IAPT: People 

entering treatment against level of need
Dec-16 Dec-16 Jan-17

Improved Access to Psychological Services-IAPT: People who 

complete treatment, moving to recovery
Dec-16 Dec-16 Jan-17
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Updated Indicators at a Glance

Indicator Updated This 

Month?

Latest Period 

for Data

Next Update 

Due

For Period

Non-Elective Activity plan  Oct-16 Jan-17 Nov-16

Delayed Transfers of Care (delayed days) from hospital per 

100,000 population (aged 18+)
 Oct-16 Jan-17 Nov-16

Emergency readmissions < 30 days of hospital discharge (all 

ages)
 Dec-16 Dec-17

Jul 16 to 

Aug 16

Long-term support needs of older people (aged 65 and over) 

met by admission to residential and nursing care homes, per 

100,000 population

Dec-16 Dec-17
Jul 16 to 

Sep 16

Proportion of older people (65 and over) who were still at 

home 91 days after discharge from hospital into reablement/ 

rehabilitation services

2015/16 Apr-17 2016/17

Inpatient experience:  the proportion of people reporting a poor 

patient experience of inpatient care
2014 tbc 2015

Preventing Premature Mortality

Proportion of cancers diagnosed at stages 1 and 2 2014 tbc 2015

Increase in proportion of GP referrals by e-referral

Proportion of GP referrals made by e-referrals Nov-16 Feb-17 Dec-16

Overall Experience of Making a GP Appointment

% of respondents who said they had a good experience of 

making an appointment


Jul-Sep 15 to 

Jan-Mar 16
Jan-17

Jan-Mar 16 to 

Jul-Sep 16
Antimicrobial Resistance (AMR) Improving Antibiotic 

Prescribing in Primary Care

Reduction in the number of antibiotics prescribed in primary 

care
Nov-16 Feb-17 Dec-16

Reduction in the proportion of broad spectrum antibiotics 

prescribed in primary care
Nov-16 Feb-17 Dec-16

Stroke Hospital Admittances

People who have had a stroke who are admitted to acute 

stroke unit in 4 hrs of arrival to hospital (RFT Only)
 Dec-16 Feb-17 Jan-17
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NHS ROTHERHAM 

1. HEALTHCARE ASSOCIATED INFECTION 

RDaSH: There have been no cases of Health Care Associated Infection so far this year. 

Hospice: One patient was admitted to the inpatient unit with MRSA in April 2016. 

TRFT : 

 MRSA –  1  

 MSSA – 9 

 E Coli – 177 

 C-Difficile: 

TRFT 
 

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

2015/16 
Target 
= 26 

Monthly 
Actual 

0 0 2 2 1 2 1 3 1 5   

Monthly 
Plan 

1 4 2 2 1 4 2 2 2 2 2 2 

YTD 
Actual 

0 0 2 4 5 
7 

(+1) 
8 

(+1) 
11 

(+1) 
12 

(+1) 
17 

(+1) 
  

YTD 
Plan 

1 5 7 9 10 14 16 18 20 22 24 26 

TRFT have allocated themselves a (+1), this case relates to a CCG allocated case that had been a 
hospital inpatient who was discharged for 2 days then readmitted with a sample 48 hrs after 
readmission. Although this is not reflected in the official data TRFT have accepted that they should take 
responsibility for the case and any learning outcomes identified. 

NHSR:  

 MRSA – 5 For Rotherham residents.  Of these: 

 0 – Attributed to Rotherham CCG 

 3 - Attributed to ‘Third Party’ 

 1 - Attributed to Doncaster and Bassetlaw Hospitals Foundation Trust (DBHFT)  

 1 – Attributed to The Rotherham Foundation Trust (TRFT) 

All 5  cases are confirmed as final attribution of the cases. This has been determined and 
documented by PHE and NHSE. 

 MSSA – 49 

 E Coli – 206 

 C-Difficile: 

NHSR 
 

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

2015/16 
Target 
= 63 

Monthly Actual 1 5 4 7 6 
8 

(-1) 
1 5 4 10   

Monthly Plan 6 7 6 7 7 6 4 4 4 4 4 4 

YTD Actual 1 6 10 17 23 31 32 37 41 51   

YTD Plan 6 13 19 26 33 39 43 47 51 55 59 63 

The (-1) relates to the case highlighted above that cannot officially be changed but does need to be 
acknowledged.  Signed off data up to end of January 2017. 

 MRSA Blood stream Infection (BSI)  
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5 MRSA Blood Stream Infections overall in Rotherham residents, however, no allocation to 
Rotherham CCG: 

 3 cases previously highlighted as third party. 

 1 case attributed to DBHFT with Doncaster CCG aware and involved in the learning 

outcomes as lead CCG.  

 1 case (5th case) is relating to a pt. admitted to TRFT with no history of MRSA and 
developed a Blood Stream Infection. This has been investigated and appears the cause is 
related to a peripheral line infection and all care relating to the peripheral line. There was 
also some learning around documentation and MRSA screening. The case has been 
escalated as an SI within TRFT, and subsequent actions will be taken relating to the 
learning outcomes.  

[The category of Third Party was introduced from April 2014 to capture instances where, after 
arbitration by the review panel, the MRSA case could not legitimately be assigned to either the 
CCG or the Trust.  Therefore, for the purposes of the published data on MRSA cases, these Third 
party cases will not be assigned to either the Trust or the CCG.]  

 E Coli 

It has been acknowledged that the E Coli bacteraemia rates are high and have nationally 
increased in the last 5 years. The Department of Health documented that the plans to reduce 
infections in the NHS has emphasis on E- Coli, with an aim of halving by 2020.  At present there 
are no nationally set targets. Rotherham CCG and TRFT are in the process of meeting to discuss 
possible strategies surrounding reducing E Coli’s.  

 Clostridium Difficile Infections (CDI)  

Post infection reviews are being undertaken on all cases of Clostridium Difficile within Rotherham. 
This will be a continual and reviewed process. The process will highlight any lapses in quality of 
care and any learning outcomes within both community and acute trusts. Any common themes 
will be addressed as identified.  

[NB A ‘lapse in care’ - would be indicated by evidence that policies and procedures were not 
followed. The lack of compliance with this or any of the elements identified in ‘clostridium difficile 
infection objectives for NHS organisations in 2016/17 and guidance on sanction implementation’ 
(NHS England) checklist would not indicate the infection was caused by the lapse, but that  best 
practice was not followed. The first and foremost aim is to learn any lessons necessary to 
continually improve patient safety.]  

 Figure comparison of CDI 

51 Cases -YTD 16/17 as of the end of January in comparison to YTD 2015/16  as of the end of 
January there were 70 cases.  

1 case in April 16/17 compared to 4 cases in April 15/16. 
5 cases in May 16/17 compared to 9 cases in May 2015/16  
4 cases in June. 16/17 compared to 9 cases in June 15/16 
7 cases in July 16/17 compared to 12 cases in July 2015/16 
6 cases in August 16/17 compared to 6 cases in August 2015/16 
7 Cases in September 16/17 compared to 10 cases in September 2015/16 
1 case in October 16/17 compared to 1 case in October 2015/16 
5 cases in November 16/17 compared to 5 cases in November 15/16 
4 cases in December 16/17 compared to 6 cases in December 15/16 
10 cases in January 16/17 compared to 8 cases in January15/16 

Analysis to date identifies a confirmed link a in care home. There are also potential links in an 
external acute trust (Not TRFT) that the lead CCG for that trust are aware of and are monitoring.  
Actions relating are being undertaken by STH as the external trust. The link in the care home has 
been declared an outbreak (2 or more cases) and Rotherham CCG are working with the Local 
Authority, PHE and TRFT care homes team to provide support and guidance and gain assurance 
that actions are being taken. 
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There are also themes relating to antibiotic prescribing and sample obtaining.  This is both 
primary and secondary care related and as such is being addressed with GPs and hospital staff.  

A Clostridium difficile improvement/ reduction plan will be compiled following full analysis of the 
cases from 2016/17.  

 Norovirus 

Norovirus remained circulating within Rotherham through January and continued to be managed 
well by TRFT relating to symptomatic admissions, and by the care homes with PHE support.  

 Influenza 

Admissions to TRFT with respiratory illnesses has increased within January, with confirmed 
cases of Influenza A. There have been no critical care admissions or mortality with Influenza as a 
cause. The rate does reflect what is occurring both regionally and nationally. GP attendances are 
monitored and in Rotherham have remained consistent, though slightly raised in comparison to 
the rest of south Yorkshire, and on par with Yorkshire and The Humber region. 

2. MORTALITY RATES 

HSMR is 105.21 which is increasing on a monthly basis (October 2015 - September 2016). There has 
been significant improvement from last month on the percentage of uncoded elements. The coding 
department has increased the level of coding from last month which had been of concern and now very 
little remains uncoded 3.08%. 

SHMI – 102.8 (April - March 2016).The SHMI has now fallen to insignificance following the 6 month 
delay. The HSMR has been slowly rising over the last 6 months but still does not reach a statistically 
significant level. 

The crude mortality rate has fallen which also triangulates with the number in the harm free care weekly 
meetings. The 3 month total being 1.19% down from 1.24%, this is using Meditech data with 18,252 
admissions. 

When looking at the specific days of the week and weekend the crude rate rises to 3.48% which is a 
reduction from last month. This is from the period October 2015 to September 2016. The lower 
confidence interval on Friday and Saturday is getting closer to 100 than previous months and deaths 
within 0-48 hours equally requires review. This will be undertaken with the Trust’s Palliative Care Team. 

HSMR for urinary tract infections is significant and work will progress as to the reason why this has 
triggered.  

3. SERIOUS INCIDENTS (SI) AND NEVER EVENTS (NE) 

SI Position 20.01.2017 – 15.02.2017 TRFT 
RDASH 

RCCG 
**Out of 

Area 
YAS 

Care UK 
GP CCG *PH 

Open at start of period 51 14 6 0 3 0 2 

Closed during period 0 0 4 0 0 0 0 

De-logged during period 3 1 0 0 0 0 0 

New during period 3 1 1 0 0 0 0 

New Never Events during period 1 0 0 0 0 0 0 

Total Open at end of period 52 14 3 0 3 0 2 

Final Report Status       

Final Reports awaiting additional information 1 1 N/A 0 0 0 0 

Investigations on “Hold” 1 2 N/A 0 1 0 0 

CCG approved Investigations above 60 days 34 0 N/A 0 0 0 0 

Investigations above 60 days without approval 0 0 N/A 0 0 0 0 

Final Reports due at next SI Meeting 44 4 N/A 0 2 0 2 

*  Public Health Commissioned Service SIs – Performance Managed by Public Health 
** Out of Area SI – Performance Managed by Relevant CCG 



 

Page 6 of 20 

4. CHILDREN'S SAFEGUARDING 

Date Discussion Outcome Follow up/Next Steps 

Nov 2016 
Update 

Serious Case 
Reviews 
Overview 

3 SCR involving Rotherham 
agencies to greater/lesser 
extent 

 

   3/4 children discussed at SCR  
January 2017 regarding their 
links to a DHR. Discussion 
with LSCB chair as to the 
potential need for further 
information from RMBC is 
being sought. 

   I child death (15 yr old - 
Dinnington case) is to be 
discussed at the SCR on 28 
February.  This decision will 
be fed back to NHS England 
as they are considering a 
serious complex case review 

20.10.16 SCR Panel 
Discussions 

Child Attendance at ED by 
parents and small infant.  
Fracture to elbow noted – full 
skeletal CP Medical 
undertaken.  Infant, toddler 
and older sibling removed from 
parental care.  Child was 
referred to the SCR Panel in 
October.  The LSCB Chair has 
agreed with the SCR Panel 
recommendation that this does 
not meet the criteria for a SCR 
and that a Lessons Learned 
Review should be undertaken. 

Designated Nurse attending 
as significant issues noted in 
Health visiting record.  TRFT 
and GP records.   

The 2 organisations involved 
are TRFT and a GP Practice 
who are both accountable 
under Children Act Section 13 
as partners.  In reality there is 
only one Health Visitor and 
one GP involved.  The SCR 
Panel has agreed a phased 
approach in relation to a 
learning event. The first one 
will be planned for February 
(22.2.17) and will be a 
reflective event chaired by an 
independent reviewer, namely 
the Designated Nurse 
Bassetlaw CCG.  Both 
practitioners to be present, if 
TRFT HR will allow this 
(illness issues) and in addition 
the Named GP and Named 
Nurse and Named Midwife 
TRFT (SP/AP) to support the 
process.  

The second phase will be 
have a wider lessons learnt 
approach and will particularly 
focus on transferring the 
learning out into primary care.  
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4.1 Drivers for Change: 

Date Discussion Outcome Follow up 

October 
2014 

Ofsted Inspection of 
Local Authority 
completed.  
Rotherham received 
an Inadequate Grade. 

Feedback –the 
government have 
appointed a number of 
independent 
commissioners to 
oversee improvements 
and a new DCS 
appointed. 

LA has set up an 
improvement panel to 
consider implications 
and drive up changes.  
NHS RCCG Chief 
Officer and Chief 
Nurse attending. 

Head of LAC in LA 
has left the post – 
interim in place. 

Rotherham health economy is 
fully committed to 
safeguarding (one of four 
priorities in the Commissioning 
Plan) 

August 2016 commissioners 
are starting to withdraw from 
Rotherham as an area 
requiring significant 
improvement.  Ofsted continue 
to visit regularly to monitor 
progress.  

Ofsted due to review MASH 9 
and 10 Feb 2017. Outcome 
not know yet. 

Joint LA and CCG Children 
Commissioner post is taking 
forward a number of initiatives 
– joint post holder is moving 
areas.  This will potentially 
leave a gap. 

CQC visiting TRFT in 
September and RDaSH in 
October for follow up 
inspections. RDaSH feedback 
good for safeguarding. 

Feb 2016 Joint Targeted Area 
Inspections proposed 
by Ofsted, CQC and 
HMIP 

Joint inspectorates 
have published their 
expectations on joint 
inspections.  Themed 
deep dives to be 
undertaken, from 
January 2017 to 
consider the category 
of abuse - Neglect 

No joint meetings arranged by 
LA but TRFT are undertaking 
work to ensure that 
safeguarding are continually 
improving 

May 2016 Paper presented to 
Local Safeguarding 
Children Board 
Performance and 
Quality Sub Group. 
This was an audit of 
LA LAC records and 
the timeliness of LAC 
Initial Health 
Assessments. 

Data presented from 
the LA system states 
that only 10.2 % of 
Initial Health 
Assessments are held 
within the 20 working 
days timeframe. This 
is totally unacceptable 

Data from both 
systems to be 
synchronised as a 
matter of urgency and 
a full review of the 
current system needs 
to happen.  Both LA, 
CCG and TRFT need 
to actively seek to 
clarify the position and 
ensure that Initial 
Health assessments 
are being held in a 
timely fashion. 

Raising Aspirations 
Health and Wellbeing 
work stream to 
continue to scrutinise 

A short term task and finish 
group has been set up to 
consider the data presented by 
the LA regarding LAC Initial 
Health Assessments. Nurse 
Consultant RDaSH to co-chair 
with a young person from the 
LAC Council.  Report due to 
LSCB and Corporate 
Parenting end September 
2016. 

September Update: progress 
continues to be challenging 
and extremely poor. NHS 
RCCG has raised these issues 
as significant challenges to 
TRFT via Quality and 
Performance group. TRFT are 
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Date Discussion Outcome Follow up 

and requires urgent 
attention. 

Designated Dr records 
state 35% held in 
timescale. 

May and June IHA 
Audit undertaken by 
LSCB and Designated 
Nurse 0% IHA 
undertaken in 
timeframe.  
Unacceptable and 
challenge raised with 
LA and TRFT. Report 
due at LSCB 
performance sub 
group 

processes and will 
work alongside the 
short term Task and 
Finish group set up by 
LSCB. 

17 children refusing 
health assessments – 
all reviewed by TRFT 
Team and a proposal 
for a change in the 
system being 
highlighted within 
TRFT and LA. Report 
due at Corporate 
Parenting setting out 
proposed changes. 

reviewing the whole system, a 
watching brief is in place with a 
report expected back to the 
LSCB September 2016 

Paper on ‘refuses’ presented 
and well received at Corporate 
parenting 27 September with 
changes to process outlined. 

Designated Nurse LAC met 
with Interim Head of LAC to 
discuss a systematic way of 
identifying and tracking 
children in care requiring an 
initial health assessment. 

14.10.16 high level Summit 
meeting arranged to discuss 
lack of progress and source 
solutions.  RMBC to arrange a 
further meeting to check 
progress. 

February 2017: Significant and 
enduring concerns around 
IHAs.  Robust TRFT and 
RMBC management oversight 
continues.  CCG remain 
involved and driving forward 
improvements.  Liquid Logic 
remains an additional 
challenge.  NHSR CCG has 
asked for peer support from 
Sheffield CCG Designated Dr. 

 

4.2 Learning Review 

Area Discussion Outcome Output 

January 
2017 

The theme of Domestic 
Abuse is to be utilised 
for this year’s GP Self-
Assessment tool 

Safeguarding Team 
met with the Domestic 
and Sexual Abuse 
Co-ordinator RMBC 
new into post 11.1.17.  
The D&S A 
Coordinator has 
offered bespoke GP 
training within GP 
Practices  

By April 2018 NHSR CCG will 
have assurance regarding GP 
Practices in Rotherham’s 
competency in DA. 
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4.3 Safeguarding Challenges 

Date Challenge Next Steps 

Feb 2017 1 case of Female Genital Mutilation (FGM) 
reported by GP Practice to Rotherham Multi 
Agency Safeguarding Hub and police.  Transfer 
in patient with a small infant. 

To be discussed with GP 
Safeguarding Lead as good 
practice 

Jan 2017 Rotherham Multi Agency Safeguarding Hub has 
now been fully functional for 1 year 

Verbal update to AQUA 
assuring them of the CCGs 
continuation of support. 

5. ADULT SAFEGUARDING 

5.1 Headlines 

 RSAB – The Board will next meet on the 13th March.  

 RCCG Chief Nurse and Safeguarding Adult/Clinical Quality Lead attended the RSAB 
Performance and Quality (P&Q) Safeguarding Self-assessment challenge meeting with the 
chair of the board and chair of the P&Q group. All findings will be feedback to CCG.  

 RSAB development day arranged for the 14th March – programme to be confirmed 

 Sub group – All sub groups except the MCA/DoLS group met as planned in February  and 
work continues to progress. Issus again highlighted to board re poor attendance from 
individual organisations.  

 SAR (Safeguarding Adult Review) – The terms of reference have been agreed. The first 
panel meeting is arranged for the 1st March. The CCG is working with the GP practice to 
complete the request.  

 DHR (Domestic Homicide Review) – The GP practice has completed the report as 
requested by the Independent chair and submitted before the deadline. The second panel is 
to take place on the 20th February.  

 SCR (Serious Case Review) – The independent chair has requested more information 
regarding the 3 children linked to the above DHR.  

 LeDeR (Learning Disabilities Mortality Review Programme) - No further LeDeR 
mortalities have been reported. The CCG is to attend a learning event (21st March) hosted by 
NHS England North leader around CCG’s taking responsibility for area referrals. The CCG 
has 3 members of staff who have attended the training for reviewers. 

 Safeguarding Self-Assessment and Challenge meeting – letter received following the 
challenge meeting attached at APPENDIX A 

5.2 Care Home update  

No update this month.  Care Home CQC visits reported in CQC section below. 

6. DELAYED TRANSFER OF CARE (DToC) 

6.1 Adult mental Health Services 

Whilst there are no significant delays in adult services, Rotherham CCG, RDaSH and the housing 
department continue to work together to minimise any potential delays due to housing. 

See the graph of DTOC for Adult services: 
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6.2 Older People’s Mental Health Services 

Placement availability for complex patients remains an issue affecting some. Whilst numbers are 
limited, delays can be prolonged. Rotherham CCG and partners continue to work together to 
minimise these. 

See graph of DTOC for Older Peoples services: 
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7. DEPRIVATION OF LIBERTY SAFEGUARDS (DOLS) 

7.1 Deprivation of Liberty Applications 

Provider Applications No. 

Hospitals 
(Acute): 

Requests received in 16/17 

Number Received This Reporting Month 

Granted in This Reporting Month 

Not Granted/Withdrawn in This Reporting Month 

Total Number in the Backlog 

206 

22 

0 

5 

35 

Hospitals 
(Psych) 

Requests received in 16/17 

Number Received This Reporting Month 

Granted in This Reporting Month 

Not Granted/Withdrawn in This Reporting Month 

Total Number in the Backlog 

15 

1 

1 

0 

1 

Care Homes 
(new requests) 

Requests Received in 16/17 

Number Received This Reporting Month  

Granted in This Reporting Month 

Not Granted/Withdrawn  in This Reporting Month 

Awaiting reports from BIA/MHA 

620 

63 

39 

5 

25 

7.2 Backlogs 

 Care Homes Hospital 

Total Number in the Backlog 

16/17  

15/16  

14/15  

Awaiting Further Information  

Total Not Granted/Withdrawn in 16/17 

573 

205 

293 

73 

35 

107 

54 

36 

13 

5 

N/A 

180 

8. ADULT CONTINUING HEALTHCARE (CHC) 

An existing member of the nursing team was successful at interview for the vacant Team Leader post 
and has now begun a comprehensive induction.  

The Rotherham CHC team have been allocated a student nurse for 2 weeks under the current student 
nurse scheme. The student is based with a district nursing team as the hub and for shorter periods with 
other teams such as CHC. 

The team continue to work with colleagues across Rotherham Foundation Trust to ensure patient flow 
is optimised, inappropriate hospital admissions are reduced, and timely hospital discharges are 
promoted. NHS Continuing Healthcare (CHC) guidance advises that CHC assessments should not 
routinely be completed in hospital, therefore pathways such as discharge to assess placements are in 
place, and where appropriate CHC offer up to 4 weeks of interim funding of a placement. 
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Table 1 -  The table identifies the total number of patients eligible for funding from NHS Rotherham 
Continuing Health Care service, including 12 month outstanding reviews: 

W/C 05/12/16 03/01/17 13/02/17 

Total Number Eligible Patients 577 581 557 

Total % Outstanding 12mth  Reviews 29.81% 29.78% 29.98% 

Total Number of 12mth Outstanding Reviews 172 173 167 

Number of LD Team patients Eligible 124 124 126 

Total % of LD Team outstanding 12mth reviews 37.90% 37.90% 38.10% 

Total Number of 12mth outstanding LD Team  reviews 47 47 48 

 

Table 2 - The table identifies the total number of referrals received into NHS Rotherham Continuing 
Health Care service, including the number requiring a full DST. 

Month Oct 16 Nov 16 Dec 16 Jan 17 

Total number of 
referrals  received 

Acute 54 51 52 43 

D2A 7 4 5 1 

Community 67 65 63 37 

Total number of 
referrals screened in 

to complete a full DST 

Acute 8 7 9 14 

D2A 1 0 3 0 

Community 22 22 20 12 

Total number of 
referrals screened out 

Acute 14 12 12 13 

D2A 4 3 1 0 

Community 6 6 5 7 

Total number of 
referrals returned for 
further information 

Acute 32 32 31 16 

D2A 2 1 1 1 

Community 41 37 38 18 

9. CHILDREN’S CONTINUING HEALTHCARE 

Children’s Continuing Care 

Months Aug Sept Oct Nov Dec 

Total number of Eligible patients 45 44 46 45 42 

Total outstanding Reviews 6 0 0 0 0 
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10. PERSONAL HEALTH BUDGETS (PHB) FOR PATIENTS IN RECEIPT OF CONTINUING 
HEALTHCARE 

Date 
Sept 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Number RCCG CHC 
patients eligible for a PHB 

578 575 573 568 556  

Number of RCCG CHC 
patients in receipt of a PHB 

95 96 91 91 91  

11. PREVIOUSLY UNASSESSED PERIODS OF CARE (PUPoC) 

Number of requests 
received 

Sept 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

April 
2016 

Current number of 
outstanding cases 

83 77 67 54 11 0   

All PUPoC initial assessments have now completed with a decision made, there is a number of appeals 
against the decisions expected. The CCG is anticipating a new period of un-assessed cases to be 
opened by the Department of Health shortly. 

12. FRACTURED NECK OF FEMUR INDICATOR 

The year to date (December) position shows that the Trust are not achieving the target with actual 
numbers seen at 214 and subsequently a predicted outturn of 285 against an annual target of 280. 

13. STROKE 

December - all stroke indicators achieved with the exception of the following: 

 Proportion of patients admitted directly onto an acute stroke unit within 4h= 53% against a target 
of 90%;  and  

 Proportion of people at high risk of Stroke who experience a TIA are assessed and treated within 
24 hours = 45% against a target of >=60%. 

Work is on-going regarding the proposed changes to hyper-acute stroke (HASU) services as part of the 
Working Together work stream. The public consultation is due to close on 14th February 2017. 

14. CQUIN UPDATE 

14.1 RDaSH  

No further update. 

14.2 Hospice 

No further update. 

14.3 TRFT 

The Q3 submission has been received by TRFT and the evidence is being reviewed. Early 
indicators suggest full achievement for Q3. 

15. COMPLAINTS 

15.1 TRFT 

The Trust received 18 formal complaints, which is a decrease from the month of November. 
There was also a significant decrease in the number of concerns received from 80 to 51. 

21% of formal complaints were responded to within the agreed timeframe. The Trust Patient 
Experience and Complaints Manager continues to hold weekly meetings divisions in order to 
improve performance and support the divisions.  
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At the end of November there three open red rated complaints of which only one has CQC 
involvement. 

Currently there are eleven cases under investigation with the PHSO. 

15.2 Via RCCG 

 A relative of an elderly patient who attends the Scarborough Suite TRFT has complained 
about the administration of the breast care clinic.  On this particular occasion the patient 
arrived for their appointment 10 minutes earlier than the appointed time of and was 
immediately informed that there was an hour’s delay.  At 6:30pm a nurse provided waiting 
patients and their escorts with refreshments.  The patient was seen by the doctor at 7:20 pm 
who apologised for the delay and left the clinic at 7:30pm.  The complainant has praised the 
staff on duty for the care and sensitivity offered to all the patients but feel that the processes 
imposed by the provider of the service (Weston Park Hospital) lets the service down.  
Investigation on-going by Weston Park Hospital. 

 The representative of a patient is dissatisfied with the outcome of a CHC Decision Support 
Tool (DST) citing that the completion of the document does not adequately describe the 
patient’s needs.  Investigation on-going. 

 A complaint about a CHC decision not to review a period of care has been received with a 
request to initiate the appeals process.  Investigation on-going. 

16. ELIMINATING MIXED SEX ACCOMMODATION  

RDaSH/Hospice – There were no MSA Breaches for January 2017. 

TRFT - RCCG were notified by the Trust of an EMSA breach on 2 January 2017.This was due to an 
inability to step down a female HDU patient from HDU due to the severe bed pressures. There were 3 
patients affected – the female patient and two male patients in the bay. RCCG are awaiting the 
outcome of the Root Cause Analysis. 

17. CQC INSPECTIONS  

Care Homes 

Ackroyd House 

Details of CQC report 6th January 2017 

Overall outcome: Good  

Safe Good 
Correct steps were taken to ensure patient safety 
where incidents of suspected abuse or untoward 
incidents had occurred.  

Effective Good 
Appropriate measures were in place for those who 
lacked capacity to consent to their care 

Caring Good 
Staff were passionate about their work, and took 
steps to uphold  dignity and privacy.  

Responsive Good 
Care plans were detailed and written to ensure that 
patients received appropriate care to meet their need.  

Well-led 
Requires 

Improvement 

Audits of the quality of the service were carried out by 
an external consultant; however, none had taken 
place for a period of several months due to the 
consultant’s absence from work.  
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18. ASSURANCE REPORTS 

18.1 TRFT Update  

A&E 

The current position as at 12th February 2017 is as follows: February – 80.85% (STF target 92%), 
Q4 – 80.04% and Year to Date – 88.09%. Q3 ended at 90.5%. This performance data now 
includes Walk in Centre performance.  

TRFT experienced significant challenges during January and all local Trusts (as well as 
nationally) reported difficulties. The Escalation Management System has operated at EMS Level 
4 on a number of days throughout this period as a result of the challenges. The main challenges 
highlighted by the Trust during January were an increase in medically fit for discharge patients 
and delays in assessments due to capacity. This reduced volume of discharges reflected in an 
8% increase in length of stay and the volume of long stay patients being above targeted levels on 
many days during this period.  

Extraordinary Contract performance meetings were held on 4 August, 26th September, 8th 
November and 16th January 2017.  

RCCG has offered support to the Trust from CCG GPs for both A&E and the AMU including the 
review of conditions that could be treated in Primary Care and support processes/ pathways in 
the AMU and Care Coordination Centre.   

Cancer Standards 

In November all of the 7 cancer standards met the national targets with the exception of the 
following:   

31-day subsequent surgery which was reported as 88.9% against a target of 94% were achieved. 
This related to one breach for an elective cancellation.  

Performance was confirmed at 85.7% for % of patients beginning first definitive treatment within 
62 days from an urgent GP referral for a suspect cancer (Target 85%). The achievement of 
85.7% for November places TRFT 75th of all (161) NHS providers for timeliness of cancer 
treatment in month. The challenge for Q3 in part relates to several long patient choice waits from 
the summer period treated in October and alterations to inter-provider pathways. 

18 Weeks RTT and 52 Week Waits 

Current performance as at December showed an achievement of 94.4% against the 92% target. 
This is a decline on last month (94.9%), which is predominantly due to a planned reduction of 
inpatient elective activity over the festive period. However, the performance in Orthopaedics and 
Gynaecology is lower than forecast due to increased cancellations following bed pressures. 

Gynaecology did not meet the 92% target during December. A trajectory for recovery is under 
evaluation pending confirmation around theatre capacity. Gynaecology theatre lists were 
particularly affected by bed pressure cancellations in both November and December, which has 
resulted in a decreased 18-week performance. The specialty teams are scheduling additional 
theatre sessions to bring performance in line with normal levels.  

TRFT have advised RCCG that the Urology service will be high risk for Q4 due to increasing 
demand for the service.  

Current performance as at December 52ww was 0. The Year –to-date position is 3 (2 of 8 
breaches identified at the end of 2015/16 and 1 52 week wait confirmed for June) 

6ww Diagnostics 

Current performance as at December was 7.7% against a <1% target. Respiratory physiology - 
sleep studies, Flexi Sigmoidoscopy, Colonoscopy, Cystoscopy and Gastroscopy are not 
achieving the 1% target.   

The cause of this under performance relates to the Endoscopy department not having sufficient 
capacity to meet on-going demand. From the support of external resource and increased internal 
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capacity it is forecast that there will be improvements to performance in January with full 
achievement in February. RCCG are receiving weekly updates and a performance trajectory from 
the Trust.  Already the Trust is reporting a very significant reduction in waits as  the use of 
external providers to aid the recovery of performance is now in action.   

Other significant TRFT concerns 

Gastroenterology Service 

Issues in relation to the sustainability of the service in terms of medical staffing arrangements 
have been raised through Contract Quality Meeting since July following a CCG Clinically Led 
Visit. A Trust response was received on 2nd December outlining that discussions were taking 
place with DBH and that posts were due to be advertised, however the Trust were advised that 
this didn’t provide adequate assurance as firm arrangements including timescales were not 
included. RCCG also received a letter from NHS Health Education England stating that 
‘Foundation Trainees will not be allocated to Gastroenterology from August 2017 onwards and if 
the present pair of trainees are not clearly achieving their training needs when reviewed in the 
New Year, it remains possible that we would not allow the April rotation to proceed’. A copy of the 
response was requested to be sent to RCCG. This was escalated and discussed at the Strategic 
Commissioners Meeting on 9th January where TRFT advised that a response would be provided 
by the end of January. This issue was formally escalated again on 10th February due to no 
response being received from TRFT and this is now being managed by RCCG and TRFT 
executives to ensure an urgent and comprehensive response.  

Neuro Rehabilitation Service 

Issues raised in relation to the sustainability of the service in terms of medical staffing 
arrangements have been raised through both the Contract Quality Meeting and Contract 
Performance Meeting in November due to consistent lack of Consultant cover and informal 
notification that both the Associate Specialist and Lead Nurse would be leaving the Trust in 
December. An interim response was received from the Trust on 5th December, with agreement to 
provide a full response as a priority. RCCG requested timescales against the proposed mitigation 
of risks to be included in the response, as this was not evident in the interim statement.  To date, 
no further response has been received on the issues raised and it is the CCG’s understanding 
that both the Associate Specialist and Lead Nurse have now left the Trust. This was escalated 
and discussed at the Strategic Commissioners Meeting on 9th January where TRFT advised that 
a response would be provided by the end of January.  This issue was formally escalated again on 
10th February due to no response being received from TRFT and this is now being managed by 
RCCG and TRFT executives to ensure an urgent and comprehensive response. 

Outpatient Did Not Attend Rates (DNA) 

Overall the DNA rates for the past 12 months are one percentage point better than the previous 
year. However DNA rates in December have increased to 9.3%, the Trust have advised that this 
is a key focus for the Outpatient Improvement Board and performance will be discussed at the 
February Contract Quality Meeting. 

NHS Safety Thermometer 

December - 92.52% against a 96% target - continued low performance is a cause for concern.  

The overall harm free care score for the Trust for December was 92.52% - Acute -93.49% and 
Community - 91.94%. The Trust have reported that the reduced level of improvement was due to 
a higher than usual number (44) of pressure ulcers reported in the acute area this month which 
does triangulate to the data collected through Datix reports and from the pressure ulcer RCA 
panels. The Trust has seen a high number of frail elderly patients admitted through the acute 
Trust during December 2016 and January 2017 many of who have presented with existing 
pressure ulcers and who were not on current District Nurse caseloads. 

Further analysis is being undertaken to identify how the Trust can reduce harm to patients in the 
community and the Head of Nursing for Community Services is exploring opportunities to 
implement a patient complexity risk scoring tool which will show the dependency of care required 
for all patients on the community nursing teams workloads and the complexity of these patients 
clinical needs. 
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Clinical Communications 

RCCG met with TRFT on 31st January to discuss a number of key themes that had been raised 
as concerns by Primary Care colleagues in relation to clinical communications. This included the 
following:  

 Delayed letters and duplicate letters (both hard copy and electronic) across a number of 
specialities 

 Transfer of workload from secondary to primary care  

 Content and quality of letters  

A series of actions have been agreed with the Trust with an update on each expected by the end 
of February. 

18.2 Associate Contracts 

Sheffield Teaching Hospitals NHS Foundation Trust 

 RTT 18ww Incomplete Pathways – December – 93.6% against a 92% target. 
Gastroenterology, General Medicine, Upper GI Surgery, Vascular Surgery and Orthopaedics 
did not achieve target.  A Remedial Action Plan for Gastroenterology has been developed 
and shared with associates. This is being monitored and managed by Sheffield CCG as the 
lead commissioner for this contract.  

 A&E – Four Hour Access Standard – December – 80.50% against a 95% target. Sheffield 
Walk in Centre figures are included in this percentage. A Remedial Action Plan has been 
developed and shared with associates. This is being monitored and managed by Sheffield 
CCG as the lead commissioner for this contract. 

 Cancer 62 day waits from urgent GP referral to first definitive treatment – November – 
75.1% against an 85% target. A Performance Notice has been issued by Sheffield CCG and 
the Remedial Action Plan will be monitored and managed by Sheffield CCG as the lead 
commissioner for this contract. 

 6 Week Diagnostics – December 99.82% against a 99% target. 

Doncaster and Bassetlaw Hospitals NHS Foundation Trust 

 A&E – Four Hour Access Standard – November – 90.7% against a 95% target. 

 RTT 18ww Incomplete Pathways – November – 91.7% against a 92% target.  

 Cancer 62 day waits from urgent GP referral to first definitive treatment – October – 
81.0% against an 85% target.  

 At the time of writing this report, December performance information was not available. 

Barnsley Hospitals NHS Foundation Trust 

 A&E – Four Hour Access Standard – December 83.5% against a 95% target.  

 RTT 18ww Incomplete Pathways – December - 94.0% and all specialties with the exception 
of Urology achieved the 92% target.   

 Cancer 62 day waits from urgent GP referral to first definitive treatment – December – 
85.4% against an 85% target. 

Sheffield Children’s Hospitals NHS Foundation Trust 

 RTT 18ww Incomplete Pathways – December - 94% a number of specialties did not achieve 
the 92% target however these are small volume services due to the nature of provision at this 
hospital. 

 A&E – Four Hour Access Standard – December - 96.5% against a 95% target.  

 6 Week Diagnostics – December 99.3% against a 99% target 
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19. CARE AND TREATMENT REVIEWS 

There was one care and treatment review in the period supporting a continued hospital stay. 

20. WINTERBOURNE SUBMISSION 

The CCG is now required to provide a weekly update on admission or discharge of Rotherham patients 
into an Assessment and Treatment Unit.   

Week 
commencing 

Admission Discharge Number in ATU 
Total number currently 

subject to Winterbourne 

23rd January 0 0 0 4 

30th January 0 0 0 4 

6th February 0 0 0 4 

One short-term admission will end W/C 13th February. 

 

 

 

Sue Cassin – Chief Nurse 
March 2017 
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APPENDIX A -  
Safeguarding Self-Assessment / Challenge Meeting 

Rotherham Safeguarding Adults Board        

2nd Floor, Wing A, Riverside House, Main Street, 
Rotherham, S60 1AE 
Tel: (01709) 254863 
 
Kirsty Leahy. Sue Cassin – Rotherham Clinical Commissioning Group 
17th February 2017 
 
  

Dear Sue and Kirsty, 

I am writing to thank you for your Safeguarding Self-assessment submission and attendance at the 
challenge meeting held on Friday 3rd February 2017 at Riverside House with June Lovett and myself.  

I hope that you, as we did, found the process to be both a useful and thought provoking experience.  As 
mentioned on the day, we see the challenge meeting as part of a collaborative approach to continuous 
improvement, the objective being to facilitate honest and constructive challenge, as well as providing an 
opportunity for organisations to share their practice, indicate future actions and provide assurance about 
their safeguarding adult’s arrangements.   

We recognise the documentation for completion was not specifically ‘user friendly’ in relation to the 
specific role of CCG commissioning rather than provision and thank you for persevering with its 
completion. Consideration will be given in the future to how best to identify the work of the wide ranging 
responsibilities of the organisation which includes direct work with individuals ( e.g. Continuing Health 
Care- CHC) as well as commissioning from a wide range of organisations ( 200+) and major support 
responsibilities for key clinicians ( e.g. GP’s).  

 

There were some excellent examples of good safeguarding practice which included: 

• Named GP for Safeguarding within the CCG 

• Keeping MCA on the Primary Care Agenda 

• 100% participation in GP surgery self-assessment, and well attended practice and challenge 
events. 

• Strong primary care support in respect of Safeguarding 

• Continued work with partners to ensure Safeguarding is included in recruitment process  

• Combined Safeguarding Adult and Children to ensure equal priority given 

• Raising the profile and practice in identification of FGM 

 

Please find below a summary of the key actions that were identified during the challenge meeting. 

 

Key actions 

• In the light of the discussion, a review of the current status of mostly green RAG ratings  is 
recommended (eg in respect of safeguarding and CHC ) and the need for any specific actions for 
continuous improvement identified 

• Continue to explore opportunities to include drug and alcohol testing into contracts for services 
involving patient transport. 

• Development of practice and learning in respect of the application of  DoL  where the CCG holds 
statutory responsibility for those individuals living in a community setting    

• Monitoring of HR activity where there are allegations against those in positions of trust 
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Our first process of challenge this year has given the opportunity for identification of areas and actions 
for the Board to take forward. In the light of this, we agreed to take back to the Board: 

 

• Development of policy and practice in the consistent application of thresholds for safeguarding alerts. 

• Development of guidance and training concerning key practice issues such as self neglect 

• Identification of joint work with the Community safety partnership concerning human trafficking/modern 
day slavery 

• A focus on safeguarding and learning disability, reporting back on the national programmes and 
monitoring specific issues for Rotherham 

 

Thank you once again for the active and informative discussion. It is anticipated you will now develop an 
action plan based on the recommended actions which will be shared and overseen in the performance 
and standards sub group. I look forward to working with you as we take the initiatives identified forward.  

 

Yours sincerely, 

 

 

Sandie Keene CBE 
RSAB Independent Chair 
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NHS ROTHERHAM 

1. WHAT WE ARE HEARING…   

From Healthwatch Rotherham 

Healthwatch received a number of comments about the Park Rehabilitation Centre 

“A lack of equipment in the rehab areas.  Apparently a lot of older equipment was removed in July 
and has not been replaced. This has meant participants in the neuro rehab group having to wait to 
use equipment and not getting a full rehab session when attending.  A number of people have 
since left the group as they felt it was not worthwhile. Previously the class was 24 strong and ran in 
two sessions to ensure that everyone had time to use the equipment and get the benefits.  In 
addition the group has not now (November) run for a number of weeks due to a staff member being 
off sick and no one to cover. This seems to be an ongoing situation and there has been no rehab 
group for six weeks which is very detrimental to the people who need that regular supported rehab 
content.” 

 

“In addition to the lack of equipment in the gym, the neuro rehab group sessions have now been 
cancelled due to staff shortages. These sessions are very important to people with ongoing 
neurological problems in particular to prevent their conditions deteriorating. Whist it is 
acknowledged that there is pressure on the NHS to save money where possible it is false economy 
to stop services like this as in the long term it will cost more to look after these patients if their 
conditions get worse than to run a class to help maintain their level of fitness. Prevention is better 
than a cure!” 

 

“Equipment has all gone and now only have mats to do floor exercises. 
Physio off sick for 6 weeks now. 
We need this service.” 

 

Healthwatch forwarded the comments to the Deputy Chief Nurse at TRFT, subsequently Park 
Rehabilitation Centre staff have been invited to the TRFT Patient Experience Group to explore these 
issues.  Following this the operating procedures have been changed and updated, particularly regarding 
access to the facilities.  In addition, the pool temperature has been increased. 

Healthwatch have received positive comments in recent weeks. 
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2. FRIENDS AND FAMILY TEST  

2.1 National Headlines 

The national level data is now summarised as a one page infographic for December 

https://www.england.nhs.uk/wp-content/uploads/2017/02/fft-sum-infographic-dec-16.pdf  

 

Rotherham data 

2.2 TRFT 

Overall in December, TRFT received a total of  4095 comments; of these there were 3965 
positive responses in December; negative responses are fairly static at 43.   

Many wards and clinics now routinely submit responses from more than 50% of patients, one 
clinic is up to 96% response rate.  No wards, clinics or services displayed satisfaction levels of 
less than 90%; comparing well with the national  positivity ratings of 95% for inpatient and day 
cases, 93% for outpatients and 95% for community health services. 

Positivity ratings in A&E are at 88% this has fallen to just 2% over the national average of 86%, 
alongside a drop in response rate, thought to reflect current service pressures. Taken as a 
whole, each service area is higher than national average, with a very small number of wards 
and services falling below these averages. 

Negative comments and subsequent actions have not been supplied for December due to 
pressures at TRFT. 

https://www.england.nhs.uk/wp-content/uploads/2017/02/fft-sum-infographic-dec-16.pdf
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2.3 Care UK – Walk in Centre (WIC) and Out of Hours (OOH) 

Care UK has been collecting FFT data since May alongside other patient experience data for 
both the WIC and OOH.  This does not have to be reported mandatorily to NHSE, and is not 
published alongside other data on the national sites; however good practice is to report to 
commissioners. 

 
May 2016 June 2016 July 2016 Aug 2016 Sept 2016 Oct 2016 Nov 2016 

Resp Pos Resp Pos Resp Pos Resp Pos Resp Pos Resp Pos Resp Pos 

OOH   104 97% 341 96% 432 92% 500 80% 519 96% 866 94% 

WIC 476 90% 424 94% 311 93% 475 93% 413 95% 407 95% 414 90% 

The numbers submitted are generally between 10-13% of attendances.  Comments are 
included in the report; and are generally positive.  The majority of the comments refer to the wait 
time (both positive and negative); how comfortable they felt with the staff and service; and 
outcomes – i.e. people felt that they had received the expected advice or treatment.  The 
service collates negative comments into the monthly Quality Assurance report.  

2.4 Rotherham GP Practice data for September 

14 practices failed to submit any data in December, 6 more had less than 10 responses.   
Overall 847 responses were collected across Rotherham with 3 practices accounting for over 
650 of these responses (Clifton, Market and Woodstock Bower). Of the practices supplying 
more than 10 responses, one practiced demonstrated extremely low positivity ratings of 54%. 

Currently, we have no access to free text data comments to identify the issues that patients are 
raising and the actions practices are taking to ameliorate these issues. 

2.5 Mental Health/RDASH  

The responses submitted by RDASH from Rotherham Patients remains low; at this level the 
data received is not sufficiently robust to be particularly useful.   The number of responses has 
been raised at quality meetings.  Data for Rotherham only patients has not been made 
available, neither have free text comments, over the last few months, this has been requested 
repeatedly. 

 
Dec 
15 

Jan 
16 

Feb 
16 

Mar 
16 

April 
16 

May 
16 

June 
16 

July 
16 

Aug 
16 

Sept 
16 

Oct 
16 

Nov 
16 

Dec 
16 

Total RDaSH 238 132 341 148 85 70 150 194 150 124 80 99 
143 from 
19,835 

potential 

Rotherham 75 74 91 N/A N/A N/A 63 N/A N/A N/A N/A   

2.6 Yorkshire Ambulance Service 

Response rates are habitually low; in December, there were 8 responses across 2 categories 
from a potential of over 93,000 patients - this seems static, month on month. 

3. OTHER WORK AND CONTACTS (JANUARY) 

3.1 Consultations on Hyper-acute stroke and children’s surgery 

Extended to mid-February.  Extensive work undertaken to ensure Rotherham achieved the 
requested 100+ responses across both consultations.  Facilitated the arrangements for a focus 
group with the BME communities in Rotherham 

3.2 Contributions to Healthy Workforce training 

Adapting a mental health training programme developed for national use for hospital trusts for 
use by CCGs. 
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3.3 Extensive work with medicines management team 

Taking messages into community groups around third party ordering. 

Approximately 120 contacts through 9 community groups and networks. 

Key themes have been: 

 the request for those present to further disseminate the information 

 addressing mis-information, for example that chemists will still be able to deliver medication 

 that staff have been working proactively with practices to identify vulnerable patients and 
seek solutions 

 promotion of online mechanisms 

Issue and contact log established to record all activity. 

3.4 Summary of data from regional comparators from the GP patient survey 

(Link to full information:  https://gp-patient.co.uk/ ) 

Key points were: 

 The majority of the results show Rotherham performing around the median.  

 Promotion of online booking, both in terms of awareness and usage should be seen as an 
area for improvement, while noting that work on this is in progress 

 Some questions use filtering to target particular patients, or experiences; thus, some have 
substantially less than the original 4,000 (approx.) for some questions, resulting in a 
proportionately lower statistical reliability; where this has been identified, it has been noted. 

 Both questions on managing long term conditions demonstrate positive responses for 
Rotherham; this could potentially reflect the work on this area. 

 Demographics – generally the demographics are in line with Rotherham profile; however it 
may be useful to note that there are more responses from people in the age bands below 65 
than above; it may be useful to consider this alongside service usage, and the demographic 
makeup of the majority of service users. 

 In addition, it is also useful to acknowledge that 39% of those in work (784 people) felt that 
they are unable to take time off work to see a GP. 

 
 
 
 
 
 

Sue Cassin  Helen Wyatt 
Chief Nurse  Patient and Public Engagement Manager 
 

March 2017 

https://gp-patient.co.uk/
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NHS Rotherham Clinical Commissioning Group
Operational Executive – 13th and 20th February 2017 
Strategic Clinical Executive (for info) – 8th March 2017  
GP Members Committee (GPMC) – Date 
Clinical Commissioning Group Governing Body -  1st March 2017 

Risk Management System 

Lead Executive: Chris Edwards – Chief Officer 
Lead Officer: Ruth Nutbrown – Assistant Chief Officer 

Lead GP: Richard Cullen – SCE GP – Governance Lead 

Purpose: 

To introduce the new Risk Management System(RMS) to Governing Body 
Background: 

Further to discussion at the January Confidential Governing Body meeting regarding the 
review of the CCG’s Risk Management System, a new risk management system has now 
been developed and implemented.  

The new risk management system includes a risk management framework incorporating 
the risk management policy and procedural documents, as well as a newly designed 
Governing Body Assurance Framework (GBAF), Risk Register (RR) and introduction of an 
Issues Log (IL).   

Analysis of key issues and of risks 
The risk management framework has been radically updated, in line with the new GBAF, and 
RR, with the CCG’s strategic objectives being included, as well as an updated risk matrix, risk 
appetite statement, and new templates for the GBAF, RR and IL. 

Not having an updated Risk Management Framework, Policy and Procedural document 
updated as part of the review of the RMS may lead to a reduced internal audit assurance 
statement at year end.  

As per the structure review the responsibilities for Risk Management moves from the Deputy 
Chief Officer to the Chief Officer so the policy will need to be altered post April structure review 
to take this into account. 

The new system is still in development, with discussions at OE around the number of AF risks 
per strategic objective, as some objectives contain more than one issue.  As the system 
matures, and embeds this may change.   

The suggested reporting on the new system is as follows: 
Issues Log – bi monthly to OE 
Risk Register – every 2 months to OE and AQuA 
GBAF – quarterly to AQuA and GB 

Patient, Public and Stakeholder Involvement: 
OE members and Risk Owners have been consulted in the development of all the documents. 
Equality Impact: 

ENC 13
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N/A 
Financial Implications: 
N/A 
Human Resource Implications: 
N/A 
Procurement: 
N/A 
Approval history: 
OE, GB, AQuA 
Recommendations: 
 

• Governing Body is asked to approve the Risk Management Policy 
• Governing Body is asked to approve the adoption of the Governing Body Assurance 

Framework, Risk Register and Issues Log.  
 

 



` 
 
 
 
 

 
 
 

Title: Rotherham CCG – Integrated Risk Management 
Framework – Policy & Procedure 

Reference No: 007/Corporate 
Owner: Operational Executive 
Author: Ruth Nutbrown, Assistant Chief Officer 
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Definitions 
 
Assurance:  Confidence, based on sufficient robust evidence, that internal controls are in place, 
operating effectively and objectives are being achieved e.g. internal and external audits and 
reviews. 
 
Clinical Risk: Identified and managed in accordance with HSC1999/065 ’Clinical Governance in 
the new NHS’. Clinical risk can be defined as direct risks relating to the care of the patient and the 
standards of care received on the patients’ journey. Issues that can have an impact on the 
standard of clinical care received include patient safety, safeguarding, consent issues, patient 
research studies, infection prevention & control, medicines management, clinical audit, and 
ensuring that there are sufficient staffing levels and that these staff are appropriately trained. 
 
Control: The measures and systems which are in place to control a risk and reduce its likelihood 
of occurring. Controls can be preventative, detective or directive. Effective control provides a 
reasonable assurance that the organisation will achieve its objectives reliably, and enables it to 
respond to significant operational, financial and compliance risks. 
 
Environmental Risk is defined as risks associated with organisational actions which may have an 
impact upon the environment. 
 
Financial Risk is managed in accordance with the codes of Resource Accounting and Budgeting, 
supported by Standing Orders, Standing Financial Instructions and appropriate risk management 
plans. Financial risk can be defined as risks that will threaten the effective financial controls, 
including the systems to maintain proper accounting records. It is important that the organisation is 
not exposed to avoidable financial risk and that financial information used within NHS Rotherham 
CCG and for external publication is reliable. 
 
Governing Body Assurance Framework: A structure/document within which the Governing Body 
identify the risks to the organisation meeting its strategic objectives and map out both the key 
controls in place to manage them, how they have gained sufficient assurance about their 
effectiveness and identify any gaps in controls or assurances. 
 
Hazard: A potential source of risk e.g. damage or harm 
 
Information Risk is inherent in all activities and an information risk assurance process is set out 
as a requirement of the Information Governance Toolkit. Information risk management seeks to 
identify and control information risks in relation to business processes and functions and is led by 
the Senior Information Risk Owner (SIRO). 
 
Integrated risk management: A process through which organisations identify, assess, analyse 
and manage all risks and incidents for every level of the organisation and aggregate the results at 
a corporate level e.g. patient safety, health and safety, complaints, litigation and other risks 
 
Issue:  is a present problem or concern affecting the organisation. A risk can become an issue, but 
an issue is not risk – it is already happening.  There is a separate Issues Log which the CCG uses 
to manage issues.  
 
Operational Risk is defined as risks which affect the achievement of local objectives. Operational 
risks are captured on the organisation’s Risk Register. 
 
Organisational / Corporate Risk is defined as risks relating to the business of the organisation 
such as communication, provision of goods and services, data protection, information systems, 
human resources, and risks that threaten the achievement of the organisation’s objectives. It also 
includes risks relating to the delivery of the organisation’s delivery plans and efficiency programme. 
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Reputational Risk is defined as risks which affect public and stakeholder perception of the 
organisation. 
 
Risk: The combination of likelihood and consequence of hazards being realised, resulting in some 
form of loss or damage. The possibility that objectives will not be achieved. 
 
Risk Analysis: The systematic use of information to identify hazards and to estimate risk 
 
Risk Appetite:  The amount and type of risk that an organisation is willing to take in order to meet 
their strategic objectives.  
 
Risk assessment: A process of identifying the hazards in a workplace or system so as to 
effectively eliminate or adequately control the risks. 
 
Risk Management: A process that enables organisations to identify, analyse, control and monitor 
risks. By doing this we can protect our patients, visitors, contractors and employees. 
 
Risk Matrix (Risk evaluation/scoring system):  Tool used to help estimate Likelihood x 
Consequence resulting in an overall risk score. 
 
Strategic Objective:  An overall goal of the organisation 
 
System of Internal Control:  A system, maintained by the Governing Body, that supports the 
achievement of the organisation’s objectives. This should be based on an on-going risk 
management process that is designed to identify the risks to the organisation’s strategic objectives, 
to evaluate the nature and extent of those risks, and to manage them efficiently, effectively and 
economically 
 
Strategic Risk is defined as risks which affect the achievement of the organisation’s strategic 
objectives. Strategic risks are captured on the organisation’s Assurance Framework. 
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1 Introduction 
 
1.1 NHS Rotherham Clinical Commissioning Group (CCG) has a responsibility to ensure that 

the organisation is properly governed in accordance with best practice corporate, clinical 
and financial governance.  Every activity that the CCG undertakes or commissions others 
to undertake on its behalf, brings with it some element of risk that has the potential to 
threaten or prevent the organisation achieving its objectives. 

 
1.2 This Integrated Risk Management Framework (policy and procedure) provides the 

framework that enables the organisation to have a clear view of the risks affecting each 
area of its activity; that may prevent it from achieving its objectives, and how those risks are 
being managed.  This document sets out the framework for the identification and 
management of risk within the CCG. 

 
1.3 This policy is intended for use by all directly employed and agency staff and contractors 

engaged on CCG business in respect of any aspect of that work, including clinicians and 
others paid by the CCG, whether employed or otherwise funded, directly employed staff, 
and staff managed by the Commissioning Support Unit. 

 
2 Policy Statement, Aims & Objectives 
 
2.1 The CCG Governing Body recognises that robust risk management and assurance is an 

integral part of its governance responsibilities and is committed to the management of risk 
throughout all its activities.   

 
2.2 The Governing Body is committed to ensuring that risk management forms an integral part 

of its philosophy, practices and business plans rather than viewed or practised as a 
separate programme, and that responsibility for implementation is accepted at all levels of 
the organisation. 

 
2.3 The purpose of this Integrated Risk Management Framework is: 
 

• To encourage a culture where risk management is viewed by the CCG and staff, including 
the Strategic Clinical Executive, as an essential process of the CCG’s activity. 

• To ensure structures and processes are in place to support the assessment and 
management of risks throughout the CCG. 

• To assure the public, patients and their carers and representatives, staff and partner 
organisations that the CCG is committed to managing risk appropriately. 
 

2.4 The Governing Body aims to take all reasonable steps in the management of risk with the 
overall objective of protecting patients, staff, and publically funded resources and assets by 
recognising, preparing for or avoiding events or inactions, which could have a negative 
impact; making the organisation more effective and meeting national objectives and the 
local corporate, clinical and financial governance core objectives. 

 
2.5 The aim of this policy is to ensure that all significant risks associated with the business of 

NHS Rotherham CCG are identified, assessed, evaluated, recorded, reviewed, managed 
appropriately and effectively and reduced to the minimum practicable level.  In order to 
achieve this, it is necessary to: 

 
• Define a coordinated approach for the management of risk across all its activities. 
• Satisfy all statutory and mandatory duties. 
• Promote safe working practices aimed at the reduction or elimination of risk, as far as is 

reasonably practicable. 
• Raise awareness of risk and its management through a programme of communication, 

education and training. 
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2.6 The Governing Body’s objectives for managing information risk are to: 
 

• Protect the CCG, its staff and its patients from information risks where the likelihood of 
occurrence and the consequences are significant.  See appendix A. 

• Provide a consistent risk management framework in which information risks will be 
identified, considered and addressed in key approval, review and control processes 

• Encourage pro-active rather than re-active risk management 
• Provide assistance to and improve the quality of decision making throughout the CCG 
• Meet legal or statutory requirements 
• Assist in safeguarding the CCG’s information assets. 

 
3 Accountabilities & Responsibilities for Risk Management 
 
3.1 NHS Rotherham CCG Governing Body 
 
3.1.1 The Governing Body is accountable for the performance management of NHS Rotherham 

CCG’s Integrated Risk Management Framework Policy & Procedure and systems of 
clinical, financial and organisational control, and oversees the overall system of risk 
management and assurance to satisfy itself that NHS Rotherham CCG is fulfilling its 
organisational responsibilities and public accountability.  
 

3.1.2 The Governing Body uses the risk management processes outlined in this policy as a 
means to help it achieve its goals and provides a clear commitment and direction for Risk 
Management within NHS Rotherham CCG.  
 

3.1.3 The Governing Body has a duty to assure itself that the organisation has properly identified 
the risks it faces, and that it has processes and controls in place to mitigate those risks and 
the impact they have on the organisation and its stakeholders.  The Governing Body 
discharges this duty as follows: 

 
• Identifies risks to the achievement of its strategic objectives 
• Monitors these on an ongoing basis via the Governing Body Assurance Framework 
• Ensures that there is a structure in place for the effective management of risk throughout 

the CCG 
• Receives assurance regarding risk management within organisations providing services 

commissioned by the CCG 
• Approves and reviews strategies for risk management on a biannual basis 
• Receives the minutes of the Audit and Quality Assurance Committee, and any items that 

have been identified for escalation to the Governing Body 
• Receives the Risk Register and Assurance Framework twice a year, assures itself of 

progress on mitigating actions and assurance regarding the significant risks identified in 
relation to commissioned services 

• Demonstrates leadership, active involvement and support for risk management. 
 
3.1.4 Risks are also considered at other Committees of the Governing Body relevant to their 

areas of delegated responsibility. 
 
3.2 Audit & Quality Assurance Committee  

 
3.2.1 The Audit and Quality Assurance Committee is responsible for reviewing the establishment 

and maintenance of an effective system of governance, risk management and internal 
control across the whole of the organisation’s activities (both clinical and non-clinical 
including information and financial risk) to support the achievement of the organisation’s 
objectives and to escalate significant strategic risks as appropriate, to the CCG Governing 
Body. 
 



7 
 

3.2.2 Responsible for agreeing and monitoring the Internal Audit work plan and seeking 
assurance to ensure development of the Annual Governance Statement.   

 
3.2.3 In particular the group will review the adequacy of: 

 
• All risk and control-related disclosure statements, including the Annual Governance 

statement, together with any accompanying head of internal audit statement, external audit 
opinion or other appropriate independent assurances, prior to endorsement by the 
Governing Body. 

• the policies for ensuring compliance with relevant regulatory, legal and code of conduct 
requirements and self-certification 

• the policies and procedures for all work related to fraud and corruption as required by NHS 
Protect. 

 
3.3 The Strategic Clinical Executive and GP Members Committee 
 
3.3.1 The eight GP members of the Strategic Clinical Executive and members of the GP 

members Committee promote risk management processes, as part of clinical governance, 
with all Rotherham CCG member practices.  This ensures that practices continuously 
improve and report risks relating to commissioned services to the CCG, and risks relating to 
primary care to NHS England to ensure that risks are identified and managed. 

 
3.4 The Chief Officer 
 
3.4.1 The Chief Officer is the Accountable Officer and has overall accountability for the 

management of risk and is accountable/responsible for: 
 

• Establishing and maintaining an effective risk management system within NHS Rotherham 
CCG, for meeting all statutory requirements and adhering to guidance issued by the 
Department of Health in respect of Governance. 

• Ensuring a sound system of internal control is maintained that supports the achievements 
of the organisation’s aims and objectives, 

• Continually promoting risk management and demonstrating leadership, involvement and 
support 

• Ensuring an appropriate committee structure is in place, with regular reports to the CCG 
Governing Body 

• Ensuring that the operational executive, strategic clinical executive and senior managers 
are appointed with managerial responsibility for risk management 

• Ensuring appropriate policies, procedures and guidelines are in place and operating 
throughout the CCG 

• Ensuring complaints, claims and health and safety management are managed 
appropriately. 
 

These responsibilities are delegated to the following individuals: 
 

3.5 Deputy Chief Officer 
 
3.5.1 The Deputy Chief Officer is the executive lead for risk management and has delegated this 

responsibility to the Assistant Chief Officer – these responsibilities include: 
 

• Ensuring risk management systems are in place throughout the CCG 
• Ensuring the Assurance Framework is regularly reviewed and updated and reported to the 

Audit and Quality Assurance Committee and the CCG Governing Body 
• Ensuring that an organisational risk register is established, maintained and reported to the 

Audit and Quality Assurance Committee 
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• Ensuring that there is appropriate external review of the CCG’s risk management systems, 
and that these are reported to the CCG Governing Body 

• Overseeing the management of risks as determined by the Executive Team 
• Ensuring that identified risk mitigation and actions are put in place, regularly monitored and 

implemented. 
 
3.5.2 The Deputy Chief Officer is the Senior Information Risk Owner (SIRO) for NHS Rotherham 

CCG with responsibility for information risk management. The SIRO is the focus for the 
management of information risk at Governing Body level. 

 
3.5.2.1 The role of SIRO requires the nominated lead to: 

• Lead and foster a culture that values, protects and uses information for the public good. 
• Own the overall information risk policy and risk assessment process, test its outcome, and 

ensure it is used.  
• Advise the Accountable Officer on the information risk aspects of the Annual Governance 

Statement. 
• Understand how the strategic business goals of NHS Rotherham CCG may be impacted by 

information risks. 
• Act as an advocate for information risk, providing a focal point for the resolution and / or 

discussion of information risks. 
• Ensure that information security threats are followed up and incidents managed through 

appropriate action plans. 
• Provide up-to-date information to the Accountable Officer and Governing Body on 

information risks. 
 
3.6 Chief Finance Officer 
 
3.6.1 The Chief Finance Officer has delegated responsibility for financial risk management and 

financial governance including those relating to efficiency programmes and the 
maintenance of key financial controls. 

 
3.7 Chief Nurse 
 
3.7.1 The Chief Nurse has delegated responsibility for managing the development and 

implementation of clinical risk management, clinical governance and patient safety 
including: 

 
• The executive lead responsible for safeguarding adults, safeguarding children and 

Infection, Prevention and Control 
• Managing and overseeing the performance management of serious incidents reported by 

the Rotherham NHS Foundation Trust and Rotherham, Doncater and South Humber NHS 
Trust as per delegated responsibility by NHS England.   

• Ensuring that processes are in place to provide assurance with regard to clinical risk 
management within commissioned services, this includes (but not exclusively), patient 
safety regarding commissioned services in line with local and national legislation and 
guidance 

• Collating intelligence from the Strategic Clinical Executive GPs with responsibility for quality 
of primary care, secondary care and mental health services. 

 
3.7.2 The Chief Nurse is also the Caldicott Guardian. The Caldicott Guardian is an advisory role, 

and is the conscience of the organisation, providing a focal point for patient confidentiality & 
information sharing issues and is concerned with the management of patient information. 

 
3.8 Head of Health Informatics 
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3.8.1 The Head of Health Informatics has delegated responsibility for the development and 
implementation of Information Technology risk management. 

 
3.9 Assistant Chief Officer 
 
3.9.1    Responsibilities include:  

• Ensuring that systems are maintained to manage health, safety & security risk effectively. 
• Being the Nominated Competent Person for all Health, Safety & Security issues. 
• Providing expert advice and training on risk, health and safety and security.  
• Ensuring health and safety, fire and security incidents are investigated appropriately and 

trends identified. 
• Liaising with the Health and Safety Executive and other external organisations e.g. South 

Yorkshire Fire & Rescue Service. 
• Ensuring that notification to external agencies regarding serious incidents takes place (e.g. 

RIDDOR).  
• Providing update reports on health & safety, fire safety and security risk. 

 
 
3.10 Clinical Chair of CCG Governing Body, Vice Chair of CCG Governing Body, GPs with 

lead responsibility for Primary Care Quality, Secondary Care, Mental Health Quality, 
Children’s and Adult Safeguarding 

 
3.10.1 The individuals identified above have responsibility for identifying risks in their specific 

areas and discussing these with the Chief Nurse to ensure that assessment and mitigation 
is carried out providing assurance to the CCG Governing Body via the Audit and Quality 
Assurance Committee. 

 
3.11 Project Support Officer 
 
3.11.1 The Project Support Officer has responsibility for: 
 

• Ensuring that an organisational Risk Register and a Governing Body Assurance Framework 
are developed and maintained and reviewed by the Executive Team 

• Ensuring that risks are reviewed on a quarterly basis by the senior managers designated as 
risk holders 

• Ensuring that the Operational Executive have the opportunity to review risks regularly 
• Providing advice on the risk management process 
• Ensuring that the CCG Assurance Framework and Risk Register are up to date for the 

CCG Governing Body and Audit and Quality Assurance Committee 
• Working collaboratively with Internal Audit 
• Ensuring that the Integrated Risk Management Policy is updated on a three yearly basis 

and approved by the CCG Governing Body. 
 
3.12 All Senior and Line Managers 
 
3.12.1 Senior and Line Managers are responsible for incorporating risk management within all 

aspects of their work and for directing the implementation of the CCG Integrated Risk 
Management Policy by: 

 
• Demonstrating personal involvement and support for the promotion of risk management 
• Ensuring that staff accountable to them understand and pursue risk management in their 

areas of responsibility and are included in the organisational risk register as appropriate 
• Setting personal objectives for risk management and monitoring their achievement 
• Identifying and monitoring risks associated with their working practices and their areas of 

responsibility. 
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• Ensuring that risk assessments are undertaken throughout their area of responsibility on a 
proactive basis. 

• Implementing and monitoring appropriate risk control measures within their designated 
areas.  Where implementation or risk control measures is beyond the authority or resources 
available to the manager this should be brought to the attention of their line manager or the 
Corporate Governance Manager or Assistant Chief Officer. 

• Ensuring risks are escalated where they are of a strategic nature 
• Implementing the framework in relation to Health & Safety and other employment legislation 

by: 
a) Ensuring that they have adequate knowledge and/or access to all legislation relevant to 

their area and as advised by appropriate specialist officers ensure that compliance to 
such legislation is maintained 

b) Ensuring that adequate resources are made available to provide safe systems of work 
c) Ensuring that all employees attend appropriate mandatory training, as relevant to the 

role, e.g. Health & Safety, Fire, Moving and Handling and risk management training 
d) Ensuring that all staff are aware of the system for the reporting of accidents and near 

misses 
e) Monitoring of health and safety standards, including risk assessments, and ensuring that 

these are reviewed and updated regularly 
f) Ensuring the identification of all employees who require Health Surveillance according to 

risk assessments; ensuring that where Health surveillance is required no individual 
carries out those specific duties until they have attended the Occupational Health 
Department and have been passed fit 

g) Ensuring that the arrangements for the first-aiders and first aid equipment required 
within the organisation are complied with.  That the location of first aid facilities are 
known to employees; ensuring that proper care is taken of casualties and that 
employees know where to obtain appropriate assistance in the event of serious injury 

h) Making adequate provision to ensure that fire and other emergencies are appropriately 
dealt with. 

 
3.13 All Staff 
 
3.13.1 All staff working for the CCG are responsible for: 
 

• Being aware that they have a duty under legislation to take reasonable care of their own 
safety and the safety of others who may be affected by the CCG’s business and to comply 
with appropriate CCG rules, regulations, instructions, policies, procedures and guidelines 

• Taking action to protect themselves and others from risks 
• Identifying and reporting risks to their line manager 
• Ensuring incidents, claims and complaints are reported using the appropriate procedures 

and channels of communication 
• Co-operating with others in the management of the CCG’s risks 
• Attending mandatory and statutory training as determined by the CCG or their Line 

Manager 
• Being aware of emergency procedures relating to their particular locations 
• Being aware of the CCG’s Integrated Risk Management Policy and complying with the 

procedures. 
 
3.14 Contractors, Agency and Locum Staff 
 
3.14.1 Managers must ensure that where they are employing or contracting agency and locum 

staff they are made aware of and adhere to, all relevant policies, procedures and guidance 
of the CCG, including the CCG Incident reporting policy and procedure and the Health and 
Safety Policy they must also:  

• Take action to protect themselves and others from risks 
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• Bring to the attention of others the nature of risks which they are facing in order to ensure 
that they are taking appropriate protective action. 

 
4 Risk Management Framework 
 
4.1 The CCG will put in place a framework to support the management of risk.  This policy 

outlines this framework which includes:  
 
4.2    Governing Body Assurance Framework 
 
4.2.1 The CCG will establish, populate and maintain an Assurance Framework that identifies the 

strategic objectives of the CCG and the risks that could threaten their achievement, and is 
reported on a regular basis to the executive team, Audit and Quality Assurance Committee 
and CCG Governing Body via the Corporate Assurance Report. 

 
4.2.2 NHS Rotherham Strategic Objectives are: 

 
Quality - improving safety, patient experience and outcomes and reducing variations 

  
Delivery – leading system wide efficiency programmes that consistently achieve 
measurable Improvements whilst meeting our financial targets 

  
Assurance - having robust internal constitutional and governance arrangements, ensuring 
that providers’ services are safe and ensuring vulnerable people have effective 
safeguarding  

 
Safeguarding – ensuring all children and vulnerable adults are protected from harm, 
including implementing all actions on Child Sexual Exploitation from the Jay and Casey 
reports. 
 

4.3 Risk Register 
 

4.3.1 The CCG will establish, populate and maintain an organisation Risk Register that profiles all 
operational risks relating to the business planning and delivery of services and is reported 
on a regular basis to the executive team, Audit and Quality Assurance Committee and CCG 
Governing Body via the Corporate Assurance Report. 

 
4.4 Issues Log 

 
4.4.1 The CCG will establish, populate and maintain an organisation Issues Log that profiles all 

the current issues relating to the CCG and is reported on a regular basis to the executive 
team, Audit and Quality Assurance Committee and CCG Governing Body via the Corporate 
Assurance Report. 

 
4.5 Corporate Assurance Report 
 
4.4.1 The Corporate Assurance Report provides a framework which incorporate reports from 

individual areas within the organisation providing assurance and information on risks and 
possible escalation.   

 
• A copy of the format of the organisational Risk Register is attached at appendix A 
• A copy of the format of the Governing Body Assurance Framework is attached at appendix 

B 
• A copy of the structure for risk management is attached at appendix C. 

 
5  Open and Fair Culture 
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5.1 The CCG supports an open, fair and a positive learning culture.  A culture of openness is 
central to improving patient safety and the quality of healthcare systems.  Encouraging 
openness and honesty about how and why things have gone wrong will help improve the 
safety of NHS services. 

 
5.2 However, disciplinary action may be appropriate to be considered in the following 

circumstances: 
 

• Repeat occurrences of incidents involving the same individual 
• Deliberate failure to report an incident 
• Failure to co-operate fully in subsequent investigation. 

 
5.3 All employees should be familiar with Rotherham CCG’s whistle-blowing and bullying and 

harassment policies and procedures.  These procedures support staff to raise concerns in 
accordance with the Public Interest Disclosure Act 1998. 

 
6  Training and Support 
 
6.1 To ensure the successful implementation and maintenance of this Integrated Risk 

Management Policy, Governing Body members and staff will have access to appropriate 
advice, guidance, information and training in order to carry out their respective 
responsibilities for risk control and risk assessment. 

 
6.2 All staff will receive mandatory training annually in Health, Fire & Safety, including risk 

assessment and management and Information Governance, via the CCG’s mandatory 
learning and development programme. 

 
6.3 General awareness raising for staff is also undertaken through staff briefings, staff 

newsletters, induction programmes and inclusion of relevant documents on the Intranet.  
The Integrated Risk Management Policy is accessible to staff via Rotherham CCG’s 
Intranet and on the public internet. 

 
 
7  Consultation and Communication with Stakeholders 
 
7.1 It is good practice to involve stakeholders, as appropriate, in all areas of Rotherham CCG’s 

activities, and this includes informing and consulting on the management of any significant 
risks.  Interested parties would include: 

 
• Staff, NHS England, Patients and the Public within Rotherham CCG’s area 
• Local politicians and the Secretary of State for Health 
• Rotherham Partnership 
• Statutory and Voluntary agencies 
• Local Authority Health Scrutiny Committee 
• Primary Care Practices 
• Patient and Public Involvement Forum/HealthWatch 
• Health and Wellbeing Board. 

 
7.2 A wide range of communication and consultation mechanisms already exist with relevant 

stakeholders, both internal and external.  General public awareness raising of Rotherham 
CCG’s Integrated Risk Management Policy will be achieved through its presentation at 
CCG Governing Body meetings, which are all open to the public, in the Annual Report, 
posting on Rotherham CCG’s Website and through HealthWatch. 

 
8 Monitoring the Effectiveness of this Policy 
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8.1 The CCG monitors and reviews its performance in relation to the management of risk, and 
the continuing suitability and effectiveness of the systems and processes in place to 
manage risk through a programme of internal and external audit work, and through the 
oversight of the CCG Governing Body, Executive Team and Audit and Quality Assurance 
Committee. 

 
9 Review and Revision of the Policy 
 
9.1 This Integrated Risk Management Policy is a working document and will be reviewed on a 

biannual basis, and in accordance with the following on an as and when required basis: 
 

• Legislatives changes 
• Good practice guidelines 
• Case Law 
• Significant incidents reported 
• New vulnerabilities identified 
• Changes to organisational infrastructure 
• Changes in practice 

 
10 Dissemination and Implementation 
 
10.1 This document will be made available to all employees via the CCG intranet. 
 
11 Equality and Diversity 
 
11.1 The CCG aims to design and implement services, policies and measures that meet the 

diverse needs of our service, population and workforce, ensuring that none are placed at a 
disadvantage over others.  All policies and procedures should be developed in line with the 
CCG’s Equality and Diversity policies and need to take into account the diverse needs of 
the community that is served. 

 
12 Associated CCG documentation 
 

• Policy for the reporting and management of incidents and near misses including SIs 
and Never Events 

• Complaints Policy 
• Procedure for the Management of Claims 
• Health and Safety Policy. 
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Integrated Risk Management Procedure 
 
 
13 The Risk Management Process 
 
13.1 Risk Management is a continuous process, ensuring NHS Rotherham CCG works within 

the legal and regulatory framework, identifying and assessing possible risks facing the 
organisation, and planning to prevent and respond to these.  The process of risk 
management covers the following 5 steps to risk assessment: 

 
14  Risk Identification 
 
14.1.1 Step 1 in the “Five steps to Risk Assessment” (http://www.hse.gov.uk/risk/controlling-

risks.htm) is to identify the risk.  We cannot manage our risks effectively until we know what 
the risks are.  Risk identification is therefore vital to the organisational success of the risk 
management process.   

 
14.1.2 All staff within NHS Rotherham CCG may identify risks through the course of their work and 

their interaction with patients, the public, partner organisations and other key stakeholders.   
 
14.1.3 Risk identification should take place on a continual basis but particularly where new 

activities are planned, new legislation or NHS policy requirements are identified, at the 
initiation of projects or where incidents or near misses have taken place.  Committees of 
the Governing Body should consider any risks emerging from discussions within the 
meeting.  

 
14.2 Methods for identifying and managing levels of risk would include: 
 
14.2.1 Internal methods, such as; Incidents, complaints, claims and audits, project risks based on 

the achievement of project objectives, patient satisfaction surveys, risk assessments, 
surveys including staff surveys, whistle-blowing.  Contract quality monitoring of 
commissioned services. 

 
14.2.2  External methods, such as; Media, national reports, new legislation, NPSA surveys, reports 

from assessments/inspections by external bodies, reviews of partnership working. 
 
14.2.3 All identified risks will be recorded and managed through the organisational Risk Register 

and risks identified which could impact on the achievement of the CCG’s strategic 
objectives are recorded and managed through the Assurance Framework. 

 
14.2.4 Risk identification is also obtained from member practices through practice visits, locality 

meetings, GP Members Committee meetings, patient engagement forums, practice 
feedback forums and practice managers meetings. 

 
15 Assess the Risk 
 
15.1 Step two in the Five steps to Risk Assessment is identifying the people who are at risk from 

each of the identified risks.  The main categories of people who are affected by risks are: 
• Employees 

http://www.hse.gov.uk/risk/controlling-risks.htm
http://www.hse.gov.uk/risk/controlling-risks.htm
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• Patients 
• Visitors to the premises 
• Contractors working on the premises 
• “Others” which covers particularly vulnerable groups who may be more at risk than others, 

such as pregnant women or inexperienced staff. 
• The corporate body e.g. through reputational risks.  

 
16 Evaluation of Risk 
 
16.1 Step 3 in the Five Steps to Risk Assessment is evaluating the risk.  Employees are required 

to make suitable and sufficient assessments of significant risks that arise out of work activity 
so as to implement preventative and protective measures.  All new 
activities/programmes/projects must have a formal risk assessment undertaken as part of the 
implementation of the activity/programme/project.  Risk analysis is also required on the 
coversheet of all formal papers to the Governing Body and Committees.   

 
16.2 In order to score risks systematically so that they can be classified and remedial action can 

be prioritised, it is necessary for all risks to be quantified using a standard methodology.  The 
full risk assessment scoring methodology (risk matrix) for the CCG is shown in Appendix D 
and should be used for all risk assessments within the organisation.  To use the tool it is 
necessary to identify the consequences and the likelihood of occurrence of harm from the 
risk.  From this, the level of risk can be calculated as a score. 

 
Consequence  x  Likelihood  =  Risk Score 

 
16.3 The consequence score is derived from the most probable consequence of a particular risk 

occurring, and not from the worst imaginable and extremely improbable consequence of a 
particular risk occurring.  Once set, it is unusual for the consequence score to change over 
time.  

 
16.4 The likelihood score is derived from the likelihood of the risk occurring following the 

implementation of controls.  Controls are measures which are in place to control the risk and 
reduce its likelihood of occurring.  Controls can be: 

 
• Preventative (controls which stop the risk occurring e.g. access controls, financial 

authorisation levels). 
• Detective (controls which identify if the risk is threatening to occur e.g. performance 

monitoring reports). 
• Directive (controls such as instructions or guidance which aim to reduce the likelihood of the 

risk occurring e.g. policies, training). 
 
16.5 When scoring risks, an “uncontrolled risk score” is the score if there were no controls in 

place. This helps the CCG to prioritise risks. The “actual risk score” is the risk score with the 
current controls in place. 

 
16.6 This allows construction of a risk matrix which can be used as the basis of identifying 

acceptable and unacceptable risk as discussed below.  
 
17 Risk Appetite and unacceptable risk  
 
17.1 The UK Corporate Governance Code states that “the board is responsible for determining the 

nature and extent of the significant risk it is willing to take in achieving its strategic objectives” 
 
17.2 Risk Appetite is defined as: “The amount and type of risk that an organisation is willing to 

take in order to meet their strategic objectives”. The lower the risk appetite the more the CCG 
is willing to accept in terms of risk and tolerate in its efforts to achieve its strategic objectives. 
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17.3 The CCG understands there is a balance to be struck between risk and reward and 
recognises that as a Commissioner there are sometimes constraints that limit the control 
measures that can be established to manage risks, particularly when CCG risks relate to 
third parties (i.e. provider organisations) 

 
17.4 The CCG Risk appetite and levels of unacceptable risk will be developed by the Governing 

Body and reviewed in line with the review of the GBAF. 
 
17.5 The current CCG risk appetite linked to the risk matrix is shown in the table below 
 
Table 1 – NHS Rotherham CCG Risk Appetite  

Ref Strategic Objective Risk Appetite 
1 Quality - improving safety, patient experience and 

outcomes and reducing variations 
Currently 11 
Will be developed during the 
GB development session 
March 2017 

2 Delivery – leading system wide efficiency 
programmes that consistently achieve measurable 
Improvements whilst meeting our financial targets 

Currently 11 
Will be developed during the 
GB development session 
March 2017 

3 Assurance - having robust internal constitutional and 
governance arrangements, ensuring that providers’ 
services are safe and ensuring vulnerable people 
have effective safeguarding  

Currently 11 
Will be developed during the 
GB development session 
March 2017 

4 Safeguarding – ensuring all children and vulnerable 
adults are protected from harm, including 
implementing all actions on Child Sexual Exploitation 
from the Jay and Casey reports. 

Currently 11 
Will be developed during the 
GB development session 
March 2017 

 
 
Table 2 – NHS Rotherham CCG Risk Matrix  

Risk Matrix 

Likelihood 

(1)  
Rare 

(2)  
Unlikely 

(3)  
Possible 

(4) 
Likely 

(5)  
Almost 
certain 

C
on

se
qu

en
ce

 

(1)  
Negligible 1 2 3 4 5 

(2)  
Minor 2 4 6 8 10 

(3)  
Moderate 3 6 9 12 15 

(4) 
Major 4 8 12 16 20 

(5) 
Extreme 5 10 15 20 25 

 
 Table 3 – Risk Appetite 

Risk 
Score 

Risk 
Descriptor 

Risk Appetite Statement 

1-5 Low Averse Avoidance of risk and uncertainty is a key organization 
objective. 

6-11 Medium Minimal Preference for ultra-safe options that are low risk and 
only have a potential for limited reward. 

12-15 High Cautious Preference for safe options that have a low degree of 
risk and may only have limited potential for reward. 

16-20 Very High Open Willing to consider all potential options and choose the one 
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most likely to result in successful delivery, while also providing an 
acceptable level of reward and value for money. 

25 Extreme Hungry Eager to be innovative and to choose options offering 
potentially higher business rewards, despite greater inherent risk. 

 
 
17.6 NHS Rotherham CCG regards any risk with a score of 11 or below to be an acceptable 

level of risk for toleration by the organisation.  This does not preclude actions being taken to 
further mitigate risks to the lowest practicable level. 

 
18 Risk Assurance/Control  
 
18.1 In risk management terms, “assurances” are those measures which are in place to check 

that the key controls for the risk are operating effectively e.g. reports, audits. Assurances 
can be broken down into: 

 
• Internal assurances such as internal reports. 
• External assurances such as the independent External and Internal Audit Reports. 
• Positive assurances: validated proof that the assurances are working and the risk is 

controlled. 
 
18.2 Gaps in control or assurance are those that, if addressed, would reduce the risk score. 

Once scored and gaps identified, risks can be: 
 

• Treated (via an action plan). In many cases action can be taken to change the way in 
which activities are carried out in order to reduce the risk identified. All risks scored as 12 or 
over must be treated. See also the risk hierarchy below. 

• Tolerated: Low and medium risks can be accepted as requiring no further action. On 
reviewing this type of risk, it may however be decided that some further cost effective action 
would reduce the risk score still further. Action on this level of risk is a lower priority. 

• Transferred (e.g. to another organisation). NHS Rotherham CCG is a member of the 
Liabilities to Third Parties (LTPS), Property Expenses Scheme (PES) and Clinical 
Negligence Scheme for Trusts (CNST) risk pooling schemes run by the NHS Litigation 
Authority (NHSLA).  This membership transfers some financial risk to these risk pooling 
schemes. Not all risks are suitable for risk transfer. 

• Terminated. It may be decided that a particular risk should be avoided altogether. This 
may involve ceasing the activity giving rise to the risk.   
 

18.3 Risk treatment generally follows the following sequence (called the “Hierarchy of Controls”), 
starting at the top and working down the hierarchy. 

 
• Can the risk be eliminated entirely? E.g. remove and condemn a piece of equipment that 

keeps shorting out and poses the risk of electric shock. 
• Can we make a substitution, substituting one item for another that is less harmful? E.g. for 

example substituting a detergent for a corrosive cream cleaner. 
• Can we put in place physical or mechanical engineering controls such as guards, 

barriers and isolation. 
• Can we put in place administrative controls such as supervision or training, information 

and induction, policies, protocols and safe systems of work to ensure that people working 
with risks are suitable informed and trained and know what to do if something goes wrong.  

• Finally, can we use personal protective equipment (PPE) such as gloves, aprons and 
masks. 

 
18.4 Where risk treatment plans require significant additional funding above that available within 

individual budgets or within NHS Rotherham CCG contingencies under the delegated 
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authority of the Chief Finance Officer, or changes to the working patterns of NHS 
Rotherham CCG, these decisions will be made by the Governing Body.  

 
18.5 Risk assessments are carried out for a variety of activities, however, additional risk 

assessments must be carried out by Line Managers or other corporate persons in 
accordance with the following: 

 
• Health and Safety  
• Control of Substances Hazardous to Health (COSHH)  
• Display Screen Equipment  
• Moving & Handling 
• Work Equipment  
• Personal Safety  
• Fire Safety  
• Pregnancy & Maternity  

 
18.6  Line Managers are responsible for implementing and monitoring any identified appropriate 

risk control measures within their designated areas.  Where implementation or risk control 
measures are beyond the authority or resources available to the line manager, this should 
be brought to the attention of the Health & Safety Lead or Corporate Governance Manager 
as appropriate. Clinical risks including patient safety and safeguarding risks must be notified 
to the Chief Nurse (or equivalent). 

 
 
19 Record the risk 
 
All risk assessments must be recorded on NHS Rotherham CCG’s approved risk assessment 
templates as detailed below.  
 

Assurance 
Framework 

 
The Assurance Framework is used for recording strategic risks (i.e. risks 
affecting achievement of the CCG’s strategic objectives).  
 
The Assurance Framework is coordinated by the Project Support Officer, to 
whom risks should be reported. The Assurance Framework will be regularly 
reviewed and updated (at least quarterly) by the Assistant Chief Officer/Project 
Support Officer in liaison with Leads identified on the Framework and updates 
reported quarterly to the Governing Body. The Framework will also be regularly 
reported to and reviewed by the Audit and Quality Assurance Committee. 
 
The Assurance Framework template is shown at Appendix B. 
 

Risk Register 

 
The Risk Register is used for recording operational directorate-level risks (risks 
which underpin strategic Assurance Framework risks). 
 
The Risk Register is coordinated by the Project Support Officer, to whom risks 
should be reported. The Risk Register will be regularly reviewed and updated 
(at least quarterly) by the Project Support Officer/Assistant Chief Officer in 
liaison with Leads identified on the Register and updates reported quarterly via 
the Corporate Assurance Report to the Governing Body. The Register will also 
be reported to and reviewed by the Audit and Quality Assurance Committee on 
an annual basis.  
 
The Risk Register template is shown at Appendix A. 
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Generic risk 
assessments 

 
Generic risk assessments can be undertaken for areas where none of the other 
risk templates apply e.g. specific public engagement events. 
 
Risks arising out of generic risk assessments should be reported appropriately 
to the Assistant Chief Officer, Corporate Services Manager, Project Lead or 
Health & Safety Lead dependant on the nature and severity of the risk.  
 
The generic risk assessment template is shown at Appendix E. 
 

Specific risk 
assessments 

 
There are a range of specific risks assessments which may be required. This is 
not an exclusive list – see individual procedural documents for further details 
and reporting arrangements. 

• Health and Safety  
• Control of Substances Hazardous to Health (COSHH)  
• Display Screen Equipment  
• Moving & Handling 
• Work Equipment  
• Personal Safety  
• Fire Safety  
• Pregnancy & Maternity  

 
 
 
20  Review the risk 
 
20.1 All risk assessments should be reviewed on a regular basis or when activities change. 
  
20.2 The nominated lead as detailed in Step 4 is responsible for updating any changes to the 

risk assessment (whether on the Assurance Framework or Risk Register) and ensuring that 
actions are implemented. Identified risks will be reviewed on the following basis: 

 
Score Category Review frequency 

1-5 Low Annually 
6-11 Medium 6-monthly 
12-15 High Quarterly 
16-20 Very High Monthly 

25 Extreme Monthly 
 
20.3 The assurance process is the process which NHS Rotherham CCG is required to 

undertake to ensure a sound system of internal control is maintained which supports the 
achievement of the organisation’s policies and objectives. The system of internal control is 
designed to manage risk to a reasonable level rather than to eliminate all risk; it can 
therefore only provide reasonable and not absolute assurance of effectiveness. The system 
of internal control is based on an on-going process designed to: 

 
• Identify and prioritise the risks to the achievement of the organisation’s policies, aims and 

objectives. 
• Evaluate the likelihood of those risks being realised and the impact should they be realised, 

and to manage them efficiently, effectively and economically. 
 
20.4 NHS Rotherham CCG is committed to establishing and maintaining assurance processes to 

ensure an adequate level of assurance is provided which will enable the Accountable 
Officer (Chief Officer) to sign the Annual Governance Statement. NHS Rotherham CCG will 
ensure there is Governing Body approved Assurance Framework which: 
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• Covers all of NHS Rotherham CCG’s main activities. 
• Identifies which objectives NHS Rotherham CCG is aiming to achieve. 
• Identifies the risks to the achievement of those objectives. 
• Evaluates and assesses those risks and records them appropriately. 
• Identifies and examines the system of internal control in place to manage the risks. 
• Identifies and examines the review and assurance mechanisms which relate to the 

effectiveness of the system of internal control. 
• Records the actions taken by NHS Rotherham CCG to address gaps in control and 

assurance. 
 
21. Information Risk Management 
 
21.1 The principles of information security require that all reasonable care is taken to prevent 

inappropriate access, modification or manipulation of data from taking place. In the case of 
the NHS, the most sensitive of our data is patient record information. In practice, this is 
applied through three cornerstones - confidentiality, integrity and availability. 

 
• Information must be secured against unauthorised access – confidentiality. 
• Information must be safeguarded against unauthorised modification – integrity. 
• Information must be accessible to authorised users at times when they require it – 

availability. 
 
21.2 Information security risk is inherent in all administrative and business activities and 

everyone working for or on behalf of the organisation continuously manages information 
security risk. The aim of information security risk management is not to eliminate risk, but 
rather to provide the structural means to identify, prioritise and manage the risks involved in 
organisational activities. It requires a balance between the cost of managing and treating 
information security risks with the anticipated benefits that will be derived.  

 
21.3 The Trust Information Risk Owner (SIRO) is responsible for coordinating the development 

and maintenance of information risk management policies, procedures and standards for 
the CCG.  

 
21.4 CCG Information Asset Owners (IAOs) ensure that information risk assessments are 

performed regularly on all information assets where they have been assigned ‘ownership’, 
following guidance from the SIRO on assessment method, format, content, and frequency.  

 
21.5 Information risk assessments should be performed on a regular basis for key information 

systems and critical information assets. Information Risk assessments must also be 
undertaken at the following times:  

 
• At the inception of new systems, applications and facilities that may impact the assurance 

of NHS Rotherham CCG Information or Information Systems.  
• Before enhancements, upgrades, and conversions associated with critical systems or 

applications. 
• When NHS policy or legislation requires risk determination.  
• When the NHS Rotherham CCG Management team / Governing Body requires it. 

 
21.6 Information incident reporting will be in line with the organisation’s Incident Management 

Policy.  All very high and extreme information risks should be reported to and discussed 
with the Senior Information Risk Owner (SIRO) as soon as they are identified. The Senior 
Information Risk Owner (SIRO) will coordinate and monitor implementation of an annual 
Information Security Management and Assurance Plan. 
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22. Embedding Risk Management  
 
22.1 The effective implementation of this Integrated Risk Management Framework, Policy & 

Procedure will facilitate the delivery of quality commissioning and, alongside staff training 
and support, will provide an improved awareness of the measures needed to prevent, 
control and contain risk.   

 
22.2 NHS Rotherham CCG ensures stakeholders are involved in managing risks which impact 

on them by the following mechanisms: 
 

• Communication, Engagement and Experience Strategy. 
• Commissioning arrangements involving a wide range of partner NHS organisations. 
• Joint commissioning arrangements with the local authority. 
• Governing Body meetings held in public. 
• Patient Experience data. 
• Publication of the Integrated Risk Management Framework Strategy, Policy & Procedure 

with its key partners and the public through the NHS Rotherham CCG website. 
• Meeting the public sector Equality Duties. 
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Appendix A:  Risk Register Template 
 
Ref Entry date 

  
Lead 

Person  
Risk 

Description  
Risk 

Cause  
Risk 

Consequence 
Risk 

rating 
 

Assurance 
& Actions  

Date  
reviewed  

L C T 

          
 
 
 
 
 
 

 

 



Appendix B: 
Governing Body Assurance Framework (EXAMPLE) 

       
             Objective:  NHSE Domains: Committee providing 

assurance 
 

Better Health  

Better Care  Executive lead(s)  

Sustainability   

Leadership  Clinical / Lay Lead  

What are the key enablers / deliverables to support this objective? Principal threat(s) to delivery of the objective 

  

Risk rating Likelihood Consequence Total 

 
 

Date reviewed  

Initial    Rationale:  

Current    

Appetite    

Approach Treat 

Key controls to mitigate threat: Sources of assurance  Rec'd? 

   

Gaps in control Positive assurances received 

    

Gaps in assurance Actions being taken to address gaps in control / assurance 

  

SCORE: A M J J A S O N D J F M 

Likelihood             

Consequence 
            

Risk rating 
            

Tolerance 
            



Appendix C: Structure for Risk Management 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
` 

NHS 
Rotherham Clinical 

Commissioning 
Group Governing 

Body 

Audit and 
Quality 

Assurance 
Committee 

• Chaired by lay member of 
CCG Governing Body. 

• Covers audit, risk, serious 
incidents, quality and 
patient safety 

• Includes representatives 
from internal and external 
audit, fraud 

• Ensures assurance can be 
provided to CCG 
Governing Body regarding 
risk 

Operational Executive and Strategic Clinical Executive 
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Appendix D:  Risk Scoring Matrix 

Risk Scoring Matrix 

Table 1 Consequence score (C) 

Choose the most appropriate domain for the identified risk from the left hand side of the table. 
Then work along the columns in same row to assess the severity of the risk on the scale of 1 to 5 
to determine the consequence score, which is the number given at the top of the column.  

Consequence score (severity levels) and examples of descriptors 
1 2 3 4 5 

Domains Negligible Minor Moderate Major Extreme 

Patient and staff 
safety 

Minimal injury 
requiring no / 

minimal 
intervention or 

treatment. 

No time off work 

Minor injury or 
illness, requiring 

minor 
intervention 

Requiring time off 
work for >3 days 

Moderate injury  
requiring 

professional 
intervention 

Requiring time off 
work for 4-14 

days. RIDDOR 
reportable 
incident 

An event which 
impacts on a 

small number of 
patients 

Major injury 
leading to long-
term incapacity / 

disability 

Requiring time off 
work for >14 days 

Mismanagement 
of patient care 
with long-term 

effects 

Incident leading 
to death 

Multiple 
permanent 
injuries or 

irreversible health 
effects 

An event which 
impacts on a 

large number of 
patients 

Quality 

Peripheral 
element of 

treatment or 
service 

suboptimal 

Informal 
complaint/ 

inquiry 

Overall treatment 
or service 
suboptimal 

Formal complaint 

Local resolution 

Single failure to 
meet internal 

standards 

Minor 
implications for 
patient safety if 

unresolved 

Reduced 
performance 

rating if 
unresolved 

Treatment or 
service has 
significantly 

reduced 
effectiveness 

Local resolution 
(with potential to 

go to 
independent 

review) 

Repeated failure 
to meet internal 

standards 

Major patient 
safety 

implications if 
findings are not 

acted on 

Non-compliance 
with national 

standards with 
significant risk to 

patients if 
unresolved 

Multiple 
complaints / 
independent 

review 

Low performance 
rating 

Critical report 

Unacceptable 
level or quality of 

treatment / 
service 

Gross failure of 
patient safety if 

findings not acted 
on 

Inquest / 
ombudsman 

inquiry 

Gross failure to 
meet national 

standards 

Human 
Resources / 

Organisational 
Development 

Short-term low 
staffing level that 

temporarily 
reduces service 
quality (< 1 day) 

Low staffing level 
that reduces the 
service quality 

Late delivery of 
key objective/ 
service due to 

lack of staff 

Unsafe staffing 
level or 

competence (>1 
day) 

Low staff morale 

Poor staff 
attendance for 
mandatory/key 

Uncertain 
delivery of key 

objective/service 
due to lack of 

staff 

Unsafe staffing 
level or 

competence (>5 
days) 

Loss of key staff 

Very low staff 
morale 

Non-delivery of 
key 

objective/service 
due to lack of 

staff 

Ongoing unsafe 
staffing levels or 

competence 

Loss of several 
key staff 

No staff attending 
mandatory 
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 Consequence score (severity levels) and examples of descriptors 
 1 2 3 4 5 

Domains Negligible Minor Moderate Major Extreme 
training  

No staff attending 
mandatory/ key 

training 

training /key 
training on an 
ongoing basis 

Statutory duty /  
inspections 

No or minimal 
impact or breech 

of guidance/ 
statutory duty 

Breech of 
statutory 

legislation 
 

Reduced 
performance 

rating if 
unresolved 

Single breech in 
statutory duty 

 
Challenging 

external 
recommendation
s / improvement 

notice 

Enforcement 
action 

 
Multiple breeches 
in statutory duty 

 
Improvement 

notices 
 

Low performance 
rating 

 
Critical report 

Multiple breeches 
in statutory duty 

 
Prosecution 

 
Complete 

systems change 
required 

 
Zero 

performance 
rating 

 
Severely critical 

report 

Adverse 
publicity / 

Reputation 

Rumours 
 

Potential for 
public concern 

Local media 
coverage – 
short-term 

reduction in 
public confidence 

 
Elements of 

public 
expectation not 

being met 

Local media 
coverage – 
long-term 

reduction in 
public confidence 

National media 
coverage with <3 
days service well 
below reasonable 

public 
expectation 

National media 
coverage with >3 
days service well 
below reasonable 

public 
expectation. MP 

concerned 
(questions in the 

House) 
 

Total loss of 
public confidence 

Business 
Objectives 

Insignificant cost 
increase / 
schedule 
slippage 

<5 per cent over 
project budget 

 
Schedule 
slippage 

5–10 per cent 
over project 

budget 
 

Schedule 
slippage 

Non-compliance 
with national 10–
25 per cent over 
project budget 

 
Schedule 
slippage 

 
Key objectives 

not met 

Incident leading 
>25 per cent over 

project budget 
 

Schedule 
slippage 

 
Key objectives 

not met 

Finance Small loss Risk of 
claim remote 

Loss of 0.1–0.25 
per cent of 

budget 
 

Claim less than 
£10,000 

Loss of 0.25–0.5 
per cent of 

budget 
 

Claim(s) between 
£10,000 and 

£100,000 

Uncertain 
delivery of key 

objective/Loss of 
0.5–1.0 per cent 

of budget 
 

Claim(s) between 
£100,000 and £1 

million 
 

Purchasers 
failing to pay on 

time 

Non-delivery of 
key objective/ 
Loss of >1 per 
cent of budget 

 
Failure to meet 
specification/ 

slippage 
 

Loss of contract / 
payment by 

results 
 

Claim(s) >£1 
million 

Service / 
business 

interruption 
 

Impact on 
environment 

Loss/interruption 
of >1 hour 

 
Minimal or no 
impact on the 
environment 

Loss/interruption 
of >8 hours 

 
Minor impact on 

environment 

Loss/interruption 
of >1 day 

 
Moderate impact 
on environment 

Loss/interruption 
of >1 week 

 
Major impact on 

environment 

Permanent loss 
of service or 

facility 
 

Extreme impact 
on environment 
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Table 2 Likelihood score (L)  
 
What is the likelihood of the consequence occurring?  
 
The frequency-based score is appropriate in most circumstances and is easier to identify. It should 
be used whenever it is possible to identify a frequency.  
 

 Likelihood score  
 1 2 3 4 5 

Descriptor Rare Unlikely Possible Likely Almost 
certain 

Frequency 
How often 

might it / does 
it happen 

This will 
probably 

never 
happen/recur 

Do not expect 
it to 

happen/recur 
but it is 

possible it 
may do so 

Might happen 
or recur 

occasionally 

Will probably 
happen/recur 
but it is not a 

persisting 
issue 

 

Will 
undoubtedly 

happen / 
recur, possibly 

frequently 

Probability 
Percentage 
likelihood of 
occurrence 

0-5% 6-20% 21-50% 51-80% 81-100% 

 
 
Table 3 Risk scoring = consequence x likelihood ( C x L )  
 
Calculate the risk score by multiplying the consequence score by the likelihood score. 
 

Risk Matrix 

Likelihood 

(1)  
Rare 

(2)  
Unlikely 

(3)  
Possible 

(4) 
Likely 

(5)  
Almost 
certain 

C
on

se
qu

en
ce

 

(1)  
Negligible 1 2 3 4 5 

(2)  
Minor 2 4 6 8 10 

(3)  
Moderate 3 6 9 12 15 

(4) 
Major 4 8 12 16 20 

(5) 
Extreme 5 10 15 20 25 

 
1-5 Low 

6-11 Medium 
12-15 High 
16-20 Very High 

25 Extreme 
 
 
The CCG risk tolerance/appetite under which risks can be tolerated is a score of 11 or below 
where the assessment has been undertaken following the implementation of controls and 
assurances.  
 
 
 



Appendix E Generic Risk Assessment Template  
 

Risk Assessment 
 

Area/Task:    Date:   
 

Persons Assessing the Risks:  Overall Score    
 
Ref 
No: 

Activity/Task/Area Hazard Identified Likelihoo
d 

1 – 5 
 

Consequ
ence 

1 – 5 

Risk 
Rating 

Controls in place 
(including PPE as a last 

resort) 

Recommended 
Additional 
Controls 

Post 
Risk 

Rating 

Note: You should rate the risks on the basis of the current controls in place 
1.         

2.         

3.         

4         

5.         

6.         

7.         

8.          

9.         

10.         
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 JK - JB

Risk rating Likelihood Consequence Total
Initial 3 4 12
Current
Appetite
Approach

Rec'd?
Ongoing
Ongoing 

SCORE: F M A M J J A S O N D J
Likelihood 3
Consequence 4
Risk rating 12
Tolerance 12

INA Framework Quality Premium 
CQC inspection of all providers

Objective 1: Quality - improving safety, patient experience and outcomes 
and reducing variations

NHSE Domains: Committee providing 
assurance

Leadership Gp Lead / Lay Lead
What are the key enablers / deliverables to support this objective?

AQUA
Better Health
Better Care Executive lead(s) SC/IA
Sustainability

Principal threat(s) to delivery of the objective
Improved outcomes for patients 
Improved performance by providers in delivery of all key performance measures 

Activity growth in A&E
Failure to deliver system wide efficiency programme for unscheduled care.                   Suboptimal care 
for patients resulting in poor outcomes     

Date reviewed 15.02.17
Rationale: Historic poor performance by 
TRFT, RDaSH and YAS against some key 
quality measures means failure is possible 

Treat

Key controls to mitigate threat: Sources of assurance 
A&E Delivery Board Meeting minutes and actions 
Monthly Contract Quality meetings - Quality lead, GP lead and Contract lead Monthly Governing Body report

Delegated responsibility for Commissioning Primary Care Services Primary Care Commissioning Minutes

No assurance regarding YAS performance 

Gaps in control Positive assurances received
No assurance regarding YAS performance Commissioning Plan Performance report
Gaps in assurance Actions being taken to address gaps in control / assurance

0

20

A M J J A S O N D J F M
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 RC/JK - JB

Risk rating Likelihood Consequence Total
Initial 4 4 16
Current
Appetite
Approach

Rec'd?
Ongoing
Ongoing
Ongoing 
Ongoing 

SCORE: F M A M J J A S O N D J
Likelihood 4
Consequence 4
Risk rating 16
Tolerance 16

Unscheduled Care QUIPP Group Minutes and action log

IAPT and CAMHS transformation Commissioning Plan Performance Report 

MH IAPT / dementia transformation

Community Transformation Group Minutes and action log
Clinical Referrals Management Committee Minutes and action log

Gaps in assurance Actions being taken to address gaps in control / assurance

Gaps in control Positive assurances received

Primary Care Quality Contract

Clinical thresholds 
Lack of skill and capacity to roll out 

Completion of capital build for the Urgent & Emergency Care Centre Delivery of new model in pressured environment 

Objective 2: Delivery – leading system wide efficiency programmes that 
consistently achieve measurable improvements whilst meeting our 
financial targets

NHSE Domains:

Lack of data for some KPI's in the Commissioning Plan Performance Report 

Key controls to mitigate threat: Sources of assurance 
Emergency Centre Sponsoring Group - Contract Group Minutes and action log

Finance & Contracting Report 

What are the key enablers / deliverables to support this objective? Principal threat(s) to delivery of the objective

Date reviewed 15.02.17
Rationale: Deliver CCG Commissioning plan identified key priorities and 
progress against those priorities within 15 priority areas. 

Treat 

Implementation of locality village 
Delivery of medicines waste agenda 

Leadership

Committee providing assurance AQUA
Better Health
Better Care Executive lead(s) IA
Sustainability

GP Lead / Lay Lead

0

10

20

A M J J A S O N D J F M
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 RC - JB

Risk rating Likelihood Consequence Total
Initial 3 4 12
Current
Appetite
Approach

Rec'd?

Reports

SCORE: F M A M J J A S O N D J
Likelihood 3
Consequence 4
Risk rating 12
Tolerance 12

Monthly report on contract quality to GB 

Serious incident reports reported onto STEIS
Safeguarding Standards included in provider contracts

Reports received as appropriate
CCG and Providers Membership of Rotherham wide safeguarding boards, and all sub groups Minutes of meetings and sub groups and annual report

Services commissioned safeguard vulnerable clients including safeguarding in all 
commissioned services

Services commissioned do not appropriately deliver to vulnerable people

Annual Internal Audit opinion 
Delivery of annual internal audit plan 
Contract quality processes e.g. well defined leads for all major contracts
Performance management key indicators 

Raised at exec to exec meeting 
Multi agency work to improve process for IHA for LAC plus peer review from Sheffield CCG Designated 
D

Low achievement of intitial health assessments for LAC Patient Safety & Quality Assurance report
Safeguarding Adults Review 

Gaps in assurance Actions being taken to address gaps in control / assurance
Low attendance at TRFT contract quality meetings Escalation to contract performance executive members

Objective 3: Assurance - having robust internal constitutional and 
governance arrangements, ensuring that providers’ services are safe and 
ensuring vulnerable people have effective safeguarding

NHSE Domains:

Gaps in control Positive assurances received

Serious Case Reviews

Key controls to mitigate threat: Sources of assurance 
Safeguarding team, including designated nurse and Dr, named GP & safeguarding adults lead

What are the key enablers / deliverables to support this objective? Principal threat(s) to delivery of the objective

Date reviewed 15.02.17
Rationale: Concerns regarding care homes in Rotherham have been 
raised in the Patient Safety & Quality Assurance report.  

Treat

Leadership

Committee providing assurance AQUA
Better Health
Better Care Executive lead(s) CE/SC
Sustainability

GP Lead / Lay Lead

0

20

A M J J A S O N D J F M
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 JK - JB

Risk rating Likelihood Consequence Total
Initial 3 3 9
Current
Appetite
Approach

Rec'd?
Ongoing
Ongoing 

SCORE: F M A M J J A S O N D J
Likelihood 3
Consequence 3
Risk rating 9
Tolerance 9

annual report 

Gaps in assurance Actions being taken to address gaps in control / assurance
Evidence base for post abuse and pre trial support working with NHSE, RDaSH and RMBC to identify unmet need and develop appropriate processes

CCG safeguaring annual report to GB and monthly updates

Levels of safeguarding training in Primary Care and other commissioned services

Rotherham Local Safeguarding Children's Board 
All staff training and awareness including GP staff

Minutes 
Training figures for CCG staff and CQC reports

Report
Gaps in control Positive assurances received
Unaware of unmet need for post abuse support for historic cases or pre trial support for current cases Patient Safety & Quality Assurance Report monthly to GB

CQC reports
Winterbourne submission 

CQUIN to reward additional reporting of safeguarding training

Objective 4: Safeguarding – ensuring all children and vulnerable adults are 
protected from harm, including implementing all actions on Child Sexual 
Exploitation from the Jay and Casey reports.

NHSE Domains:

Key controls to mitigate threat: Sources of assurance 
Rotherham Safeguarding Adults Board Minutes 

Named GP and adult safeguarding lead 
Designated Doctor and Designated Nurse for Safeguarding children  

What are the key enablers / deliverables to support this objective? Principal threat(s) to delivery of the objective

Date reviewed 15.02.17
Rationale: In response to the Jay and Casey reports 

Tolerate 

Multi Agency Safeguarding Hub 
Membership of borough wide safeguarding group 

Partnership working with RMBC and other agencies 

Leadership

Committee providing assurance AQUA
Better Health
Better Care Executive lead(s) SC
Sustainability

Gp Lead / Lay Lead

0

10

F M A M J J A S O N D J



L C T

1 28.11.2016 Alun Windle CCG not hitting March 2017 deadline 
imposed by NHSE for the PUPoC 
claims process to complete

NHSE deadlines and 
extensive review process 
of NHS RCCG

Possible 
maladministration notice 
(unknown financial 
impact) for NHS RCCG

5 Action completed by end of 
January 2017.                          
Closure requested.

Feb-17 N/A

2 29.11.2016 Jacqui Tuffnell Collaborative commissioning of 
specialised services

Insufficient funding 
transferred for provision of 
services

Inability to procure 
required services and/or 
additional financial impact 
for RCCG

3 4 12 N/A

3 29.11.2016 Jacqui Tuffnell Not maintaining accessible and high 
quality primary care as a consequence 
of recruitment issues

High numbers of GPs and 
practice nurses in 
Rotherham aged 55-59 
and insufficient new 
trainees coming in to 
replace and insufficient 
providers using new 
workforce models

Inability for providers to 
continue delivering all 
requirements and 
ultimately may have to 
cease all provision 
causing more pressure 
on other providers.

3 4 12 N/A

4 29.11.2016 Jacqui Tuffnell Impact of PMS changes on the 
stability of practices

Changes in the funding 
arrangements for 
practices

Inability for providers to 
continue delivering all 
requirements and 
ultimately may have to 
cease all provision 
causing more pressure 
on other providers

3 3 9 N/A

5 13.12.2016 Sue Cassin Reputational risk to NHS RCCG and 
individual risk to one or more Looked 
After Children

Low achievement of 
undertaking initial health 
assessments with 
statutory framework  

Not identifying health 
needs of children entering 
the care system and 
putting necessary care 
plans in place may result 
in harm.  

3 4 12 Working closely with RMBC and 
TRFT to refresh processes and 
joint working to ensure children 
attend clinics.  Peer review by 
Sheffield CCG

Feb-17 Objective 3 GBAF

6 13.12.2016 Sue Cassin Reputational risk to NHS RCCG and 
possible instability to Strategic Clinical 
Executive from CQC inspection of GP 
practices

CQC inspection of GP 
practice and resultant 
ratings 

Need to support practices 
to take remedial action 
through the contract 

2 4 8 PM forum, nurses forum, facilitation 
of information sharing, support via 
development of templates for 
collation of evidence.  Support with 
areas of underachievement 
identified

Feb-17 Objective 1 GBAF

7 05.01.2017 Keely Firth Failure to deliver QIPP programme for 
2017/18 

Added costs in 
prescribing, planned care, 
unscheduled care

Higher levels of 
expenditure 

3 4 12 Focus on waste by MM team; 
Protocols agreed for clinical 
thresholds;                           Block 
contract for non electives

Feb-17 Objective 1 GBAF

8 05.01.2017 Keely Firth TRFT operate within control total 
agreed with NHS Improvements for 
2016/17 which is a deficit plan.    If the 
trust cannot sustain the provision of 
services within its financial envelope 
the services may be withdrawn by the 
trust 

Lack of capacity Cost of buying capacity at 
premium and tariff 
payments

4 4 16 There is a national cap on locum 
and agency payments for FTs;      
FTs working together vanguard 
looking at vulnerable specialites;   
FT held to account by NHSI re 
quality and financial performance 
and and HEE re clinical staffing  

Feb-17 N/A

NHS Rotherham Clinical Commissioning Group – Risk Register 

Date 
reviewed 

Links to Governing 
Body Assurance 
Framework /Issues 
Log

Risk 
rating

Assurance & Actions Ref Entry date Lead Person Risk Description Risk Cause Risk Consequence



L C T

Date 
reviewed 

Links to Governing 
Body Assurance 
Framework /Issues 
Log

Risk 
rating

Assurance & Actions Ref Entry date Lead Person Risk Description Risk Cause Risk Consequence

9 05.01.2017 Keely Firth Adverse impact on staffing capacity by 
additional community responsibilities 
and national policy changes

Refocusing of corporate 
capacity

Lack of corporate 
performance 

4 3 12 Review of structure now 
comnpleted with comments from 
staff now received;                      
New structure to be introduced wef 
1st April 2017 

Feb-17 N/A

10 05.01.2017 Keely Firth Financial pressures in non-health 
organisations may result in reduction 
in investments upon which healthcare 
services are reliant

Lack of capacity in wider 
services leading to 
reduced support for 
specific patient groups.

CCG’s objectives to 
reduce admissions and 
safely support patients in 
alternative setting may be 
compromised.

4 4 16 The Rotherham place plan 
commits all partners to the delivery 
of joint objectives and 
organisations will be held to 
account by each other.

Feb-17 N/A

11 05.01.2017 Keely Firth Insufficient funds to finance CCG 
planned objectives on a recurrent 
basis 

Reductions in allocation 
growth levels and 
increases in national 
pricing tariffs

Increased efficiency 
requirements 

3 4 12 The CCG plan invests in areas 
where growth in demand is 
anticipated and where there is 
limited opportunity to intervene to 
minimse it.

Feb-17 N/A

12 05.01.2017 Keely Firth Increasing costs of individual patients 
of continuing care 

Growth in new patients 
requiring CHC 

Overspends on CHC 
budget

3 4 12 Robust application of the legal 
framework by the CHC team.

Feb-17 N/A

13 05.01.2017 Keely Firth Adverse financial pressure from YAS 
contract  

Rebasing exercise 
undertaken by YAS 
regarding the costs of 
services to CCG’s

Significant increase in the 
contract value for YAS 
with RCCG. 

3 3 9 This will not occur in 2017/18. Feb-17 N/A

14 09.01.2017 Sarah Lever Failure to deliver A&E standards 
(constitutional requirement) 

Increased ambulance 
arrivals, and shortage of 
medical staffing at TRFT 

Low performance against 
the A&E standard for 
which the CCG are held 
to account by NHSE  

3 4 16 CCG chair the A&E delivery Board 
and there are detailed action plans 
to ensure that all enablers to the 
performance are optimised.

Feb-17 N/A

15 13.2.2017 Ian Atkinson Failure to deliver 6ww diagnostic 
standards (constitutional requirement) 
 

Staffing Challenges within 
TRFT impacting on the 
number of available 
diagnostic clinics 

Low performance against 
the 6ww standard for 
which the CCG are held 
to account by NHSE, 
could impact on other 
Waiting Time targets if 
not resolved.   

3 4 12 CCG Chair TRFT contractual 
meetings, agreement with TRFT to 
outsource diagnostics capacity to 
meet demand. Agreed recovery 
trajectory in place to improve 
performance 

Feb-17 N/A

16 13.2.2017 Ian Atkinson Failure to IAPT 6ww Access Target 
get (constitutional requirement) 

 

Staffing Challenges within 
TRFT impacting on the 
number of available 
diagnostic clinics 

Low performance against 
the 6ww standard for 
which the CCG are held 
to account by NHSE, 
could impact on other 
Waiting Time targets if 
not resolved.   

3 4 12 CCG Chair RDASH contractual 
meetings, IAPT National Intensive 
Support team visited Rotherham 
and actions being taken to improve 
position, e.g. further training of 
Workforce, Self Referral.  Agreed 
recovery trajectory in place to 
improve performance 

Feb-17 N/A



L C T

Date 
reviewed 

Links to Governing 
Body Assurance 
Framework /Issues 
Log

Risk 
rating

Assurance & Actions Ref Entry date Lead Person Risk Description Risk Cause Risk Consequence

17 13.2.2017 Ian Atkinson Delivery of CAMHS Transformation, 
Waiting Times and lack of 
improvement in the quality of service

 

Mobilisation of the new 
CAMHS Model, increase 
refferals impacting on the 
ability to deliver access 
times 

Transformation Plan is 
being delivered with 
significant recruitment 
into the CAMHS service.   
Waiting times for access 
remain challenging.  
Continued dissatisfaction 
in the serviceby GP's 
families and young 
children

3 4 12 CCG Chair CAMHS Strategy and 
Partnership Group and fortnightly 
CAMHS performance meeting. 
Recently agreed to develop a 
Section 75 agreement with RMBC 
for CAMHS. 

Feb-17 N/A

18 11.11.2011 Sue Cassin Quality of Commissioned Services Inability of providers to 
deliver quality safe 
services. 

Sub optimal care for 
patients resulting in poor 
outcomes.                           
Loss of reputation for 
both provider and 
commissioner

4 3 12 Three officers are responsible for 
quality of each major contract area. 
For TRFT as largest contract we 
maintain quality assurance by 
monitoring the national quality 
standards within the NHS standard 
contract along with national and 
locally agreed Local Incentive 
Schemes. Participating in providers 
assurance meetings. Ad hoc and 
planned visits to provider units, 
including a programme of clinically 
led visits. Managing the assurance 
of responses to Serious Incidents 
on behalf of the NHSE. A wide 
range of benchmarking data is 
monitored including data on 
HSMRs and condition specific 
HSMRs peer, CQC risk ratings. 
Similar processes are in place for 
RDASH. A wide range of hard and 
soft intelligence is used through 
contract for assurance of GP 
quality. 

Feb-17 GBAF 1

19

24.01.2017 Emma Royle Failure to implement SEND reforms 
(part 3) of the Children and Families 
Act 2014/SEND Code of Practice.

Complexity of the new 
SEND reforms. 

Lack of assurance for the 
CCG due to non-
attendance at the 
Education Health & Care 
Panel 

CCGs failure to identify 
correct attendee at EHC 
panel  

EHC plans agreed at 
panel become statutory 
documents and the CCG 
must provide health 
provisions stated in the 
plan.   If the CCG does 
not have oversight of 
these plans it may result 
in the CCG having to 
provide non universal 
services.   

3 4 16 CCG completed a diagnostics self-
assessment (provided by the 
council for disabled children).  A 
second assessment is due to take 
place by the end of January 2017.  
This covers all aspects of the 
SEND reforms.  

23.01.17 OE requested ER obtain 
information regarding how CCGs 
across the country are dealing with 
this. 

Feb-17 N/A



L C T

Date 
reviewed 

Links to Governing 
Body Assurance 
Framework /Issues 
Log

Risk 
rating

Assurance & Actions Ref Entry date Lead Person Risk Description Risk Cause Risk Consequence

20

31.01.2017 Chris Edwards Services are currently commissioned 
on South Yorkshire & Bassetlaw 
footprint and sustainability of hospital 
services is being reviewed. 

Some services may no 
longer be provided by our 
local acute provider. 

Risk around sustainability 
of services on a local 
footprint 

3 4 12 STP plan commissioned a review 
by Sept 2017 to asses hospital 
sustainability 

Feb-17 N/A

21

31.01.2017 Chris Edwards Risk of possible lack of support to 
victims of CSE due to the scale of 
criminal proceedings and political 
issues as commissioners still running 
Children’s services at the council.   

Ongoing CSE criminal 
proceedings

Requiring additional 
mental health support for 
victims.  Reputational 
damage to CCG for Adult 
Mental Health/CAMHS 

3 4 12 Children’s Board
CCG Commissioning strategy 
CAMHS transformation plan
Investment in IAPT services (Adult 
mental health)

Feb-17 N/A

22

02.02.2017 Claire Smith Demand flux in the 111 service Number of referrals and 
patient contacts.  Capacity 
of the service. 

Patients currently in 
inappropriate destinations 
e.g. A&E.  Impact on 
demand management.

4 5 20 Capacity versus Demand is 
monitored through the contract. 
Although useage has increased this 
is not above the contracted 
capacity at present 

Feb-17 N/A



1 2 3 4 5

Rare Unlikely Possible Likely Almost 
certain

1

Negligible

2

Minor

3

Moderate
4

Major
5

Extreme

Risk 
Score

Risk 
Descriptor

1-5 Low
6-11 Medium

12-15 High
16-20 Very High

25 Extreme

Risk Matrix

Likelihood
C

on
se

qu
en

ce

1 2 3 4 5

2 4 6 8 10

3 6 9

Averse Avoidance of risk and uncertainty is a key 
 

12 15

Hungry Eager to be innovative and to choose 
     

4 8 12 16 20

5 10 15 20 25

Risk Appetite Statement

Cautious Preference for safe options that have a 
         Open Willing to consider all potential options and 

         

Minimal Preference for ultra-safe options that are 
         



1 Open 28.11.2016 Alun  Windle Litigation and patient safety issues. Caused by a lack 
of management system for equipment in the 
community commissioned by NHS Rotherham CCG.

Resulting in possible patient harm, faulty equipment, 
staff working above competencies and litigation.2 
cases where families have purchased equipment and 
the NHS are now providing consumables therefore 
condoning the purchase of this equipment.

This issue remains the same –  because the issue 
was/is unquantifiable due to the CCG having not 
held a list of equipment previously it’s difficult to 
assess what service is needed to be procured in the 
future. Over the past 9 months CHC  have 
commenced collating a list of equipment – using 
CHC data the CCG maybe able to go back to 
procurement with a level of service required – The 
service is also scoping other CCGs on how they 
monitor such equipment

S Cassin 5 GBAF 1

2 Open 29.11.2016 Jacqui Tufnell Ineffective patient care.  Caused by lack of delivery of 
the Capita contract. Resulting in possible impact on 
patient care, CCG costs and reputation.

J Tufnell 5 GBAF 1

3 Open 05.01.2017 Keely Firth Failure to deliver QIPP programme for 2016/17 Added costs in prescribing, planned care, 
unscheduled care is  resulting in higher levels of 
expenditure.

K Firth 5 GBAF 2

4 Open 09.01.2017 Sarah  Lever Failure to deliver the A&E standards for 2016/17 
(constitutional requirement).  

Increased ambulance arrivals, and shortage of 
medical staffing at TRFT resulting in low 
performance against the A&E standard for which 
the CCG are held to account by NHSE.

S Lever 5 GBAF 1/3

5 Open 02.02.2017 Claire Smith Failure of YAS to achieve RED 18 minute Target 
2016/17 at CCG level and Yorkshire & Humber wide.

The target is not being achieved in 2016/17 - this is 
comparable to other emergency ambulance 
providers across the country.

C Smith 5 GBAF 1/3

NHS Rotherham Clinical Commissioning Group - Issues Log 

Description of selected headings:

ID Status Issue description Latest Update Issue Owner Links to Governing 
Body Assurance 

Framwork /Issues 
Log 

Date identified Issue 
Author 

Priority 
rating 

1 – Negligible 
2 – Minor 
3 – Moderate
4 – Major
5 – Extreme

Issue Author is the individual who has recorded the issue.  The Issue Owner is the individual who has taken the responsibility for resolving the issue.

Latest update needs to include the date, the initials of the person updating, the update including progress on any actions and any new actions.

The Priority Rating column is populated by a rating to indicate the priority of the issue. For example:

Status is used to establish the current phase of the issue.  Status can be: New, Emerging, Open, Pending Update, Requesting Closure, and Closed.  It is important to keep a record of closed issues until the project is over, they can 
often be used to establish lessons learned and occasionally provide useful reference points. If Excel is used for the Issue log then it is much easier to filter the Issues on open or closed status.



ID Status Issue description Latest Update Issue Owner Links to Governing 
Body Assurance 

Framwork /Issues 
Log 

Date identified Issue 
Author 

Priority 
rating 

6 Open 06.02.2017 K Leahy Financial risk to the CCG arising from its duties under 
developing case law regarding potential Deprivation 
of Liberty for health commissioned care packages in 
the community (CHC clients) 

Ongoing meeting arranged for mid-February 
between Head of Quality, Safeguarding Adult/ 
Clinical Quality Lead and Operational Lead for CHC 
team regarding managing the risk and moving 
forward 

S Cassin 4 GBAF 3

7 Open 06.02.2017 K Tufnell Failure to deliver the National IAPT waiting times  
standards 

75% of people seen within 6 weeks     
 
95% of people seen within 18 weeks

95% of people seen within 18 weeks - achieved   
75% of people seen within 6 weeks - not yet 
achieved. Remedial action plan under-development 

K Tufnell 4 GBAF 1

8 Open 06.02.2017 K Tufnell NHS England unable to locate CAMHS Tier 4 Bed. As 
a result RDaSH are placing under 18's with 
Rotherham's Adult beds - Risk Children in adult beds.  
Adult beds occupied (currently CCG not charging) 
could result in CCG having to fund out of area bed for 
Adult.  (Emergency Issue)

No such admissions in this period K Tufnell 4 GBAF 1





Title of Meeting: GP Members Committee (GPMC) 

Time: 12.30 to 15.20 

Date: Wednesday 25th January 2017 

Venue: G.04 Elm Oak House 

Chairman: Dr Geoff Avery 

Quoracy:  5 GP members or their deputies 

Members or Deputies Present: 

Dr Ahsan Goni (AG) Shakespeare Road Central 2 
Dr Geoff Avery (GA) Blyth Road (Chair) Maltby/Wickersley 
Dr Simon MacKeown (SM) St Ann’s Medical Centre Health Village 
Dr Naresh Patel (NP) Broom Lane Central North 
Dr Sophie Holden (SH), Market Surgery Wath/Swinton  
Dr Bipin Chandran (BC) Treeton Medical Centre Rother Valley North 
Dr Tim Douglas (TD Dinnington Group Practice, Rother Valley South 
Dr Srini Vasan (SV) York Road Surgery Wentworth South  

LMC Representative 
Dr Gokul Muthoo (GM) Stag Medical Practice LMC 

Apologies 

In Attendance:  
Barry Wiles (BW) Maltby Service Centre/Clifton MC Practice Managers’ Rep 
Dr Julie Kitlowski (JK) Rotherham CCG Chair CCG 
Dr Richard Cullen (RCu) Vice Chair Rotherham SCE SCE 
Chris Edwards (CE) Chief Officer  CCG 
Keely Firth Chief Finance Officer CCG 
Ian Atkinson Deputy Chief Officer CCG 
Lisa Gash (LGa) Minute Taker CCG 
Sue Cassin (SC), Chief Nurse, RCCG CCG 
Andrew Clayton (ACl), for IG items CCG 

No. Item Action 

1. Declarations of Pecuniary or Non-Pecuniary Interests 

Drs Avery, Chandran, Cullen, Douglas, Goni, Holden, Kitlowski, MacKeown, 
Muthoo, Patel and Vasan had an (indirect) interest in most items.  Dr MacKeown 
has a particular interest in items relating to Rotherham Hospice as he is employed 
by them.  No agenda items require decisions to be made.  

2. Outcomes of Contract Negotiations 

TRFT 

KF updated via powerpoint presentation providing key comments: 

Contracts agreed - 2017/18 and 2018/19 value £163.8m and £163.5m, 

ENC 14



2 

No. Item Action 

respectively.  CQUIN is included at 2.5%. 

Emergency Admissions – pleased with agreeing a block contract for emergency 
admissions and assessments using 2016/17 forecast outturn as baseline.  2% 
activity threshold for a joint review evidencing full benefits of new UECC and 
Community Transformation achieved.  Payment above this is not guaranteed, 
however if growth continues to rise and reaches 2% above, this will trigger 
discussions/visits. 

UECC - 3 year block contract agreement upto 2020 (includes A&E, CDU). 

Investment for 7 day working - Covering 4 clinical standards set nationally.   

Impact of National Tariff - 2018/19 estimated, measures required if actual is less 
than estimate.  Finance Plan will be presented at GPMC next month. 

Follow ups - £0.5m estimated savings with follow up reductions.   

Community services – £150k Investment in MSK Service to support clinical 
thresholds. 

Performance Framework - Revised indicators aligned to Rotherham Place Plan.   

Members noted with the following comments: 

 SV queried whether this would result in GPs sending everyone to A&E if it is a 
block contract?  KF responded that TRFT will be funded at forecast outturn, 
this provides an opportunity for TRFT to look at admissions and, with the help 
of the Emergency Centre, operate differently.  SV queried whether opening of 
the Emergency Centre would result in referrals back to GPs?  KF explained 
pathways are in place, triage have options for referring (eg advise to self-
prescribe/ visit pharmacy/ visit GP). 

 NP enquired whether admissions/assessments have different tariffs and is this 
linked up with the Emergency Centre and will assessments be done there?  
KF confirmed funding is all contained in the block.  NP enquired about GPs 
being asked to work and is payment included in the block contract?  KF 
confirmed yes, all funding is contained in the block for running of the centre. 

 TD enquired whether there would ever be a scenario where TRFT can say 
they are at full capacity and how would this affect the block if patients went to 
a different hospital?  KF responded that if a registered patient went to different 
hospital this would still be paid.  A Force Majeure clause is contained in the 
contract which would be triggered at this point. SM enquired about payment 
for patients attending TRFT from other areas?  KF explained in this instance 
TRFT will re-charge. 

 

 

 

 

 

 

 
 

Agenda 

 RDASH  

 IA presented via power point presentation, providing key comments: 

Contract Values - 2017/18 is £29.5m and includes 2.5% CQUIN  

QIPP - £800k achieved through changes in the approach to commissioning 
(Ferns Ward at Woodlands) and joint work around prescribing.  

Investment:  Continuation of IAPT funding £200k, Hospital liaison funding 
maintained at £780k, CAMHS investment maintained and increased but not all 
with RDASH, Community Eating disorder £140k (under close review). 

RDASH internal Cost improvement Programme - £5m savings across areas. 

Total CCG Mental Health Budget - 2016/17 - £51.03m, 2017/18 - £52.07m, an 
increase of 2.1% and meets the Mental Health Investment Standard (Parity of 
Esteem). 

Members noted with the following comments: 

 

 

 

 

 

 

 

 

 

 



3 

No. Item Action 

 BC enquired about increased investment.  IA clarified RCCG are committing 
to spend a further £170k, however not all will be with RDASH  (eg investment 
in Parent Carers Forum to undertake work with families and commission 
required support).  Noted that a CAMHS update is provided quarterly at 
GPMC. 

 NP stated the Government have said this is the biggest priority and enquired 
what is in pipeline?  IA confirmed planning guidance provides a list of “must 
dos”, including a core 24hr service, IA confirmed RCCG are actively bidding to 
draw money from this pot of money to provide 24/7 services. 

 SH enquired about QIPP savings and prescribing and how this will affect 
GPs?  IA confirmed prescribing will commence in RDASH and the medicines 
management team will liaise with RDASH to make efficiencies with 
prescribing similar to work undertaken with GPs. 

 GM enquired about the closed ward in Woodlands and whether a refund was 
received.  IA confirmed at the time this was under a block contract with no 
opportunity for rebate. 

 SM enquired how the £5m QIPP will affect Rotherham?  IA explained RDASH 
have an internal CIP process, as part of quality they share CIP to understand 
proportionality and undertake quality assessments, IA confirmed savings look 
equal across the areas.  SM asked how this is scrutinised?  IA confirmed this 
would take place through contract performance monitoring process/meetings. 

 BW enquired how the CQC ratings build into quality evaluation?  IA explained 
this takes place through contract quality, when any inspection takes place it 
identifies a range of actions relative to Rotherham (eg CAMHS, where there 
were a number of recommendations for Rotherham), these actions are 
addressed at contract quality.  SC further explained this is the same process 
as for any other provider, CQC inform the process which is the wider picture 
and this feeds into action plans within performance agendas. 

 AG enquired about the eating disorders service.  IA agreed to re-circulate the 
information. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

IA 

 YAS Contract 

IA updated that the YAS contract is now agreed, noted that RCCG are 1 of 21 
CCG’s included on the YAS contract. 

GM reported 111 are directing ambulances straight away which adds to 
pressures.  JK confirmed pathways in Rotherham are being worked on around 
this and further information will be available soon and shared with GPMC.  

 

3.  Winter Pressures Update  

 IA updated on delivery of the winter plan, reporting that there are still pressures.  
From 1st Jan to middle of last week TRFT were working at Level 4 escalation.  
RCCG took action to support TRFT whilst working within current policies/ 
processes and without extra funding, this included: 

 CHC assessments – providing 5 slots routinely to support assessments 
(increasing to 10 if required). 

 GP support – DC/JK attended to support, followed up with e-mail to all GPs 
practices asking if any GP wished to assist. 

 A range of communications were put out and in the background 
pathways/processes put in place. 

Member comments: 

GM stated practices are also under pressure, primary care should be looked at 
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No. Item Action 

alongside TRFT.  JK advised that the A&E Delivery board had queried whether all 
services were being affected, it would be helpful in dialogue with TRFT if primary 
care can explain and evidence their pressures.  TD enquired where it would be 
reported that an extra 20 patients need same day appointments.  CE responded 
there is a need to find a way to identify primary care pressure points, suggested 
the A&E delivery board maybe a starting point, need to work out how we do this. 

NP stated that in past years extra funds have been attached to winter pressures.    
CE explained an escalation management tool is being worked on for primary 
care, mental health and acute services. 

BC confirmed funding for winter pressures last year were in place and felt TRFT 
were undertaking dangerous practices during this time (in particular inappropriate 
discharge of patients).  CE explained compromised safety was a regional 
problem. 

SV felt the e-mail sent to GPs requesting help came at a bad time when practices 
were also feeling pressures.  IA confirmed learning outcomes have been 
highlighted and follow up will take place.  Walk in centre GPs and senior GPs who 
know the system were approached in the first instance. 

SV stated a few years ago there was a plan when pressures occurred in general 
practice, resulting in visits being passed on to Care UK.  SV reported patients are 
now attending GP practices because they are having to wait over 4 hours to be 
seen in A&E. 

GM agreed that contingency planning is required as winter pressures will occur 
every year. 

 

 

 

JK/CE 

 

 

 

 

4.  Q3 Commissioning Plan Performance Report  

 IA presented the above quarter 3 performance report, showing positive 
improvements against key metrics in terms of milestones, QIPP and KPIs from 
Q2 to Q3. 

Member Comments: 

 M4 - telehealth evaluation – NP enquired about this milestone.  IA explained 
this was piloted in a number of practices trying to reduce DNAs, manage long-
term conditions etc.  This has now been positively evaluated with further roll-
out planned. 

 K2 – e-referrals, enable choice at first routine elective referral - JK reported 
there may be lack of clinic slots as a result of problems recruiting to TRFT 
consultant posts.  GA/TD requested further information be circulated to 
increase knowledge of e-referrals). 

 M8 - NP requested a brief summary of what the EC model is going to be.  
Agreed to invite David Clitherow to attend GPMC to update on EC delivery. 

 M11 - NP requested an update on the Village Pilot and whether there was any 
good practice to share.  SM confirmed dialogue is taking place to look at 
further roll out.  Agreed to hold a detailed discussion at February GPMC.  
Claire Smith be invited to attend along with SCE lead. 

 M24 - externally evaluate Adult Mental Health Liaison and MH Social 
Prescribing programmes – NP enquired whether it was possible to have a 
directory and how to contact people? 

 GM commented on follow-ups and problems with haematology referrals being 
bounced back.  If follow up blood tests are required, they should have a recall 
system.  GM reported discrepancies in the system to which GPs should 
respond.  IA agreed to take this query to CRMC. 

 

 

 

 

 

 

 

 

IA 
 
 

IA 

 

Agenda 
IA 
 
 
 

IA 

 

 

IA 
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5.  Minutes of Previous Meeting 30.11.2016  

 Agreed as a true record of proceedings.   

 Matters Arising 30.11.2016  

  Conflicts of interest – IA confirmed RN is doing further work around this.   

 IAPT – no further update. 

 Woodlands – timescales have slipped, now anticipate a start date in the 
middle of February.  Locality feedback has been received around referral 
mechanisms.  IA confirmed this ward includes provision especially for 
dementia patients.  

 Finance update – KF advised a further finance update will be presented at 
February GPMC.  Wendy Allott will be in attendance in the absence of KF. 

 Enhanced service payments – noted this was mentioned at PLTC.  GM 
enquired further about sharing good financial practice.  NP further enquired 
whether a performance report on practice funding could be populated.  CE 
recommended this could be discussed at practice-level (eg at practice 
managers meeting).  CE confirmed the CCG have funded a Federation 
Manager and suggested any further discussions should be raised with the 
Primary Care Sub-committee.  SC confirmed performance on the dashboard 
sits with Dawn Anderson/Jacqui Tuffnell, currently one member of staff deals 
with practice payments.   BW agreed make further enquiries and raise at the 
practice manager session at the next PLTC. 

 P4, prescribing issues – Noted Stuart Lakin is attending February GPMC to 
update on prescribing issues. 

 P5 – early diagnosis of cancer – IA confirmed this is ongoing, engaging with 
public health.   

 P5 – Consultant names – IA confirmed he has asked for a list of the 3.6 WTE 
elderly consultants, however noted that consultants are not at full capacity. 

 P5 - Detailed IT update outlining developments – Rcu will provide a full update 
in February 

 P5 - Discharge letters/ safeguarding concerns – KF confirmed she raised 
concerns at Contract Quality (SCE Lead Phil Birks) who requested anything 
further be flagged up.  JK reported continued IT problems were discussed in 
SCE for action today and will be discussed in IT user groups also. 

 P5 – activity for minor surgery – RCu updated this is progressing. 

 P7 – Caldicott Guardian – IG data sharing issues – SC advised she has joined 
the North of England Caldicott Network and will feed any emerging issues into 
this forum. 

 Localities - district nurses etc – NP requested feedback.  JK confirmed DNs 
were now 2wte over capacity. 

 P9 – x-rays/scans/reports – JK updated that not fully assured Care UK will 
provide this service.  KF confirmed she is currently looking into this. 

SM enquired if there was any improvement on delays in reporting as he had a 
serious breach to report.  JK requested that SM forward further specific 
information about this patient to raise further. 

 SV reported prescribing issues around maternity are hopefully solved, 
however shared care protocol forms still not being completed, believes 
responsibility is still with TRFT. 

 

 

 

 
 

 
Agenda 

 

 

 

 

 

 

BW 
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SM 
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6.  Issue Logs  

 RDaSH Issues Log  

 Members reviewed the log for information.  No further comments.  

 TRFT Issues Log 

Members reviewed the log for information. 

Regarding GPs not getting required responses (e.g. headache 
referrals/prescriptions), GM advised that template letters of response were 
available from LMC/BMA advising the responsibility is to patient care.  GM agreed 
to raise with LMC and advised that examples of particular problems could send to 
LMC for a response if required.  

 

7.  December/January Locality Feedback & Outstanding Feedback from 
Previous Months 

 

 Updated, to be circulated with minutes.  JK confirmed workshops/discussions still 
taking place with partners regarding localities. 

SH reported Active for Health and forms for community are too long and contain 
irrelevant information, patients unable to self-refer.  CE to feedback to Public 
Health. 

SM enquired about a proforma for PSA testing - JK to enquire. 

 

 
 

CE 

 
JK 

8.  Feedback from GPMC Members attending sub-committees  

 a) Practice Managers Forum  

 BW presented notes summarising items discussed at the Practice 
Managers’ Commissioning Forum held on 8th November. Main discussions: 

 Payment Errors (Primary Care Support England) – asked to make 
GPMC/CCG aware problems continue. 

 Electronic Letters (from A&E) 

 E-referrals 

 Quality Contract 

 Consultations Submissions 

 Saturday Access 

TD commented that Hub working has commenced, this Saturday 
appointments were not utilised, recognised a new service.  BW fed back 
that Maltby patients have advised they won’t travel to Clifton Park for 
appointments. 

GM questioned the allocation of appointments and closing at 12 on a 
Friday?  RCu confirmed practices have a number of allocated 
appointments, after 12 the practice manager looks at appointments and if 
any unallocated, these spaces are opened up to other practices and 
allocated on a first come, first served basis. Patients can be entered onto 
the system up to 5.30pm on Friday.   

CE stated this was a positive pilot, practices working together has ensured 
the Rotherham response to 7 day working meets national requirements.  

Received by GPMC for information. 
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 b) Community Transformation  

 SM reported from the meeting this morning: 

Terms of Reference discussed, Board changes, transformation work 
progressing, Rotherham Place Plan discussed, members attending different 
meetings - some areas may change.  Looking at co-ordination of new 
plans, performance of how things are going (may go elsewhere) will still 
have sight of performance but not monitor.  IG – sharing of IT between 
organisations - developed separate systems, meeting next month to 
discuss joint working.  Caldicott guidelines, stated need to share but also 
the need to share carefully. 

DNs – were up to capacity, however now further maternity leave and one 
leaver.  Recognised contingency already being used. 

Village pilot – initial data shows improvement, challenge to get IT and 
management areas sorted.  Further roll out being discussed. 

SV made suggestion that DNs are asked in PDRs what their plans are for 
the next year for future planning?   

NP reported General practice is working differently employing more ANPs - 
DN teams will be de-stabilised in near future. 

GA – requested a progress update.  CE suggested Lead SCE Rep (Phil 
Birks) and Claire Smith be invited to March GPMC. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Agenda 

 c) Mental Health Transformation  

 IA updated: Development around QIPP plans.  Ongoing discussions around 
the dementia LES, data starting to flow, Dementia LES formal update will 
be presented at GPMC around March/April. 

 

Agenda 

 d) A&E Delivery Group  

 TD updated: 

Winter Pressures – when visited TRFT a third of admissions to AMU 
avoidable through A&E, felt not enough senior triage to avoid. 

TD attended A&E to assist.  Feedback that rooms not ideal for patient 
consultations and if GPs routinely attend in future, training on IT recording 
system needed prior. 

Problems discussed regarding RMBC who are predicting a 10% cut in 
funding which may impact on social care. 

 

 e) AQuA  

 SH updated:  Dominic Blaydon attended to provided update on the locality 
pilot.  External Audit planning.  Finance – remain on track for to achieve 
required surplus.  Assurance gained for accounts preparation.  Internal 
audit – delivered 80% of plan.  Full Assurance received from internal audit 
around Key Financial Reporting Systems.  Cyber security discussed.  
RCCG pilot for penetration testing. 
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 f) IT Strategy Group 

ACl updated:  Discussions around:  Local digital roadmap.  TRFT and 
EPPR problems.  RDASH procured new system – SystmOne.  RMBC new 
system is live.  EMIS/SystmOne.  Lot of shares - reminder to EMIS 
practices that EMIS has a SystmOne viewer.  IG sub group to look at 
Village pilot and get IT and IG leads together to improve pace of data 
sharing in Rotherham. 

LGa will circulate written update from ACl which was shared with SCE. 

 

 

 

 
 
 

LGa 

 g) Practice Nurse Forum 

SC Updated:  Primary Care – seeking ways of getting more and better 
feedback.  Pursuing funding for training (eg half day training every three 
years plus e-learning for Smears – many practices will be in breach if this 
doesn’t take place) – This has been raised with Kathy Wakefield to take up 
with PHE, SC linking in with negotiations.  Trying to keep abreast of quality 
contract.  Looking at competencies to take contract forward.  New posts in 
Federation – nursing one is to lead and drive PNs forward, will be 
advertised shortly.  Maintaining facebook page, a closed group for PNs in 
Rotherham, members asked to encourage their nurses to join the group.  
Training opportunities are advertised, updates, newsletters etc as well as 
forum topics for discussions.  (facebook page is:  Rotherham Practice 
Nurse Forum) 

 

 

 

 

 

 

 

ALL 

9.  Feedback from Key Issues Discussed at CCG Governing Body  

 a) December/January Chief Officers Report  

 Members noted the Chief Officer’s Reports.  No comments.  

 b) South Yorkshire & Bassetlaw (SY&B) Sustainability and 
Transformation Plan (STP) 

 

 Members noted.  No comments.  

10.  Feedback of Key Issues Discussed at Strategic CE  

 IT/ Future e-mail provision – ACl attended and explained NHS digital introduced 
new guidance.  Had to review to meet new standards, most obvious choice was 
to move to NHS mail platform.  TRFT and RDASH are moving onto NHS mail.  
Options weighed up, and recommended to OE, positive move with additional 
functionality.  Migration process will follow, planning taking place – RCu trialled in 
practice.  SM – asked if a suggestion could be made to e-mail instead of fax 
referrals.  CE - need to raise at PLTC.  Plan being prepared for February, 
implementation around September (may be later). 

 

 

 
 
 

CE/ PLTC 
agenda 

11.  Items for PLT Consideration  

  Enhanced Services Claims 

 Headaches 

 Dashboard 

 NHS Net 

 Rotherham Health Record updated 
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12.  Any Other Business  

  JK retiring, continue to be SCE GP until the process is followed and a new 
SCE GP appointed. 

CE asked members to promote in Localities, if anyone wants more 
information, please speak to CE or JK.  Looking at a June start.  Process will 
follow for SCE members to select a chair and vice chair.  SCE have been 
challenged to come up with a proposal which will be presented at GPMC for 
ratification next time. 

 Lay member change – Philip Moss finished term of office, new lay member 
recruited, Kath Henderson. 

 KF – retiring, Wendy Allot taking over as CFO for at least 18 months, KF will 
come back 3 days per week to assist for resilience purposes. 

 NP – also retiring - last meeting as will be retiring as a Rotherham GP.  GA 
thanked NP for his services and wished NP well in the future on behalf of all 
members. 

 

 
ALL 

 

Agenda 

13.  Next Meeting 

Wednesday 22nd February 2017, 12.30pm, Elm Room, Oak House 

 

 
General CCG email address for feedback, comments & suggestions: rotherhamccg@rotherham.nhs.uk 

mailto:rotherhamccg@rotherham.nhs.uk
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Title of Meeting: Audit & Quality Assurance Committee 

Time: 09.30am 

Date: Friday 20th January 2017 

Venue: Birch Room, Oak House 

Reference: JB/LGa 

Chairman: Mr John Barber 

QUORUM:  2 x Governing Body members 
Present: 
Mr J Barber, Lay Member Governance (Chair) 
Dr R Cullen, RCCG Lead GP on Governance 
Dr S Holden, GP Members Committee 
Dr R Carlisle, Lay Member, Primary Care, RCCG 

In Attendance: 
Mrs A Tudor, 360 Assurance Internal Audit 
Mrs K Firth, Chief Finance Officer, RCCG 
Mr M Jones, Head of Financial Services, RCCG 
Mrs W Allott, Deputy Chief Finance Officer, RCCG 
Mrs S Cassin, Chief Nurse, RCCG 
Ms L Gash, Secretariat, RCCG 
Mr R Khangura, Director, KPMG 
Ms A Warner, Manager, KPMG 
Mr D Blaydon, TRFT (until 9.30am for Integrated Locality Project Report) 
Mr A Clayton, Head of Health Informatics, RCCG (11am - for IG items) 

Apologies: 
Mrs K Henderson, Lay Member Patient & Public Engagement, RCCG 
Ms C Croft, 360 Assurance, Counter Fraud 
Mrs T Hey, 360 Assurance Internal Audit 
Mrs R Nutbrown, Assistant Chief Officer, RCCG 

Action 

SESSION A : INTRODUCTION 

16/145  Declaration of Pecuniary or Non-Pecuniary Interests 

The standard declaration for GPs (Drs Cullen and Holden) as providers 
was acknowledged overall. 

GPs Cullen and Holden declared a direct interest in agenda items: 

 11 - Integrated Locality Progress Report – item received for update
only, no decisions to be made.

 17b - Primary Care Quality Monitoring Audit Report – item received for
information only, no decisions to be made.

Mrs Firth made a general declaration in her capacity as Non-Executive 
Director of Barnsley Foundation Trust for good governance purposes only, 
no items on the agenda with a direct conflict. 

16/146  Minutes of meeting held Friday 25th November 2016 

The full minutes of the Group’s meeting held on Friday 25th November 

ENC 15
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  Action 

2016 were agreed as a correct record of proceedings with the amendment 
of: 

 P5 – third bullet – alter to read “across organisations” 

16/147  Matters Arising from meeting held 25th November 2016  

 Actions Status for matters arising recorded on Actions Log.  To be updated 
at next meeting (standard agenda item). 

 

16/148  Actions Log  

 Members to provide RAG ratings against actions and provided current 
updates for next meeting. 

ALL 

SESSION B : EXTERNAL AUDIT, FINANCE AND COUNTER FRAUD 

16/149  External Audit Technical Update  

 Mr Khangura presented the technical update and invited comments.  Mr 
Khangura explained the update is in the usual format, of particular note is 
the Department of Health Accounting Manual which has been published, 
nothing too different of note. 

Mr Atkinson updated members on the “amber” rating on page 2 regarding 
child mental health services and actions recommended.  Mr Atkinson 
provided assurance to AQuA that RCCG can demonstrate the required 
investment in CAMHS. 

AQuA received and noted the Update. 

 

16/150  External Audit Plan  

 Ms Warner presented the above Plan with key comments: 

 Materiality set at the same level of £7m.  Certain areas have lower 
materiality levels.  Detailed testing will take place around management 
controls/journals. Mrs Firth confirmed that the finance team aspire to 
have no differences however some figures are estimated at year end 
(eg prescribing expenditure) resulting in amendments once the actuals 
are known but these would not exceed the materiality level. 

 Ms Warner explained key areas in the report and areas of audit focus 
(management control override being a key area).  At year end figures 
will be tested from the financial statements, followed by completion and 
reporting. 

 Risks for the year on page 8 show mandatory items (in particular 
override of management controls, fraud risk around revenue 
recognition).  Specific risks include accounting for co-commissioning. 

Comments: 

 Dr Carlisle enquired whether Rotherham are comparable to other 
areas with fees charged by external auditors.  Mr Khangura confirmed 
external audit is compulsory and fees were set by the Public Sector 
Audit Appointments nationally. KPMG were successful in the tender 
process for the next financial year and it was noted fees have reduced 
for next year. 

 Mr Barber enquired about Value for Money (formal report on QIPP 
arrangements).  Mr Khangura explained going forward a response to 
the risk is provided, if there are any areas of concerns these will be 
notified, noting the move more towards exception reporting. 
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  Action 

AQuA received and noted the External Audit Plan. 

16/151  Counter Fraud Update  

 No report this month, noted quarterly reports/attendance from counter 
fraud, anything else would be by exception.  Mrs Firth will enquire with Ms 
Croft what days other CCGs purchase in comparison and what attendance 
counter fraud make at meetings for their planned days. 

 

Mrs Firth 

16/152  Financial Matters Report  

 Mr Jones presented the finance report covering the period up to 30th 
November 2016 together with a summary of standing financial items (as at 
31 December 2016) and the declaration of gifts/hospitality.   

Mr Jones gave key messages that RCCG remains on track to achieve the 
required 1% surplus.  Further guidance was received this morning.  Mrs 
Firth further expects that after NHSE national meeting regarding CCG 
surpluses that this figure may increase by a further 1%. 

Mrs Firth praised work undertaken by Prescribing Team around 
prescribing QIPP and savings made in this area. 

AQuA received and noted the Finance Report and enclosures. 

 

16/153  2016-17 Year end finance – Accounts Preparation.  

 Mr Jones presented the above report updating AQuA on the year end 
accounts preparation and accounting policies for 2016 -17. 

Key dates for submissions are shown in the report and Mr Jones 
confirmed everything is on track to meet deadlines.  Month 9 accounts 
have been submitted to NHSE with agreement of balances.  Agreed 
interim audit will take place at the end of January.  Dates agreed for 
external audit (on site from 5th to 12th May). 

Year end timetable prepared and shared for comment, final version 
circulated. 

AQuA note the work required and associated timescales.  AQuA note 
that the accounting policies remain unchanged for 2016/17. 

 

16/154  Duplicate Review of the Creditor Payments (AP) System  

 Mr Jones presented the above report, informing AQuA of the outcome of 
an externally commissioned piece of work undertaken by Liaison and 
involved the review of all creditor payments made by the CCG since April 
2013 to August 2016, identifying any duplicate payments that may have 
been made in error to suppliers.  Fees were not payable to Liaison unless 
duplicate invoices were identified.  Mr Jones reported 7 invoices were 
identified out of over 50,000.  Three of these invoices were not picked up 
by RCCG systems. 

AQuA noted that RCCG received back overpayments from suppliers 
totalling £3,243.51. After paying Liaison’s agreed fee of 30% (£973.05), 
the net benefit to the CCG was £2,270.46. 

AQuA note the outcome of the work carried out by Liaison and the 
refunds made back to the CCG from suppliers. 

 

SESSION C : QUALITY 

16/155  Integrated Locality Progress Report  

 Mr Blaydon attended the meeting to provide a progress report.  Members  
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noted the progress to date contained within the report, identifying 
challenges, setting out mitigating actions and the useful summary.  Mr 
Blaydon explained multi-agencies have been brought together and an 
integrated framework is being implemented.  Full evaluation is due in June 
and, if this proves successful, will be looking to roll out across other 
localities. 

Challenges noted and Mr Blaydon confirmed leadership issues are starting 
to move forward with a new project lead in place. Regarding vacancy 
issues, the district nursing team are now up to full capacity.  Unscheduled 
admissions showing slight improvement, admissions to MAU have seen an 
8% reduction, unelected bed days 7.5% reduction and length of stay 10% 
reduction.  Aggregated performance and early indications are good. 

Comments: 

 Dr Carlisle enquired whether other community transformation work 
being undertaken is resulting in reductions.  Mr Blaydon responded 
the pilot is important however it is noted that other streams of work 
are currently taking place in the community. 

 Dr Carlisle enquired at what point will it be decided if the pilot is to be 
rolled out further.  Mr Blaydon responded that evaluation will take 
place in June when further discussions will take place around whether 
to adopt a phased approach for further roll out.  

 Dr Carlisle enquired that if leadership/capacity has been a challenge 
for the pilot, will this prove to be a substantial challenge when rolled 
out?  Dr Holden also made comment that the right conclusions need 
to be obtained before rolled out, note that every locality is different.  
Mr Blaydon responded that changes to the pilot if rolled out across 
localities may occur as it is recognised that a standard template may 
not be appropriate for different localities. 

 Mr Barber queried whether workforce issues and the inability to recruit 
will compromise the ability to deliver and roll out further.  Dr Carlisle 
and Dr Holden also queried recruitment of community physicians 
overall and the fact that 7/8 localities would require 7/8 physicians.  Mr 
Blaydon acknowledges this may be a risk on further roll out, there is a 
need to create an integrated service model and risks around 
leadership/ staffing in particular have been noted. 

 Mr Khangura questioned technology and data sharing to provide key 
analysis.  Mr Blaydon advised the KPIs are quite narrow.  Mr 
Khangura reported data sharing and work around data nationally has 
taken place and will provide further information to AQuA.  Mr Atkinson 
further confirmed that Louise Barnett and RCCG officers met with 
Michael Allan from KPMG yesterday, with a view to potentially using 
KPMG to look at the data.  Leadership/OD is being discussed with 
partners on  Wednesday (including risks around rollout).  Discussions 
have begun around proposals on localities.   

AQuA note the progress report and thanked Mr Blaydon. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

16/156  RCCG Strategic Objectives  

 Mr Atkinson explained this paper arose as part of the internal review of the 
Governing Body Assurance Framework (GBAF).  The CCG strategic 
objectives are not currently used for the GBAF and it is proposed to adopt 
these going forward.  The paper explains that although RCCG has 
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objectives, they are not explicit and adopted as such. 

Mr Atkinson confirmed work has been taking place to review the GBAF 
and approach to managing risk and this will be shared with Governing 
Body in private in February. 

Dr Carlisle enquired as to timescales for reviewing the CCG 
commissioning plan.  Mr Atkinson responded that governing body signed 
off the Commissioning Plan in April last year taking us through to 2020.  
The Transformation Plan (CCGs Place Plan) contains all strategic plans 
and a full year’s reporting will be available in February.  From 
August/September will start to reflect on priorities taking into account the 
new Place Plan. 

Mr Barber confirmed it was good for AQuA to have sight of the report for 
assurance, however suggested OE/SCE reach agreement to get to a final 
stage and take to Governing Body for approval. 

Dr Carlisle enquired about the assurance framework structure and whether 
this has been constructed around the unique plan.  Mr Atkinson confirmed 
both national and local aspects will be included. 

AQuA note the current objectives and recommend OE/SCE to take 
forward. 

16/157  Equality, Diversity and Human Rights Policy  

 Mr Atkinson explained this updated policy has been amended in line with 
current legislation.  Noted with no comments. 

AQuA note the updated policy and recommend the same for approval 
at Governing Body. 

 

 
GB Agenda 

16/158  Draft Multi-Agency Safeguarding Hub (MASH) report Dec 2016  

 Mrs Cassin gave a verbal update advising the model for MASH has been 
revised and the author of the report is currently updating to reflect.  Mrs 
Cassin advised the MASH is working well with good commitment from all 
stakeholders.  Mrs Cassin reported ongoing discussions regarding health 
input, MASH was reviewed by an external body with a recommendation for 
a strategic meeting which is now in place. 

AQuA thanked Mrs Cassin for the update noting the written report 
will be available in the near future. 

 

SESSION D : INTERNAL AUDIT AND GOVERNANCE 

16/159  Internal Audit Progress Report 

Mrs Tudor presented the above report highlighting key points: 

 80% of the plan delivered ahead of other CCGs.  Head of Internal 
Audit opinion due in March.  Work in progress – information 
governance toolkit (usually in Q4), no problems anticipated 
completing. 

 Mrs Tudor directed members to the TIAN Newsletter attached to the 
progress report for information. 

 Mrs Tudor directed members to the revised date of the conference 
21st February (am) and gave an overview of discussion areas for the 
day. 

 Mrs Firth asked Mrs Tudor to note a point of accuracy on page 2 of 
the progress report Key Financial Systems – change from 
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“significant assurance” to “full assurance” to reflect the final report.  
Mrs Tudor to alter. 

AQuA note the report and attached reports. 

Mrs Tudor 

16/160  CCG top 10 risks  

 AQuA received the above and noted for information.  

16/161  Internal Audit Final Reports:  

 a) Budgetary control / Financial Reporting and key financial 
systems 

 

 AQuA received the above report noting the rating of full assurance 
with one low-risk recommendation and 3 advisory recommendations. 

 

 b) Primary Care Quality Monitoring  

 Possible conflict for Drs Cullen and Holden.  Agreed this is for 
information  only.  No decisions to be made. 

AQuA received the above report noting the rating of significant 
assurance with 2 medium-risk recommendations and 3 low-risk 
recommendations.  Mrs Cassin advised Mrs Tudor that Dawn 
Anderson has further information which was not available at the time 
of recommendations.   

AQuA noted the report and asked that this paper be shared with the 
primary care committee. 

 

 

 

 
 
 
 

Dr Carlisle 

 c) Conflicts of Interest  

  AQuA received the above report noting the ratings in the 5 scope 
areas, noting the 3 low-risk recommendations: 

Governance arrangements  Compliant  

Declarations of interest and gifts and 
hospitality  

Partially compliant  

Registers of interest, gifts and hospitality 
and procurement decisions  

Partially compliant  

Decision making processes and contract 
monitoring  

Partially compliant  

Identifying and managing non-compliance  Compliant  

 

Mrs Tudor advised that a number of anomalies have been reported to 
NHSE, along with a request for clarification on the template around 
the “partially compliant” status and how this affects the overall opinion.  
CCGs may be compliant with a couple of “tweaks” however this is not 
reflected in the report as they are still only “partially” compliant. 

Currently Conflicts of Interest are not compliant with new legislation, 
when new templates are completed this will change to compliant.  Mrs 
Tudor confirmed RCCG compare well with other CCGs.  

Mr Atkinson confirmed that Conflicts of Interest was raised at the all-
staff meeting last week and all staff are aware of the revised template 
which will be circulated for completion by the required deadline. 

Ms Nutbrown to liaise with Mrs Tudor when updates complete. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 

Ms 
Nutbrown 
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 d) Stage 3 Interim Head of Internal Audit Opinion report/output.    

 AQuA received the above memorandum showing Head of Internal 
Audit Opinion Review at Stage 3 of the process.  Comments around 
reporting between AQuA and OE are being addressed.  Risk Appetite 
is being scheduled in for this year, making sure Governing Body are 
fully aware around the framework.  Dr Carlise confirmed this is 
reported at Governing body in the confidential section. 

Mrs Tudor referred to recommendations made last year regarding 
review of objectives/ assurances due to changing local challenges 
and how to incorporate into framework.  Need to ensure that 
Governing Body is fully appraised on what is happening and 
demonstrate that process is being followed.  Risk 
Management/Assurance Framework anticipated that audit plan 
delivery will be good.  Follow-ups are progressing with a management 
trail and no concerns flagged up at present. 

Mr Atkinson confirmed confidential February governing body will 
receive the report.  Noted governing body will be asked to: 

1. Review risks; 2. Are they risks that are medium/long term or 
immediate; and 3.  Board assurance framework – move towards 
objectives and other things that come out of the NHS improvement 
framework.  Operationally Ms Nutbrown will be working to incorporate. 

Dr Carlisle advised governance/assurance may be dependent on 
other timings (eg governance structures for multi-organisations).  

 

16/162  Draft Audit Plan  

 Mrs Firth presented the above draft plan and invited comments and 
suggestions from members in order to complete the final plan for approval 
at AQuA in March 2017. She confirmed that it had been shared with Mrs 
Hey and OE members who had suggested changes in advance of the plan 
coming to the AQuA meeting.  

Mrs Cassin requested a change on number 20 – safeguarding which 
requires further discussion. 

Mrs Tudor confirmed that the planning process had identified core audits, 
included further cross-referencing to the assurance framework and further 
discussions around the three year plan. Final version available in March. 

Mrs Tudor confirmed that if priorities/risks change in year then there is 
flexibility to move days elsewhere to focus capacity appropriately. 

Mrs Tudor agreed to benchmark RCCG against planned days for other 
CCGs for comparison on internal audit spend. 

AQuA note and agree the planned 115 audit days and approved the 
Plan subject to any in-year changes as necessary. 

 

 

 

 

 

 

 

 

 

 

 
Mrs Tudor 

16/163  Conflict of Interest (COI) Policy  

 Mr Atkinson presented the above explaining that following the internal 
audit report, recommendations were made to update the COI policy which 
were agreed. 

AQuA note the minor amendments to the Policy and recommend the 
same is approved at Governing Body. 

 

 

 

GB Agenda 

16/164  Information Governance Policies  
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 Mr Clayton advised AQuA that the policies listed below have been 
reviewed and revised by eMBED’s Senior Information Governance 
Specialist to reflect current legislation and guidance and have 
subsequently been considered by the Information Governance Group and 
the Operational Executive.  A summary of amendments is shown on the 
cover page.  Members note receipt of the following Policies with the 
following comments: 

Dr Carlisle enquired whether revision dates of the policies could be 
staggered (eg bi-annual review of reports – change some to annual and 
others later?)  Mr Clayton agreed to look at revision dates for the updating 
of IG policies.  

a) Information Governance Policy and Management Framework 

Changes noted with no comments. 

b) Data Protection and Access to Health Records Policy 

Changes noted with no comments. 

c) Information Risk Policy 

Changes noted with no comments. 

d) Internet Acceptable Use Policy 

Changes noted with no comments. 

e) Safe Haven Policy 

Changes noted with no comments. 

f) Records Management Policy 

 Changes noted with no comments. 

AQuA received the above policies and recommend the same are 
approved at Governing Body. 

 

 

 

 

 

 

 

Mr Clayton 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GB Agenda 

16/165  The West Yorkshire, South Yorkshire and Bassetlaw Inter-Agency 
Information Sharing Protocol 

 

 Mr Clayton explained this Inter-Agency Information Sharing Protocol is 
administered, on behalf of the signatory organisations, by The Health 
Informatics Service hosted by the Calderdale and Huddersfield NHS 
Foundation Trust.  The Inter-Agency Information Sharing Protocol is a 
high-level public sector information sharing agreement similar in purpose 
and content to the Rotherham Overarching Information Sharing Protocol 
(agreed by AQuA in March 2016), the significant difference being the 
geographical scope of the agreement in that it aims to cover all public 
sector agencies within West Yorkshire, South Yorkshire and Bassetlaw. 

Mrs Cassin advised this does not negate the need for specific data sharing 
agreements being in place for specific defined groups.  This will be 
overarching hi-level basis, specific service-to-service agreements will still 
be needed (eg MASH). 

AQuA note receipt of the policy and recommend the same is 
approved at Governing Body. 

 

 

 

 

 

 

 

 

 

 

 

GB Agenda 

SESSION E : FOR INFORMATION. 

16/166  COSHH Standard Operating Procedure  

 Received and noted for information with no comments.  
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  Action 

16/167  Serious Incidents and Complaints Committee Draft Minutes dated 16th 
November 2016 

Received and noted for information.  Nothing for escalation. 

 

16/168  TRFT Contract Quality Meeting Minutes dated 23rd November 2016 

Received and noted for information.  Noted there was no meeting in 
December.  Mrs Cassin advised that at this particular time contract quality 
focused on medical staffing in neuro-rehab and issues around winter 
pressures. 

 

16/169  Information Governance Meeting Minutes dated 18th November and 
15th December 2016 

Received and noted for information.  Mr Atkinson advised of key work 
streams being undertaken by the group: 

 Information governance toolkit - expected to be at Level 2. 

 IG Toolkit Audit Terms of Reference review - due for signing off today. 

 Cyber Security – internal action plan completed with risks since NHS  
Digital issued Care Cert Assure, Rotherham successful pilot site, work 
around this will take place over the next few months.  

Mrs Tudor advised 360 have been asked to do penetration testing under 
Care Cert Assure, using certified ethical hackers.  Another test is to send 
out spam e-mails to see who responds.  Mrs Tudor advised this was a way 
to gain additional assurance if required and 360 are able to undertake. 

 

16/170  Clinical Commissioning Group Governing Body Minutes dated 2nd 
November & 7th December 2016 

Received and noted for information.  Nothing for escalation. 

 

16/171  Health Protection Committee Minutes 

Next meeting to be held 20th January 2017. 

 

SESSION F : ADMINISTRATION 

16/172  Other Business 

 Changes to CFO - Mr Barber explained that following a process which 
included external and independent involvement, Mrs Allott has been 
appointed Chief Financial Officer for an interim 18 month period, Mrs 
Firth will return for 3 days per week during this time as Deputy to 
support the CCG to ensure capacity and resilience. 

 

16/173  Issues for escalation to Governing Body 

 Review of Strategic Objectives and refinement of Governance 
Framework, taking into account the Head of Internal Audit Opinion, 
ensure respond to Assurance Framework agenda appropriately. 

 

Mr 
Atkinson 

16/174  Forward Planner (for information) 

Will be circulated with minutes.  Counter-fraud – reflect required 
attendance/reports (eg not every meeting). 

 

16/175  Next Meeting (for information) 

17th March 2017, 9am, Birch Room, Oak House 
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  Action 

16/176  Future meetings (For information): 
All at 9am, Birch Room, Oak House 

19th May 2017 and/or 26th May 2017 [tbc] 
14th July 2017 
15th September 2017 
17th November 2017 

 

  



Clinical Commissioning Group 

Action Points of the Rotherham A&E Delivery Board 
Wednesday 4 January 2017, 9.00am in room G.04, Oak House 

Attendees RCCG:    Ian Atkinson (IA)– Chair, Julie Kitlowski (JK), David Clitherow (DC), Tim 
Douglas (TD), Sue Cassin (SC), Gordon Laidlaw (GL), Jacqui Tufnell (JT), Sarah Lever 
(SL), Lydia George (LG),  Claire Smith (CS) 
TRFT: Louise Barnett (LB), Dominic Blaydon (DB), Chris Holt (CH) 
RMBC: Sarah Farragher (SF), Sam Newton (SN),Giles Ratcliffe (GR) 
RDASH: Debbie Smith (DS) 
NHSE: Mark Janvier (MJ) 
YAS:  Angela Harris (AH) 
Care UK:  - 
VAR: Janet Wheatley (JW) 
LMC: - 

Apologies  Maxine Dennis, Chris Edwards, Angela Harris 

Conflicts of Interest Members were asked to register conflicts of interest at the beginning and then 
throughout the meeting as necessary, none were registered. 

1 Urgent and Emergency Care Position 
CH provided the following update: 

 TRFT remains at escalation level 4, A&E is under significant pressure.

 230+ attendances yesterday, further waits overnight and this morning.

 ‘no show’ from locum cover, Medical Director currently providing support in the department.

 All available beds are open, this includes the winter ward, discharge lounge and some orthopedic beds,
no physical space left in the trust.

 Causing knock on effect to staffing, all clinical staff are supporting inpatient activity, theatre teams have
been released other than for non- elective and cancer services.

 Gold and Silver command established.

 Currently have 70-80 additional patients, a number of patients do not need acute based care and delays
are beginning to build up, with 25 more long stays than expected.

 Partner support during escalation has been great, there are areas of opportunity to avoid admissions and
expedite discharge, and support received yesterday was very welcome.

LB added: 

 Capacity has been extended as far as possible, the level of pressure is severe and acuity is high.

 Staffing during periods of significant pressure is different than in normal times, drawing on capacity from
the community has a knock on effect.

 Woodlands and Ackroyd are still to be mobilised, therefore there are 15 less beds than expected.

 Consultant and therapy input at Ackroyd has been agreed.

IA queried if TRFT needed any support from A&E Delivery Board partners: 

 Following discussion it was agreed that JK and DC would provide support from a primary care perspective
in A&E this afternoon.

 CH to identify key areas that would benefit from the additional GP capacity.

 CH confirmed that MDT type information is available to help identify patients suitable for discharge to
community care.

 JK and DC would also be able to observe how the system responds under significant pressure and any
learning /intelligence would be used to inform escalation plans going forward.
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In terms of social care: 

 Members noted that the response from social care had been very supportive and that additional social 
care support was provided at TRFT yesterday. 

 A discussion took place in relation to social care support and whether the trusted assessor model is still 
an option. 

 SF confirmed that currently social care support would need to be managed via the current hospital social 
care team as further work is needed on the guidance. 

 SF was asked if this could be expedited.  SF explained that she would need additional information to be 
able to take forward.  CH confirmed that MD would be able to supply any data that SF would need. 

 Further dialogue to take place between TRFT and RMBC to establish how to provide capacity at Ackroyd, 
what can be done differently within the current hospital social care team to release capacity, to explore 
the trusted assessor model and agree how it can be expedited. 

 SF explained that the trusted assessor model requires statutory duties for the council to be passed over 
to another provider, and therefore requires careful managing.  Action:  SF and MD to take forward. 

 SF queried whether anything differently should be done at the weekend, adding that onsite social care 
could be increased, it was agreed that this would be revisited closer the weekend. 

 
Additional comments: 

 JW added that there are other providers who are able to support (not manage) hospital discharge. For 
example, Lesley Dabell attended A&E Delivery Board a few months ago to appraise members on the Age 
UK proposal to support discharge, the costs were £70k.  

 IA reminded members that all partners are facing challenging financial positions and that, as a system, we 
have chosen to fund Ackroyd and Woodlands. 

 CS added that we commission Age UK to provide lower level discharge support and suggested that it 
might be worth a discussion to establish if the resource can be moved to A&E.  CS to Action 

 CS also added that the care co-ordination centre and integrated rapid response teams are keen to work 
with A&E focusing on people who should not be admitted to identify capacity for people to be supported 
at home.   

 CH added that IRR supported A&E on Monday, DB added that staff could be diverted from the locality 
pilot to IRR for the next few days. 

 DS queried if additional support would be useful for Mental Health Liaison.  CH confirmed that it would, 
with a particular focus on the front end of the pathway.  Action: DS to discuss/action 

 Primary care colleagues shared that attendances in practice were average between Christmas and New 
Year, but yesterday had been very busy.  A particular concern was over the high number of home visits. 

 TD added that a number of patients do not access primary care and go straight to A&E, all agreed that 
this is something that needs further discussion.  

 
NHSE comments: 

 MJ reflected that as an A&E Board with executive level membership it is an expectation that the board 
addresses the issues and has clear next steps.  

 He queried if there was a further scheduled point over the next few days where representatives from the 
A&E Delivery Board will reconvene  

 IA confirmed that dialogue has and continues to take place at executive level, and the implementation of 
the EMS system now provides a higher level of intelligence. 

 Agreed:  A further conference call would be convened for tomorrow, Friday and Monday at 10.00am.  
Invitees would be:  IA, CS, SN, CH, MD, MJ, JD, Dianne Graham and Karen Chaplin. 

 
A&E Reporting 

 Reporting began to flow again on 19 December.  There is still some validation work taking place and it will 
take time for the system to embed.   
 

 Update on A&E Staffing 
As above 
 



A & E Performance  
As above 
 
Contract Novation  

 On track for January.   

 SL reported that Barnsley CCG have now formally agreed the OOH element.  Documentation has been 
revised and sent to TRFT and a meeting with Care UK, TRFT and colleagues from Barnsley has been set up 
for week commencing 16 January. 

 As agreement has been made in principle the CCG was keen to start combined reporting  to bring 
Rotherham in line with other areas, SL had discussed with Michele Teague before Christmas and as a 
result Care UK are now providing the data to TRFT. 

 CH added that reporting is not the main driver, and it is more around stability for the Care UK workforce. 
The priority is to finalise over the next 2 weeks, once further work has taken place on the contract and on 
due dilligence .   

 Since all boards are in agreement it was suggested a January start date. Action:  it was agreed that this 
would be followed up and actioned outside of the meeting. 

 
Care UK Activity Report  

 CS reported weekly teleconferences take place before winter calls on Mondays.   

 Christmas was very busy, with an increase on last year’s figures, 4 hour wait is being maintained.   

 ‘Immediate and necessary’ was not implemented over the Christmas period, but has been on two 
occasions in the New Year.   

 Following a suggestion, it was agreed that a discussion would take place with Care UK in relation to them 
potentially extending their opening times.  Action:  CS to take forward 

 
Ambulance Performance / YAS A&E Analysis  
Post meeting note:  AH sent her apologies but provided the following update on actions for Yorkshire 
Ambulance Service: 

1. The BI team have been asked to produce a report of data specific to Rotherham. 
2. Further meeting with CH, MD and Julia Massey is being arranged asap. 
3. Demand remains high. 

2 Winter Planning/System Resilience 
2.1 Update on current Winter Planning 

 See 1 above 
 
2.2 Update on System wide Escalation Management System  

 EMS provides live updates on the trust position, providing senior managers with the ability to review live 
data.   

 The majority of organisations are receiving training through January, with the exception of Care UK who 
will receive training by mid-February. 

 Weekly conference calls take place prior to the NHSE weekly calls. 

 LB queried how the system would respond to a level 4 and what might be offered additionally, as 
previously there has been a strong response. 

 MJ added that most systems have daily sitrep calls to address the expectation for a system response.  
Rotherham now has these in place.  He added that level 4, as a system, would bring significant national 
scrutiny.   

 
2.3 Call to bid:  Urgent and Emergency Mental Health Liaison Services for Adults and Older Adults 

 This was discussed at the last meeting.  It is in response to the opportunity to bid for a range of money 
being made available within the system for next year. 

 The bid, whilst at STP level, needs A&E Delivery Board sign off. 

 The deadline for submission is 18 January.   

 Members were asked if they had any questions or clarifications. 

 The final version will be shared for information  



2.4 YAS Surge and Escalation Plan 

 For information. 

3 Communications  
3.1  NHSE Communications 

 There are significant winter pressures, Rotherham has been identified as one of the most pressured 
nationally by NHSI. 

 NHSI have asked Rotherham and Barnsley hospital if they wish to reconsider the timing of the elective 
restart and phase it over the next 7-10 days.  

 TRFT colleagues confirmed that the re-start date is 23 January and that NHSE/I are happy with this. 
 
3.2 Rotherham Communications Update 

 A lot of work has taken place over Christmas to get messages out to the public to direct them to the most 
appropriate services.   

 TRFT have been very active, including a radio interview planned for tomorrow with Conrad Wareham to 
reiterate the pressures and to direct to other services.   

 The position has been covered by the Star and the Advertiser .  

 GL will discuss with JW in relation to further support from the volunteers to relay messages to the public. 

 The group were assured that we have a clear Winter communication plan. Action:  GL and Collette Booth 
to ensure individuals know how to respond in the absence of the communications team and to ensure it 
is documented effectively. 

 SN added that they can help to communicate any specific messages that need to go to providers, similarly 
JW offered support to communicate messages through their networks.  Action: GL to take forward as 
necessary. 

4 Standard Business 
4.1 Risks / items for escalation, including review of Risk Log 
Following the consideration of each risk, members agreed to add a risk around social care workforce due to 
further budget restrictions next year, assessed as ‘yellow’ i.e. important issue to be addressed. 
 
4.2 Minutes and matters arising of the meeting held on 9 November 2016 - agreed. 
 
4.3 Outstanding matters arising not covered in the meeting – none 
 
4.4 Future Agenda items - Review Winter Planning, Review A&E Delivery Plan 
 
4.5 Date of next meeting -  1 February 2017 at 9.00am in G.04, Oak House 

 
Notes approved at 04 02 2017 meeting 
 



Title of Meeting: Rotherham CCG Primary Care Committee 

Time: 1:00pm 

Date: 18.01.2017 

Venue: 2.03, Oak House – Rotherham 

Reference: JT / RC 

Chairman: Robin Carlisle 

Present 

Robin Carlisle RC Lay Member (Chair) 

Jason Page JP Lead SCE GP for Primary Care 

Kath Henderson KH Lay Member 

Dawn Anderson DA Head of Primary Care Quality 

Chris Edwards CE Chief Officer – Rotherham CCG 

Sue Cassin SC Chief Nurse 

Carolyn Ogle CO NHS England 

Nathan Batchelor NB Healthwatch 

Phil Birks PB SCE GP 

Geoff Avery GA Chair of GP Members Committee 

Wendy Allott WA Deputy Chief Finance Officer 

Jacqui Tuffnell JT Head of Co-Commissioning 

In Attendance: 

Chris Barnes – Rotherham CCG (Minute Taker) 

Action 

1. Apologies 

None noted 

2. Declarations of Conflicts of Interest and Pecuniary or Non-
Pecuniary Interest 

The GP members of the committee are partners in different 
practices across Rotherham. They have a direct interest in items 
that influence finances, resources or quality requirements for 
general practice in Rotherham. This applies to all items discussed 
in Items on the agenda. Any additional specific Conflicts of Interest 
and how the Committee addressed the conflict of interest will be 
noted under individual items.   The table of conflicts of Interest was 
circulated before the meeting began. 

3. Patient & Public Questions 

There were no public questions raised. 
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4. Minutes of the last meeting and action log 
 
Standard 7 
The element which requires patients to have the ability to see a male or 
female GP.  This standard has been changed to clinician instead of GP.   
 
 

 
 
 

 
 

5. Updated Terms of Reference  
 
This item was for noting only, no decisions were to be made, as 
such the GPs remained in the room and contributed to the 
discussion.   
 
Kath Henderson is to be added to the members as deputy chair.   
 
The current TOR states that the Committee will publish an annual report.  
It is suggested that a summary of items discussed at Primary Care 
Committee will be sent to Governing Body bi-annually as part of the 
corporate governance report.    
 
Quality Report – The Committee will oversee the production of an annual  
quality report which will be presented to AQUA 
 
 

 
 
 
 
 
 

6. Strategic Direction 
 
Dementia LES Update  
 
The GPs were conflicted in this item as they currently take part in 
the Dementia LES.  However no decisions were to be made and this 
item was purely a verbal update, as such they were free to remain in 
the room for the discussion.   
 
JT provided a brief update as to the current position of the Dementia 
LES.  The current position is that the LES remains outside of the “Basket” 
of services, and this will need to be resolved if it is to be added in April.   
 
There are ongoing discussions with practices and the LMC regarding the 
time taken to do the work, the payment and the information received by 
practices. 
 
Action – JT to update on the progress of these discussions at the next 
meeting. 
 
 
Quality Contract Update 
 
The GPs will benefit financially from the Quality Contract; however 
this item is for information only.  No decisions are to be made; as 
such the GPs can remain in the room and take part in the 
discussion. 
 
Standard 7 and the KPI’s have been distributed to practices, and so far 
the CCG haven’t received any feedback from this. 
 
JT stressed the importance of the aim of the Quality Contract, to improve 
the service to our patients.   
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
JT 
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The remaining standards are relatively straight forward and may be 
complete my March 2017. 
 
 
Work Programme 
 
The committee are asked to approve the work programme.  The GPs 
are affected by the work streams within the Programme; however 
no individual decisions about finance or work streams are to be 
made.  The GPs remained in the room for the discussion but will be 
asked to leave before a decision is made. 
 
Primary Care Officers have removed all items where they are unable to 
influence the outcomes of the work stream. The areas are still part of the 
CCG strategic plan and are being addressed by other officers in the 
CCG. 
 
JT explained that some of the Amber items, remained this level because 
they were out of the control of the Primary Care Team. 
 
Some fields will remain “Red” as they relate to individual GP practices, 
which are independent businesses and the CCG can only advise not 
instruct. 
 
The GPs left the room at this stage  
 
The work programme was approved 
 
 
 

7. Quality and Performance Management 
 
Dashboard 
 
This item was for information only.  The GPs remained in the room 
for the discussion. 
 
JP gave a brief update on the most recent Primary Care Dashboard.  
There have been a number of new fields added to the dashboard and the 
Officers believed the dashboard contained a really good level of 
information to give a good overview of Rotherham practices.   
 
Some of the information had been removed from the public Dashboard at 
the request of Public Health England.  The Committee members showed 
concern at this and requested that Officers challenge Public Health 
England, suggesting that information sharing is only beneficial. 
 
GA had concerns that not all practices might be seeing the data on a 
regular basis. CE noted that with important information for practices it is 
best to forward it by at least 3 routes. 
 
Action – JT to ask Public Health England if it is possible to share the 
vaccine information.   
 
Action – JT and CB to consider how the Dashboard is shared with 
Practices.  
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 4 

 
Quality Update 
 
The GPs will be affected by the visiting process which is discussed 
in this item as they are Partners in practices in Rotherham.  They 
will remain in the room for the discussion but will be asked to leave 
before a decision is made.   
 
DA gave a brief background to the visiting procedure and the options 
going forward. 
 
Due to restrictions with the resources available the visits will have to be a 
rolling 3 year period, as such the discussion was mainly focussed on 
which practices were visited first and the importance of mobilisation visits 
for the quality contract for all practices. 
 
It was suggested that the Dashboard is used to identify the practices that 
will be visited in year one. Some members of the meeting felt that it was 
desirable to also visit some ‘random’ practices in year one as well as 
some practices identified by the dashboard. 
 
Practices are also due a second Quality Contract mobilisation meeting.  It 
was suggested that this could be combined with the quality visit to save 
time.  
 
The GPs left the room at this stage 
 
It was agreed that DA and JP will devise a process for the 3 year rolling 
programme of visits.  The 3 year programme will start after the quality 
contract negotiations have been concluded and all practices have 
received mobilisation support in the most efficient way possible. This will 
be shared with the LMC and all practices will be given notice of the 
timetable of visits. 
 
Action – DA to devise the programme of visits. 
 
The process will be shared at a future Primary Care Committee for 
information only.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DA 

8. Finance 
 
The report sets out CCG funding that is spent on General practice. 
The GP members have a direct financial interest in this item. As the 
item is primarily about understanding the CCG’s financial treatment 
of primary care the chair proposed that all members could 
participate fully in the discussion  
 
WA advised CCG reporting a £1.1m forecast outturn underspend at AP8, 
in line with the previous month. The underspend remains in two areas ; 
the CCG’s longer standing  (ie non PMS reinvestment) LES’s , and the 
Reserve. Any impact of the investments discussed at December Primary 
Care Committee will feature in next months’ finance report  
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Capital Bids 
 
The GPs could potentially benefit from any Capital Bids, however 
the Bids have already previously been submitted, it is not 
suggested that any further bids are considered.  The approval of 
these bids is to be decided outside of the control of this committee, 
as such the GPs remained in the room for this discussion. 
 
WA advised it was highly likely a significant number of 2017-18 premises 
developments bids will have to be taken off the original long-list of bids 
following advice from NHSE that current SY&B requests exceed 
available allocation, and that only compliant bids would be considered for 
re-submission. A shorter list of compliant bids will therefore be drawn up, 
and Rotherham will need to trade with other SY&B CFO’s to agree the 
final list for submission to NHSE for funding. Deadline end Jan 2017. 
Members confirmed they were comfortable with this approach. WA will 
continue to bring updates back to future meetings.   
 
 

9.  Any Other Business 
 
SC raised a concern that Health Education England have withdrawn 
funding for Practice Nurses.  Without a training update, the nurses will be 
unable to carry out certain services.   
 
Action – SC to provide an update at the next committee. 
 
 

 
 
 
 
 
 
SC 

9. Items for escalation / reporting to the Governing Body 
 
Terms of Reference 
Quality Update 
 
 

 
 
 

10. Date and time of the next meeting 
 
8th February 2017 
 

 
 
CB 

 
 
 
 
 
2017 Meetings (1pm) 
 
8th February – Elm Room 
8th March – Elm Room 
12th April – Elm Room  
10th May – Elm Room  
14th June – Elm Room  
12th July – Elm Room  



 

 
 

 Title of Meeting: Rotherham CCG Primary Care Committee 

Time: 1:00pm 

Date: 08.02.2017 

Venue: G.05, Oak House – Rotherham 

Reference: JT / RC 

Chairman: Robin Carlisle  

 
Present 
 

Robin Carlisle RC Lay Member (Chair) 

Jason Page JP Lead SCE GP for Primary Care 

Kath Henderson KH Lay Member  

Dawn Anderson DA Head of Primary Care Quality  

Chris Edwards CE Chief Officer – Rotherham CCG  

Sue Cassin SC Chief Nurse 

Garry Charlesworth GC NHS England 

Nathan Batchelor NB Healthwatch 

Phil Birks PB SCE GP 

Geoff Avery GA Chair of GP Members Committee 

Wendy Allott WA Deputy Chief Finance Officer 

Jacqui Tuffnell JT Head of Co-Commissioning  

 
In Attendance: 
 
Chris Barnes – Rotherham CCG (Minute Taker)  
 

  Action  

1. Apologies 
 
Keely Firth, John Barber 
 
 

 

2. Declarations of Conflicts of Interest and Pecuniary or Non-
Pecuniary Interest 
 
The GP members of the committee are partners in different 
practices across Rotherham. They have a direct interest in items 
that influence finances, resources or quality requirements for 
general practice in Rotherham. This applies to all items discussed 
in Items on the agenda. Any additional specific Conflicts of Interest 
and how the Committee addressed the conflict of interest will be 
noted under individual items.   No items on the agenda required any 
decisions to be made. 
 
 

 

3. Patient & Public Questions 
 
There were no public questions raised. 
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4. Minutes of the last meeting and action log 
 
The Minutes of the last meeting were agreed as an accurate record. 
 
Action Log has been updated accordingly. 
 
 

 
 
 

 
 

6. Strategic Direction 
 
Dementia LES Update  
 
The GPs were conflicted in this item as they currently take part in 
the Dementia LES.  However no decisions were to be made and this 
item was purely a verbal update, as such they were free to remain in 
the room for the discussion.   
 
The Mental Health team are currently relooking at the timings that it is 
taking staff to complete the actions.  Further training sessions are 
required for Health Care Assistants.   
 
There has been lessons learned from this, and since then a “Process for 
implementing new LES’s” has been introduced. 
 
 
Quality Contract Update 
 
The GPs will benefit financially from the Quality Contract; however 
this item is for information only.  No decisions are to be made; as 
such the GPs can remain in the room and take part in the 
discussion. 
 
JP provided a brief update, he was optimistic that the final Standards will 
be complete by the end of March.  A further update will be brought to the 
March 2017 Committee meeting. 
 
 
Physio First Pilot 
 
The Physio First Pilot is taking place in 2 practices in Rotherham, if 
successful it may be rolled out further.  The 2 practices taking part 
in the pilot are not represented directly at the committee.  This item 
was for information only; no decision was to be made. 
 
JT explained that due to tight timescales, the decision regarding selecting 
the practices to take part in the pilot could not be made at this committee.  
However a thorough process was put in place.    
 
There is hope that the pilot will create efficiency in the reduction of 
referrals to secondary care and physiotherapy.   
 
An evaluation will follow the 2 month pilot period. 
 
The group delegated authority to CE and JT, should the pilot need 
extending beyond the initial 2 month period. 
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Care Navigation and Clinical Documentation Training 
 
This funding was highlighted in GPFV.   There are demands on practices 
as they have to commit the time to attend the training sessions.   
 
JT made it clear that Nationally and locally these schemes are widely 
supported with regard to assisting to capacity issues within General 
Practice.   
 
GA and JP offered their support to the programmes and highlighted the 
positive impacts that they could have.   
 
JT added; both schemes have proven to save time and improve quality in 
other areas of the country. 
 
 
Productive General Practice Update 
 
DA provided a brief update; all 31 practices have taken part.  The 
practices from cohort 1 have recently completed their last group session.   
 
Really positive feedback has been received from both practices and the 
trainers alike.  There are many examples where efficiencies have been 
made. 
 
 
Access Report 
 
JT explained that this information had been supplied from Practice 
Managers (pulled from their clinical systems).  It was noted that there 
was an increase of 92,000 appointments from 2015 to 2016 (15k of these 
were phlebotomy appointments) 
 
JP stated that it should be noted that practices have had an estimated 
8% increase in the number of appointments required, yet have not 
received an equivalent financial increase.  
 
Action – CB to add to the forward programme to review annually 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CB 

7. Quality and Performance Management 
 
Dashboard 
 
This item was for information only.  The GPs remained in the room 
for the discussion. 
 
GA gave positive feedback about the dashboard and stated that it is a 
useful tool for practices to have.   
 
GA also feedback that GPs across Rotherham don’t seem to know about 
or access the dashboard regularly. 
 
Action – It was suggested that GA and JP send out the link for the 
dashboard as it will be well received from them  
 
The links to the dashboard will be included in all Quality Contract 
information that is sent out to practices. 

 
 
 

 
 
 
 
 
 
 
 
 
 
GA / JP 
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Quality Update 
 
The GPs will be affected by the visiting process which is discussed 
in this item as they are Partners in practices in Rotherham.  This 
item is a verbal update only, no decisions are to be made. 
 
DA gave a brief update.  All Rotherham practices have now had a CQC 
visit, and the reports for all (except Magna) are available.   
 
The overall picture was positive as no practices were rated as 
“Inadequate”.   
 
DA highlighted that all practices that received a rating of “Requires 
Improvement” (in any domain), would receive a follow up visit, to review 
that specific area.   
 
A common issue with numerous practices across Rotherham, was 
recruitment issues.   
 
Reporting to Governing Body – the draft minutes from this meeting will 
now be raised at the public session of Governing Body. 
 
 
Patient Survey Results 
 
These results are from July, as such they are not new information.  
Rotherham does compare favourably in many fields, both locally and 
nationally.    
 
Steps have been taken for example; Improving telephony and 
implementing MJOG, which should have a positive impact on Access.   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8. Finance 
 
The report sets out CCG funding that is spent on General practice. 
The GP members have a direct financial interest in this item. As the 
item is primarily about understanding the CCG’s financial treatment 
of primary care the chair proposed that all members could 
participate fully in the discussion  
 
WA gave a brief overview of the month 9 position broadly PMS 
reinvestment LES’s and the Quality Contract performing to plan with 
underperformance in some of the CCG’s longer standing LES 
schemes.  It was requested that once a year WA produces an overview 
of underspend by practice / LES to show where the potential gaps in 
services are.  Action – JT and WA to discuss. 
 
WA reported that there was potentially good news around a number of 
previously rejected EFFT bids now possibly securing funding, and a list 
of primary care developments being funded will be brought to the next 
meeting.  
 
 

 

9.  Any Other Business 
 
None raised 
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9. Items for escalation / reporting to the Governing Body 
 
 

 
 
 

10. Date and time of the next meeting 
 
8th March 2017 
 

 
 
CB 

 
 
 
 
 
2017 Meetings (1pm) 
 
8th March – Elm Room 
12th April – Elm Room  
10th May – Elm Room  
14th June – Elm Room  
12th July – Elm Room  
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ACP Annual Commissioning Plan 

ANP Advanced Nurse Practitioner 

APC Area Prescribing Committee 

AQP Any Qualified Provider 

BCF Better Care Fund 

CAMHS Child and Adolescent Mental Health Services 

CCG Clinical Commissioning Group 

CCGCOM South Yorkshire & Bassetlaw and Hardwick & North Derbyshire CCGs Commissioning 
Network  

CHC Continuing Health Care 

CIP Cost Improvement Plans 

CRMC Clinical Referrals Management Committee 

CSE Child Sexual Exploitation 

CQC Care Quality Commission 

CQUIN Commissioning for Quality and Innovation 

DES Direct Enhanced Service 

DHR Domestic Homicide Review 

DH Department of Health 

EDS Equality Delivery System 

EOLC End of Life Care 

EPR Electronic Patient Record 

FOI Freedom of Information 

FOT Forecast Outturn 

GPMC GP Members Committee 

HAP Health Action Plan 

H&WB Health and Wellbeing Board 

H&WBS Health and Wellbeing Strategy 

HW Health Watch 

IAPT Improving Access to Psychological Therapies 

ICE Integrated Clinical Environment 

IFR Individual Funding Request 

IIE Investors in excellence 

IT Information Technology 

JSNA Joint Strategic Needs Assessment 

KPI Key Performance Indicator 

LAC Looked After Children 

LMC Local Medical Committee 

LES Local Enhanced Service 

LIS Local Incentive Scheme 

LTC Long Term Conditions 

MMC Medicines Management Committee 

MSLC Maternity Services Liaison Committee 

NHSE (SY&B) NHS England (South Yorkshire and Bassetlaw) 

NICE National Institute for Health and Care Excellence 

NPS Net Promoter Scores 

OE Operational Executive 

PHE Public Health England 

PBR Payment by Results 

PPG Patient Participation Group 

PTS Patient Transport Services 

QA Quality Assurance 

QIA Quality Impact Assessment 

QIPP Quality, Innovation, Productivity and Prevention 

QOF Quality Outcomes Framework 

RDaSH Rotherham Doncaster and South Humber NHS Foundation Trust 
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RLSCB Rotherham Local Safeguarding Childrens Board 

RMBC Rotherham Metropolitan Borough Council 

SCE Strategic Clinical Executive 

SCH Sheffield Children’s Hospital 

SHSC Sheffield Care and Social Care Trust 

SLA Service Level Agreement 

STH Sheffield Teaching Hospitals NHS Foundation Trust 

SRG System Resilience Group 

SWYPFT South West Yorkshire Partnership Foundation Trust 

SY&B AT South Yorkshire and Bassetlaw Area Team 

SYCOM South Yorkshire Collaborative Commissioning 

WSY&B CSU West and South Yorkshire & Bassetlaw Commissioning Support Unit 

SYCLAHRC South Yorkshire Collaboration for Leadership in Applied Health Research and Care  

TRFT The Rotherham NHS Foundation Trust 

UCMC Unscheduled Care Management Committee 

YAS Yorkshire Ambulance Service 
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