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Meeting of the CCG Governing Body

A meeting of NHS North Tyneside Clinical Commissioning Group Governing Body is to be held in
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Members of the public are invited to meet members of the governing body informally prior to
the meeting, from 10 – 10.15am.
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North Tyneside CCG Governing Body

Minutes of the Governing Body meeting held on 25 March 2014, at Hedley Court,
10.15am - 12 noon.
Present:
Dr John Matthews
Mary Coyle
Maurya Cushlow
Eleanor Hayward
Mr Kyee Han
Alison Thompson
David Willis
Dr Martin Wright
Dr Lesley Young-Murphy

Clinical Chair (Chair)
Deputy Lay Chair
Chief Officer
Lay Member
Secondary Care Specialist Doctor
Chief Finance Officer
Lay Member
Medical Director
Director of Transformation and Executive Nurse

In Attendance:
Philip Clow
Marietta Evans
Pauline Fox
Dr Ruth Evans
Rachel Chapman
Wendy Hume

Director of Commissioning
North Tyneside Council Director of Public Health
Head of Governance
Clinical Director (for item 12.1)
NECS associate (for item 12.1)
Team Secretary (minutes)

Apologies for Absence:
There we no apologies for absence.
NTGB/14/024

Welcome
Dr Matthews welcomed everyone to the meeting, particularly extending a
warm welcome to members of the public who were in attendance. He hoped
that the opportunity to speak to Governing Body members prior to the
meeting had been helpful

NTGB/14/025

Confirmation of Quoracy (Agenda Item 3)
It was confirmed that the meeting was quorate.

NTGB/14/026

Declarations of Interest (Agenda Item 4)
It was noted that all declarations of interest were recorded in the register of
interests, on the public website. There were no additional declarations to
make for this meeting.

NTGB/14/027

Minutes of the Previous Meeting held on 28 January 2014 (Agenda Item
5)
The minutes of the meeting held on 28 January 2014 were accepted as a
true record of the meeting.

NTGB/14/028

Matters Arising from the Previous Meeting held on 28 January 2013
(Agenda Item 5)
Dr Matthews confirmed that the actions from the previous meeting were
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complete and papers were on the agenda.
NTGB/14/029

Report from the Chair and Chief Officer (Agenda Item 7)
Dr Matthews, Clinical Chair reported that the Transformation and Change
team has won a LEAN healthcare award for the service transformation work
that was being carried out in the North Tyneside GP practices. As a result of
this the CCG has been invited to work with the Oliver Wyman consultancy to
further develop Primary Care Transformation. Ms Coyle asked what period of
time this would cover. Dr Matthews replied that it will be within this year.
Ms Cushlow, Chief Officer, reported that the 29 North Tyneside GP practices
are forming a Federation of Primary Care.
In respect of CCG assurance, Ms Cushlow reported that at the quarter three
assurance review with the NHS England the CCG met all the requirements.
Ms Cushlow advised that the capacity of the CCG to deliver the change
agenda is being assessed by Dr Young-Murphy.
Ms Cushlow reported that John Lawlor has been appointed Chief Executive
at Northumberland Tyne and Wear NHS Foundation Trust, which means he
will leave his post at NHS England Area Team. Dr Matthews commented that
Mental Health is one of the big challenges facing the CCG and that we look
forward to continuing to work with Mr Lawlor in his new role.
Ms Cushlow reported that Simon Stevens, the new Chief Executive of NHS
England, will be delivering his inaugural speech on the 1 April 2014, at the
Centre for Life in Newcastle.

NTGB/14/030

Report from the meetings of the Quality and Safety Committee (Agenda
Item 8.1)
Dr Wright and Dr Young-Murphy gave a verbal report.
Dr Wright had attended the Quality Review Group meetings with Northumbria
Healthcare FT, Newcastle upon Tyne Hospitals FT and Northumberland Tyne
and Wear (NTW) FT. He advised that discussion on mortality rates continued
with a lot of debate about the Dr Foster data, how it is calculated and the
understanding of it. Northumbria Healthcare FT has advised that more
information will be available shortly.
In respect of the joint work with the Nursing Homes, Dr Young-Murphy
advised that the community of practice meeting had taken place, with nursing
homes working constructively with the CCG.
The Governing Body received the verbal report and noted the whole range of
quality issues that are being looked at and deep dives being completed. Dr
Wright and Dr Young-Murphy were asked to continue to report back to the
Governing Body about quality issues.

NTGB/14/031

Progress update on Winterbourne View (Agenda Item 8.2)
Dr Young-Murphy presented the report stating that the CCG continued to
work closely with colleagues in North Tyneside Local Authority and NHS
England specialised services commissioners regarding the Winterbourne
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View action plan.
Tom Dunkerton, Commissioning Manager and Dr Clare Scarlett GP lead
have undertaken detailed, person centred work, which was being monitored
by the North Tyneside Learning Disabilities Integration Board. Regular,
detailed reports have been provided to the Quality and Safety committee.
The care needs and placements of all eleven North Tyneside CCG funded
patients have been reviewed and the six North Tyneside patients whose
services are commissioned by NHS England have also received reviews.
This detailed work was discussed and appreciated by the Governing Body.
Mr Clow referred to the national timescales, as outlined in the report. Dr
Young-Murphy commented that that this was not a one-off exercise but an
ongoing process of assurance. It was essential to get it right for the current
patients and their families. It was equally important to ensure care pathways
and placements are right for future patients too. Mrs Thompson stated that
the CCG was were making sure that the money follows the patient as the
provider changes.
There was discussion about the responsibilities of the CCG and the
importance of the Governing Body remaining sighted on this. Mr Willis
requested that an update be brought to a future meeting of the Governing
Body meeting.
The Governing Body noted the progress and thanked the CCG team,
especially Tom Dunkerton and Dr Scarlett for their work on this.
Action 1: Dr Young-Murphy to bring an update on the Winterbourne View
action plan to a future Governing Body meeting.
NTGB/14/032

Performance Report (Agenda Item 8.3)
Mrs Thompson, Chief Finance Officer, presented the report, referring to the
matters highlighted in the executive summary. These included 18 week
targets, Cancer Waits, Cancelled Operations, Friends and family test,
Healthcare Associated Infections, Emergency admissions and readmissions,
Deaths at Home, Learning Disabilities and A&E activity trajectories.
Mrs Thompson advised that the 18 week targets had been delivered across
the two local Foundation Trusts (FTs), but there are challenges within some
individual specialities. An action plan has been received from Newcastle upon
Tyne Hospitals FT in relation to this.
She reported that, with regard to the Friends and Family test, performance in
A&E at Northumbria Healthcare FT remained below the quarter 1
improvement target although aggregated performance remained above
target. Performance in A&E and aggregated performance at Newcastle upon
Tyne FT has fallen below the quarter 1 level which has implications for the
quality premium.
Cases of MRSA have been identified at both local FTs, although none relate
to the North Tyneside CCG responsible population. The Newcastle upon
Tyne Hospitals FT has breached its C. Difficile maximum level for 2013/14,
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but the CCG target of zero MRSA for 2013/14 remained achievable.
Ms Coyle referred to the Friends and Family test and said that whilst
Northumbria Healthcare FT are improving the response rate remained low.
In respect of 18 week waits, Mr Han asked if any reasons had been given by
the FTs about the challenges in these specialities. Mrs Thompson replied
that in oral surgery the reason related to staffing and recruitment, with a
locum to be appointed. She explained that in orthopaedics, it related to the
case mix and also the need to treat people who were in danger of becoming
‘long waiters’.
Mr Willis asked about the metrics in the quality premium and where the CCG
will end on the quality premium targets this year. Mrs Thompson said that
worst case scenario was that the CCG would receive £675k and best case
scenario was that the CCG could receive between £1m and £1.3m.
Ms Cushlow asked how Newcastle upon Tyne Hospitals FT performed on the
Friend and Family test for other CCGs. Dr Young-Murphy stated that NECS
were looking into this.
The Governing Body noted the performance position as outlined.
NTGB/14/033

Financial Position Report (Agenda Item 9.1)
Mrs Thompson, Chief Finance Officer, presented the report. She advised
that she had hoped to report a forecast a break even in month 11 but due to
additional pressures a forecast £2m deficit had been reported to the Area
Team.
She advised that throughout 2013/14 there were unresolved issues
associated with the baseline calculation for the Northumbria Healthcare FT
contract. NECS had carried out a full review of the specialised services
2012/13 budget allocation and a revenue transfer has been completed to
reflect the findings. The net effect of the review provided no financial benefit
to the CCG.
Mrs Thompson advised that an error by NECS in relation to Continuing
Healthcare has cost the CCG £2.2m. Mr Willis advised that he had invited
the Finance Director from NECS to the Audit Committee meeting on 21
March 2014 and that the error, its effects and the remedial actions required
were discussed in detail.
Dr Young-Murphy explained to the Governing Body that the financial
pressures on continuing healthcare won’t change and the CCG was obliged
to make sure that peoples’ needs were being appropriately met. Dr Matthews
asked how this situation could be improved next year and Dr Young-Murphy
outlined the plans in place, for example the CCG would ‘spot purchase’ beds
when needed rather than pay for block beds that were not being used.
The Governing Body noted the Financial position of the CCG as at 28
February 2014.

NTGB/14/034

Better Care Fund (Agenda Item 9.2)
Mr Clow presented the report referring to the Executive summary. The Better
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Care Fund for North Tyneside would be £16.6m, to be used to integrate
health and social care and facilitate the shift from acute care to community
and social care.
The Health and Wellbeing Board had received a detailed report on the
context and background of the Better Care Fund in January, along with
detailed plans in terms of development, process and progress. A draft plan
had been submitted and the final submission is due on 4 April 2014.
Dr Matthews commented on the scale of the challenge. Ms Cushlow
commented that plans need to be ambitious to bring about the scale of
change needed. Mr Clow said there will be significant workforce implications.
Dr Young-Murphy stated that there would be workforce support for the
transition from acute services to community services. Mr Han commented
that frontline staff must be supported through any changes.
Mrs Hayward queried the confidence in the capacity of community services,
given that patients will need to access less acute care. Mr Clow referred to
‘double running’ and said that there would be a safety net in the first year and
then the changes would be phased over a year or more.
Mr Willis indicated that it was important the whole community, including the
MPs understand that part of current acute healthcare spend would be going
to the Local Authority for its commissioning work. Mr Clow said that we would
continue to work with the whole health and social care economy on the
impact of the change.
NTGB/14/035

Public and Patient Involvement (Agenda Item 10.1)
This item was deferred until the April meeting of the Governing Body.

NTGB/14/036

Director of Public Health Annual Report 2012/13 (Agenda Item 11.1)
Mrs Evans presented the report referring to the Executive Summary. The
report focussed on a number of key factors that impact significantly on health
inequalities in North Tyneside. Some of the areas that need to be prioritised
are cardiovascular disease, respiratory disease, mental health problems and
musculo-skeletal services.
Mrs Evans advised that it is essential to tackle the root cause of ill health as
well as providing early interventions. Some of the ways this could be
achieved are to provide services that are accessible, health checks,
screening programmes and the management of disease symptoms.
Mrs Thompson mentioned that the CCG is considering targeting work across
the four localities in North Tyneside and asked if Public Health could also do
this. Mrs Evans replied that that this was possible and that the information
provided could be drilled down to practice level. She also commented that
social marketing could be useful in identifying smaller communities.
Dr Matthews commented on the value of the report. He asked about the
known high rates of alcohol abuse. Mrs Evans responded that there had
been a reduction in under 18s alcohol admissions and that alcohol related
mortality had reduced in the between 2010 and 2012. She confirmed that
additional services will be available in the future.
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Ms Cushlow commented on public perception around cancer and the
associated health outcomes. She asked where Mrs Evans thought effort
should be focused. Mrs Evans said that Public Health England have a new
tool to give detailed information on the cancer screening programmes. The
new tool also provides a better understanding and ability to reach people who
are at risk, to build on the efficacy of existing programmes. Mrs Evans
advised that further work is planned to address lung cancer and early
diagnosis.
Dr Matthews thanked Mrs Evans for the Director of Public Health Annual
report, noting that it would inform the work of both the CCG and the Health
and Wellbeing Board.
NTGB/14/037

CCG Strategic and Operational plan 2014/15 – 2018/19 (Agenda Item
11.2)
Mr Clow presented the paper referring to the Executive summary. The CCG
was required to develop a two year Operation Plan and a five year Strategic
Plan, with the final plan being required to be submitted to NHS England by 20
June.
CCGs are required to specify level of improvement for the following:
• Outcome ambitions 2014/15 – 2018/19
• Quality premium 2014/15
There are seven outcome ambitions, with five year trajectories set for five of
those ambitions and national data being developed for the other two
ambitions. Mr Clow explained rationale behind the CCG’s proposed
trajectories for improvement against the outcome ambitions.
The Quality Premium was developed to reward CCGs for improvements in
the quality of health services they commission and for associated
improvements in health outcomes and in reducing inequalities. The CCG had
been asked to set one local Quality Premium target, alongside the national
indicators. Mr Clow explained that the preferred option was dementia
diagnosis. The CCG dementia lead has been working with GP practices to
raise awareness of dementia, to manage/signpost services and to benchmark
service provision against other areas. The national requirement is for 67% of
the predicted level of prevalence (using the national predictor tool) to be
diagnosed by March 2015. The CCG’s current performance in January 2014
stood at 62.8%.
The Governing Body noted the proposals.

NTGB/14/038

Maternity Services – Report on the outcomes of the Consultation
(Agenda Item 12.1)
Dr Evans and Mrs Chapman were welcomed to the meeting.
Dr Evans presented the detailed reports, referring to the Executive summary
and reminding members of the previous discussions on this matter. She
advised that the Governing Body is being asked to assure the process
followed, ready for the Council of Practices to make the decision at its
meeting on 26 March 2014.
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Formal public consultation on future arrangements for maternity services ran
from 9 December 2013 to 14 March 2014. The proposal was that:
•

The free-standing midwifery-led unit at North Tyneside General
Hospital should no longer provide a service for deliveries and inpatient
postnatal care.

Dr Evans explained that there were already plans for a medical-led obstetric
unit at the new hospital in Cramlington following public consultation in 2009.
She explained that more recently Northumbria Healthcare NHS Foundation
Trust had decided to co-locate a midwifery-led unit there too. The existing
medical-led and midwifery-led services at the Newcastle RVI will remain in
place. Women in North Tyneside, whether high risk or low risk, would
therefore have a choice of delivering their babies at either RVI or the new
hospital in Cramlington.
Dr Evans advised that the report also includes consideration of the four
national tests which must be met for any reconfiguration of health services
and of other statutory requirements, as well as key issues for consideration.
The four tests are to demonstrate that the proposal:
•
•
•
•

Has GP Commissioner support – which this proposal has had to date,
and which will be formally considered again at the meeting of the
Council of Practices on 26 March 2014;
Has been subject to public engagement – which is detailed in the
report, and which Dr Evans elaborated on;
Is on a sound evidence base – which Dr Evans referred to and advised
that the Clinical Executive had particularly overseen this aspect of the
proposal and
Offers patient choice – which would be available at the Newcastle RVI
and the new hospital at Cramlington, as well as the option of home
birth where clinically appropriate.

Dr Evans explained that the comments received had been summarised in
section 6 of the report, set out in 9 areas. The 2 main areas of concern
related to provision of post natal care and to travel plans to ensure good
access to the new hospital.
Mrs Hayward reported that she had attended some of the public consultation
meetings. She asked what plans were in place to address the concerns about
post natal provision. Dr Evans replied that work had begun and discussions
were taking place with both foundation trusts with the aim of offering excellent
post natal care to all women. Mrs Hayward asked to be updated regularly.
Mrs Hayward asked for clarification about when the changes would take
place. Dr Evans replied that this was linked to the opening of the new hospital
at Cramlington, anticipated to be Summer 2015.
Dr Young-Murphy asked Dr Evans to say more about the clinical evidence
base. Dr Evans explained that the proposal was predicated on providing the
best possible service which for women translated as ‘where is the safest
place to deliver my baby?’ Dr Evans referred to the 2011 ‘Birth Place Cohort
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Study’ and related guidance. She confirmed that the availability of two colocated units (both with medical-led and midwifery led services on site) would
offer greatest safety and choice.
Ms Cushlow commented on the detailed work and comprehensive reports
prepared. She asked about what assurance could be given that the service
being proposed would meet the needs of women in protected groups. Dr
Evans referred to the formal Equality Impact Analysis that had been
completed and that was attached to the papers. She also explained that the
during the consultation phase specific steps had been taken to hear the
views of women in protected and disadvantaged groups. She was confident
that there would be no adverse impacts.
Dr Young-Murphy asked about plans to feedback to people who had
commented and indeed to communicate the decision, once made, to
stakeholders, partners and the wider public. Mrs Chapman gave details of the
communication plans, including the press release that would be prepared and
circulated and the briefing for children’s centres and other groups that had
participated in the consultation.
Ms Coyle commented on the low turn-out for the public meetings and
inquired about plans to engage effectively with local people. Mrs Chapman
explained that whilst public meetings are an important part of consultation,
other communication routes are essential too. These included meeting with
parents and young women at children’s centres and other venues where
mother and toddler groups were held across the borough, two ‘all members’
briefings at North Tyneside Council and attending the Health and Wellbeing
Board and Overview and Scrutiny Committee. Mrs Chapman was confident
that a wide range of people with many different interests had been consulted.
Ms Coyle commented on the importance of this on-going communication.
Ms Coyle asked about the travel issues that had been highlighted during the
consultation. Mr Clow explained that Northumbria Healthcare NHS FT was
developing detailed travel plans for the opening of the new hospital and
Cramlington. Ms Coyle asked that the Governing Body be kept up to date
about this.
Ms Cushlow asked for assurance about capacity of services, noting that this
had been one of the nine areas of concern raised during the consultation and
detailed in the report. Dr Evans explained that numbers of deliveries at North
Tyneside General Hospital (NTGH) has been decreasing over recent years
with over 90% of North Tyneside women delivering their babies elsewhere.
There would be sufficient capacity. Mrs Hayward asked if this included
considering the North Tyneside women who currently deliver their babies at
Wansbeck General Hospital and Dr Evans confirmed that it did.
Ms Cushlow asked how the local clinicians viewed the proposed changes.
Mrs Chapman explained that a meeting had been held with the local
midwives and that they were offered the opportunity of further meetings. The
views of the Local Supervising Authority Midwifery Officer had been sought
and a meeting had been held with the regional representative of the Royal
College of Midwives. She reported that the midwives are very proud of the
standard of care available in the midwifery-led unit and wish to ensure that
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women still have access to care of a high standard.
Dr Wright commented on the current arrangements for post-natal care, where
some women deliver their baby elsewhere but when medically fit for
discharge they then transfer to NTGH for in-patient post natal care. His view
was that post-natal care at home needs to be improved. Dr Evans concurred.
She confirmed that where on-going in-patient post-natal care is required for
medical reasons, that would be available.
Mr Willis asked about the decision making process and sought confirmation
that everything had been done in such a way that we could withstand legal
challenge. Mrs Fox explained that public sector organisations have to follow
set procedures when making decision, as part of the responsibility to act
openly and accountably. The CCG has to clearly demonstrate, for example,
that the decision is within the powers of the CCG, that resources are being
used efficiently, effectively and economically and that an equality impact
analysis has been done and the results acted on. She said that in her view as
Head of Governance proper processes had been followed. Ms Cushlow
confirmed that the decision will be made by the Council of Practices acting on
behalf of the members of the CCG. A report will be brought to the next
meeting of the Governing Body.
Dr Matthews said that the Governing Body would need to know about plans
to maintain quality of care, especially post natal care and be kept informed
about travel plans.
The Governing Body:
• Noted the report, including the extensive engagement process;
• Noted that the Clinical Executive and Council of Practices are
considering the same report at consecutive meetings on 26 March
2014, and that the Clinical Executive will be making a recommendation
to Council of Practices who will make the decision about the future of
maternity services in North Tyneside;
• Confirmed that it was assured about the process that had been
followed, including that this had been thorough and robust and
• Asked for this issue to be on the agenda for the April meeting of the
Governing Body to formally note the decision made and to receive an
update on next steps, including reference to post natal care and travel
plans for the new hospital at Cramlington.
Action 2: Mr Clow to bring an update report on maternity services to the next
meeting of the Governing Body.
NTGB/14/039

Principle Community Pathways (Agenda Item 12.2)
Mr Clow presented this report referring to the Executive summary.
Northumberland Tyne and Wear Mental Health Foundation Trust (NTW)
continued to work with CCGs to implement a new programme for community
pathways.
North Tyneside CCG and Northumberland CCG would take part in Tranche 2
of the process of rolling out the programme across the North East area. The
design phase will take place between March 2014 and the end of June 2014.
A testing phase will begin in July and will finish at the end of October.
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The Governing Body noted the report and asked to be kept updated about
developments.
NTGB/14/040

Reducing Under 19 Emergency Admissions (Agenda Item 12.3)
Mr Clow presented this report referring to the Executive Summary. Risks
have been identified to the delivery of the two under 19s indicators in the
CCG health outcomes dataset. These are:
• Unplanned hospitalisation for asthma, diabetes and epilepsy (under
19s)
• Emergency admissions for children with respiratory tract infections
A multi-faceted programme of work is underway to improve the position,
through the development of new clinical pathways for sick children. Mrs
Hayward said that the Patient Forum will be involved in this.
The Governing Body noted the work underway to reduce under 19s
emergency admissions.

NTGB/14/041

Risk Assurance Framework (Agenda Item 13.1)
Mrs Fox presented this report referring to the Executive summary.
Through the maintenance of a detailed risk register, risks have been
systematically identified, allocated an owner and a Director Lead. Initial risks
are rated according to impact and likelihood, controls and assurances are
then identified to ensure risks are being managed and mitigated. Residual
risk rating are then agreed and recorded, with a review date.
In addition to Director oversight, the risk register is considered by the CCG
committees, namely the Quality and Safety Committee, the Clinical Executive
and the Audit Committee. Mr Willis said this is a process each committee
goes through in detail and the items marked red are talked about and put on
the agenda. Ms Coyle said these are key issues that we look at.
The Governing Body received and noted the information outlined in the
report.

NTGB/14/042

Use of the CCG Seal 2013/14 (Agenda Item 13.2)
Mrs Fox presented the report referring to the Executive Summary.
In line with the CCGs Standing Orders, the CCG has a seal for executing
documents where necessary. The following individuals are authorised to
authenticate its use by their signature: The Chief Officer, the Chair and the
Chief Finance Officer. The CCG is required to keep a register to record the
use of the seal.
The Governing Body endorsed the use of the official seal.

NTGB/14/043

The arrangements for the approval of the CCG annual report and
annual accounts (Agenda Item 13.3)
Mrs Fox presented the report referring to the Executive Summary. The CCG
had a statutory requirement to prepare an annual report and annual
accounts. These needed to be submitted to NHS England and be published
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on the CCG website in June in accordance with the national timetable. The
CCG had to present the annual report and annual accounts at a meeting held
in public by 30 September 2014.
Mr Willis said that the Audit Committee were holding a workshop on 17 April
2014 to consider the draft documents prior to submission.
The Governing Body noted the work required and the proposed programme.
NTGB/14/044

Items for Information (Agenda Item 14)
No items

NTGB/14/045

Date of the next meeting
The meeting closed at 12:17. Dr Matthews thanked the members of public in
attendance. Dr Matthews advised that the next meeting of the Governing
Body would be held on Tuesday 29 April 2014, 10:15am
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NTGB/14/031
2014

1

25 March
NTGB/14/039
2014

2

Action
Dr Young-Murphy to bring an update on the
Winterbourne View action plan to a future
Governing Body meeting.
Mr Clow to bring a report on maternity
services to the April meeting of the
Governing Body.

Resp. Officer

Target
Date

Dr Young-Murphy

September
2014

Mr Clow

April 2014

Status
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 8.1

Title of report: Update from Quality & Safety Committee
Sponsor: Lesley Young-Murphy, Executive Director of Nursing & Transformation
Author: Sharon Haggerty, Head of Quality & Patient Safety
Purpose of the report and action required:
The purpose of this report is to provide North Tyneside Clinical Commissioning
Group with a monthly briefing of the risks and assurances brought to the attention of
the Quality and Safety Committee. The Governing Body is asked to note the content
of this report.

1.

Introduction
The Quality and Safety Committee is established as a committee of the CCG
Governing Body, in accordance with constitution, standing orders and scheme
of delegation.
This report is intended to provide the Governing Body with a briefing of the risks
and assurances brought to the attention of the Quality and Safety Committee in
April 2014.

2.

Agenda Items
Agenda items in the April 2014 meeting included:
 Safeguarding – Children and Young People
 Safeguarding Adults
 Integrated Governance Update Report
 Never Events
 SHIMI Update
 CQUIN
 IG Toolkit Update
 Review of Quality and Safety Committee

3.

Key points from the April 2014 meeting
3.1 Safeguarding Children & Young People
The new Child Death Overview Panel Coordinator will be in post from May
2014 which will release NTCCG Children’s Safeguarding Lead from these
duties
3.2 Safeguarding Adults
A number of care homes currently have quality improvement action plans
in place which are being monitored closely.
A complex complaint has been received by Northumbria Healthcare NHS
Foundation Trust regarding a patient who was in receipt of care from a
Page 1 of 3

NHS UNCLASSIFIED
variety of providers. The investigation is currently underway. Learning
from this complaint is to be presented to the Older Peoples Urgent Care
Board to ensure learning informs future pathways.
3.3 Integrated Governance Update Report (Quarter 3)
A report providing a summary of activity in the areas of governance and
clinical quality, including Serious Incidents relevant to North Tyneside
CCG and its providers for Quarter 3 was provided to the Committee.
Issues to note are:
 Freedom of Information Requests – 48 received in Quarter 3. It was
reported verbally at the meeting that a total of 194 FOI requests had
been received by the CCG in the full year to 31 March 2014.
 Subject Access Requests – None received in quarter 3
 Claims – None received in Quarter 3
3.4 Never Events Data
A national report regarding national ‘Never Events’ 1 April 2013 – 31
December 2013 was presented to the Committee. A regional learning
event is being planned to share learning from Never Events.
3.5 Summary Hospital-level Mortality Index (SHMI)
Northumbria Healthcare NHS Foundation Trust NHCFT Quality Review
Group is now bi-monthly, there was no update to report. It was noted,
however that KPMG had been commissioned to carry out an external
review of SHMI on behalf of the Trust.
3.6 CQUIN
Northumbria Healthcare NHS Foundation Trust
National CQUIN schemes for Friends & Family Test, Safety Thermometer
and dementia are within both the community and acute schemes.
Community CQUIN schemes for 2014/2015 – agreement to include
assessment of nutritional needs, head of bed, urethral catheter use,
COPD self-management and alcohol intervention.
Acute CQUIN schemes for 2014/2015 – agreement to include
implementation of sepsis 6 bundle, head of bed, alcohol assessment,
inhaler competence, improved outpatient clinic letters.
Newcastle upon Tyne NHS FT
National CQUIN schemes for Friends & Family Test, Safety Thermometer
and dementia are within both the community and acute schemes.
Community CQUIN schemes for 2014/2015 – agreement to include
implementation of Neuberger report ‘More Care, Less Pathway,’
collaborative discharge, communications, alcohol related attendances,
decompensated cirrhosis and Newcastle early warning score.
Northumberland, Tyne and Wear NHS FT
National CQUIN schemes for Friends & Family Test, Safety Thermometer
and Physical Health are included. Other schemes included are the
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Transformation Programme which will improve quality in MH & LD
pathways
North East Ambulance Service NHS FT
NEAS CQUIN remains in draft and is subject to clinical feedback. The
focus will be on implementation of an integrated transport solution.
Ramsay Healthcare
Four CQUIN schemes have been agreed which include patient reported
outcome measures (PROMs), environmental standards, discharge
summaries and normothermia (monitoring and maintenance of body
temperature)
3.7 IG Toolkit
It was noted that the IG toolkit submission had been completed, with a
self-assessment of level 2. The following Policies which have recently
been reviewed and were ratified by the Quality and Safety Committee
.
 Information Governance & Information Risk Policy (CCG IG 01)
 Information Security Policy (CCG IG 03)
 Records Management Policy & Strategy (CCG IG 04)
3.8 Review of Quality & Safety Committee
In accordance with good practice, the Quality and Safety Committee is to
undertake a self-assessment. This will include a questionnaire, analysis of
agenda items and meeting conduct and a consideration of performance
against the terms of reference. It provide the opportunity to analyse its
effectiveness and provide a better foundation for future meetings. The
results will be reported to the Governing Body.

4.

Recommendations
The Governing Body is requested to note the content of this report.

Governance and Compliance
5.

Links to corporate objectives
2013/14 corporate objectives

Item links to
objectives √

1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Establish and develop the North Tyneside CCG as a
patient focused, clinically led commissioning organisation
3. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside
4. Lead and influence the development of health and social
care fit for the future
5. Deliver financial balance

Report author:
Report date:

√
√
√
√

Sharon Haggerty, Head of Quality & Patient Safety
16 April 2014
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 8.2

Title of report: Performance Report
Sponsor: Alison Thompson, Chief Finance Officer
Author: Gary Charlton, Planning & Performance Manager
Purpose of the report and action required: To report progress against the CCG
performance measures, for data available up to 31 March 2014. Members are asked to
note the latest performance and that locally calculated data has been included due to
the long time lags to the availability of nationally published data.
Executive summary: The CCG will be held to account by the NHS England Area
Team for delivery of the NHS Constitution, CCG Health Outcomes and Quality
Premium. The performance issues identified in this report are:
•

18 week targets – These are being delivered overall across our two local
Foundation Trusts (FTs), but there are challenges within some individual specialties.

•

Cancer Waits – North Tyneside CCG fell below the operational standard of 93% for
the percentage of patients seen within 2 weeks of an urgent referral for breast
symptoms in January 2014 as a result of pressures at both NUTHFT and NHCFT
who also breached the operational standard.

•

Friends and family test - Performance at Northumbria Healthcare NHS Foundation
Trust is above target set out in quarter 1. Performance in A&E at the Newcastle
upon Tyne Hospitals NHS Foundation Trust remains below the quarter 1 trajectories
although aggregated performance is back on par which means that NTCCG is
currently meeting this requirement.

•

Healthcare associated infections – Cases of MRSA have been identified at both
local FTs, although none relate to the North Tyneside CCG responsible population.
The Newcastle upon Tyne Hospitals NHS FT has breached its C. Difficile maximum
level for 2013/14.

•

Emergency admissions and readmissions – The CCG is on target to achieve
these elements of the Quality Premium.

•

Deaths at Home – December 2013, proxy data indicates that the CCG currently has
a year to date percentage of people dying in their usual place of residence of 51.1%
which is slightly below the annual target of 51.5% required for the Quality Premium.

•

Learning Disabilities - In the year to date preliminary data is indicating
performance at 91% of the required trajectory. This equates to an average of 53
health checks per month, which is below the required rate of 63
.

•

Activity trajectories – The CCG is performing above the expected level for A&E
attendances.
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Executive Summary
The performance report for North Tyneside CCG provides an overview of progress against the key measures of success as
identified by NHS England and highlighted to the Governing Body in April 2013. It includes delivery of the NHS Constitution, CCG
Health Outcomes and Quality Premium. The linkages between these different performance areas have been identified in the
relevant dashboards.
The systems for the reporting of performance data have been incorporated into the Reporting Analysis and Intelligence Delivering
Results (RAIDR) tool by the North of England Commissioning Support for all CCGs in the North East. Due to national data reporting
time lags, some published data for 2013/14 will not be available until 2014/15. Where possible, locally calculated data has been
included for the most recent period, for example, emergency admissions to hospital.
Where progress is below the required level, a rationale will be provided to explain the issue and the action being taken to resolve it.

NHS Constitution
Referral to treatment – Overall performance against the admitted, non-admitted and incomplete targets remains strong within our
two local acute Trusts, although this masks some underperformance within individual specialties in January, as follows:
Northumbria Healthcare NHS Foundation Trust (NHCFT)
The Newcastle upon Tyne NHS Foundation Trust (NUTHFT)

Oral surgery

Trauma and orthopaedics

Trauma and orthopaedics
Neurosurgery

Oral surgery

Action plans have been received from NUTHFT and timescales agreed for delivery across 2013/14. An action plan for oral surgery
has been received from NHCFT and shared with the Area Team, the lead commissioner for this service. The main issue has
related to staffing and recruitment and so a locum is being appointed in the short term, to be followed by the recruitment of a joint
post across NHCFT and NUTHFT.
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Cancer waits – North Tyneside CCG fell below the operational standard of 93% for the percentage of patients seen within 2 weeks
of an urgent referral for breast symptoms in January with a rate of 82.8%. This equates to 10 patients from a possible 58, not being
seen within 2 weeks of an urgent referral for breast symptoms. North Tyneside CCGs non-compliance in this area for January is a
result of pressures at both NUTHFT and NHCFT who also breached the operational standard for patients seen within 2 weeks of an
urgent referral for breast symptoms.
→ NUTHFTs rate was 91% which equates to 141 patients from a possible 155 being seen within 2 weeks of an urgent referral.
At the most recent NUTHFT performance sub group meeting on the 13th February, the trust provided rationale for their noncompliance in this area and sighted an increasing number of referrals from tertiary centres, choose and book issues with
regards to patients deferring and the clock not stopping, and an increase in referrals with a 8% on January last year, as the
main reasons for not meeting the required standard. The trust has put an action plan in place and is meeting with all tumour
groups with an emphasis on looking at the front end of the pathway.
→ NHCFTs rate was 89.7% which equates to 87 patients from a possible 97 being seen within 2 weeks of an urgent referral.
The reasons for the breach are still being investigated.

Cancelled operation – One patient was cancelled for non-clinical reasons at the Newcastle upon Tyne Hospitals NHS FT and was
unable to be rescheduled within 28 days. The patient was a cardiothoracic patient commissioned by NHS England and is not a
resident of North Tyneside.

CCG Health Outcomes
Indicators rated amber - There are currently 3 amber rated indicators, which have decreased from 5 since the last report.
No in-year data is available in relation to mortality rates, but the latest published figures are showing an increase in mortality from
cancer and liver disease between 2011 and 2012. These have been reviewed with Public Health colleagues and a report of the
findings and actions being taken in relation to liver disease was presented to the Clinical Executive on 26 February. The area of
cancer is highlighted as having high spend and health inequalities between different areas within North Tyneside, and is being
progressed in the context of the Commissioning for Value national feedback. Following CCG and Public Health discussions, a
6

request has been made to NECS for baseline data along the pathway from prevention through to mortality, and a response is
awaited.
Patient feedback is showing a lower performance in relation to ‘people feeling supported to manage their long term condition’. The
Health and Social Care Information Centre has been unable to provide a breakdown of the survey results to enable analysis of the
action to be taken and it was hoped this would be published in March, however to date; we are still awaiting this data.
Dementia diagnosis rate – Of the number of people estimated to have dementia in North Tyneside, 62.5% have been diagnosed
to the end of February 2014 against an end of year target of 56.3%. The next challenge will be to deliver the NHS England
requirement of a 67% diagnosis rate by March 2015, which is proposed as the local Quality Premium measure for 2014/15.
Friends and Family Test (Also within the Quality Premium) – Performance at Northumbria Healthcare NHS Foundation Trust is
above target set out in quarter 1. Performance in A&E at the Newcastle upon Tyne Hospitals NHS Foundation Trust remains below
the quarter 1 trajectories although aggregated performance is back on par which means that NTCCG is currently meeting this
requirement.
Healthcare associated infections (Also within the Quality Premium) – To the end of February, the CCG remains within trajectory
for the number of Clostridium Difficile cases, although Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) has
exceeded its trajectory for both the number of Clostridium Difficile and MRSA cases. NUTHFT has reported 7 cases of MRSA
between April and January, and NHCFT has reported 2. None of the MRSA cases relate to the responsible population of North
Tyneside CCG.

Quality Premium
Emergency readmission – At the end of January 2014, the CCG is on target to achieve this element of the Quality Premium and
is 26% below the year to date target for emergency readmissions within 30 days of discharge from hospital.
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Deaths at Home – Data on this indicator for the period April to December 2013 shows proxy local authority resident mortality data
provided by NECS and provides an indication that the CCG currently has a year to date percentage of people dying in their usual
place of residence of 51.1% which is slightly below the target of 51.5%.
Learning Disabilities – The year to date preliminary data is indicating performance at 91% of the required trajectory. This equates
to an average of 53 health checks per month, which is still below the required rate of 63. Learning disability health checks form part
of the GP practice quality dashboard, which has been and continues to be monitored with practices. Although we remain below the
required trajectory, the general feedback given by practices indicates that this Quality Premium measure should be met by the year
end with a substantial increase in practice appointments through February and March. February data proves this to be correct
although we still await data for March.
Work continues with NECS to populate data relating to the remaining indicator in the quality premium – potential years of life lost
from causes amenable to healthcare.
Financial breakeven or better – Against the financial position to January 2014, the CCG is forecasting a £2m pressure at the end
of the year, and if this remains the case at the year end, the CCG would not be eligible for any quality premium funding incentive. A
financial recovery plan is in place to address the funding shortfall.

Activity Trajectories
Monthly Activity Return (MAR) data is indicating that A&E attendances are performing above trajectory which is supported by local
contract monitoring (SUS).
This performance report is based upon data available up to 31 March 2014.
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Risk Assessment
In order to enable a focus on the key performance risks for the CCG, the following identifies the measures with a high or medium
likelihood of non-delivery.
High Risks
NHS Constitution
• 92% of patients to have waited less than 18 weeks at
specialty level
Health Outcomes
• Mortality rate from liver disease (increasing trend)
Quality Premium
• Number of MRSA cases (QP)
• Friends and family test
• People dying in their usual place of residence
• Adults with a learning disability receiving a health check

Medium Risks
NHS Constitution
• 62 day cancer wait from urgent GP referral to treatment (QP)
Health Outcomes
• Mortality rate from cancer
• Emergency admissions for children with respiratory tract
infections
• Unplanned hospitalisation for asthma, diabetes and epilepsy
(under 19s)
• Patient reported outcome measures - all
Quality Premium
• Potential years of life lost through causes amenable to
healthcare
• Number of Clostridium Difficile cases

9

NHS Constitution

Note: QP - Linked to Quality Premium
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CCG Health Outcomes

Note: QP - Linked to Quality Premium
TBC - To be confirmed
* - North of England Commissioning Support (NECS) calculated data
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Experience of Care – Friends and Family Test (F&FT)
Aggregated Performance Results
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Friends and Family Test - Aggregated Results

•

Northumbria Healthcare NHS Foundation Trust’s score has increased to 63 in January 2014 which is an improvement on the previous
three months although it is still below the average score across England. The aggregated uptake, which fell rapidly in December 2013 has
increased in January 2014 and is now above the England average and the required uptake threshold of 15%.

•

Newcastle upon Tyne Hospitals NHS Foundation Trust continues to perform strongly in this area and their score has increased to 75 for
January 2014, which is back on par with the Q1 score of 75 and therefore would mean that NTCCG met this indicator for the quality
premium. NUTHFT’s uptake has improved again and is now at 27.2%, above the England average.
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A&E Performance Results
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Friends and Family Test - A&E

•

Northumbria’s score has increased to 59 in January 2014 which is an improvement on the previous three months and now above the
England average. Northumbria’s response rate has increased significantly in this area and is now at 24.4% which is higher than the
required minimum threshold of 15% and above the England average.

•

Newcastle’s score at 67 in January 2014 has improved although still remains below performance in Q1, which could have potential
implications for the quality premium. The Trust’s uptake rate for A&E has decreased slightly to 17.4% although the rate remains above the
15% threshold and is on par with the England average.
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Inpatient Performance Results
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Friends and Family Test - Inpatient

•

The two Trusts continue to perform strongly in this area with scores higher than the England average.

•

Newcastle’s uptake rate is well above the 15% threshold in January 2014 with a rate of 42%. Northumbria’s uptake has increased significantly
and is now above the 15% threshold.
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Maternity Performance Results
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Question 1 - Antenatal Care

Safe Environment - Healthcare Associated Infection (C.Difficile)
North Tyneside CCG C.Diff Cases vs Trajectory

•

NHS North Tyneside CCG is currently performing within its
trajectory year to date with 49 acquired cases against a trajectory
of 59. 30 of the 59 C. Diff cases (51%) were community acquired.

•

Northumbria Healthcare NHS Foundation Trust is performing
strongly in this area with only 25 C. Diff cases against a year to
date trajectory of 35.

•

Newcastle upon Tyne Hospitals NHS Foundation Trust has
breached its 2013/14 maximum of 66 cases, with 81 C. Diff cases
to February.
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2013/14 Quality Premium

Note: OF - Linked to CCG Health Outcomes (Outcomes Framework)
C - Linked to NHS Constitution

CP - Linked to NTCCG Commissioning Plan
* - North of England Commissioning Support (NECS) calculated data

17

Quality Premium – Number of Emergency Readmissions within 30 days of Hospital
Discharge
Emergency Readmissions within 30 days of Hospital Discharge
500

•

In 2011/12, North Tyneside PCT was ranked
in the bottom 5% of PCTs nationally for the
rate of emergency readmissions, which was
therefore selected as a local Quality
Premium indicator for 2013/14.

•

Since May 2012 there has been a reducing
trend in the number of readmissions.

•

The main reductions have occurred at
NHCFT following the introduction of the
ambulatory care clinic during 2012/13. The
pathway change enables A&E attendances
to be further investigated and treated on an
outpatient basis, rather than being admitted.

•

The maximum threshold set for 2013/14 was
4610. 2826 cases have occurred in the first
ten months of the year, with a forecast
outturn of 3319. The CCG remains
strongly on target to achieve this element
of the Quality Premium.
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Definition – NHS England/Information Centre

18

Quality Premium – Percentage of people dying in their usual place of residence
People dying in their place of choice/at home (%)
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•

The CCG has specified the percentage of people dying in their place of choice, measured as those dying in their usual place of
residence, as a local Quality Premium measure in 2013/14. 70% of people when asked wish to die in their usual place of residence
rather than in hospital. The aim is to improve performance to 51.5% across 2013/14.

•

Mortality data for the CCG responsible population has not been available to the CCG owing to national information governance
changes from April 2013. However, NECS has been able to secure local authority resident population mortality data as a proxy, and
when combined with the outcome of hospital admission data, it provides an indication of progress.

•

This reveals that between April and December 2013, 51.1% of deaths have occurred in the usual place of residence, just short of the
target. However, as the trend is on an upward trajectory, performance is likely to continue to move towards the target in the
remainder of the year.
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Quality Premium – Percentage of eligible adults with a learning disability receiving a NHS
health check
% of eligible adults with a learning disability, receiving a NHS health check
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•

NHS North Tyneside CCG has set a local quality premium target of 70% of adults with a moderate or severe learning disability
to receive a health check in 2013/14. Altogether 1080 people have a learning disability in North Tyneside.

•

In the year to date preliminary data is indicating performance at 91% of the required trajectory. This equates to an average of
53 health checks per month, which is still below the required rate of 63.

•

Although we remain below the required trajectory, practices provided assurance that there will be a substantial increase in
practice appointments during quarter 4. Thus far this has proved correct and if the same amount of activity which took place in
January and February 2014 is maintained within March, NTCCG will meet this requirement of the quality premium.
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2013/14 Activity Trajectories
NHS North Tyneside CCG Assurance 2013/14
Activity
Trajectories
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6,321

-758

-10.7

6,066

5,707

-359

-5.9

Oct-13

3,653

-0.8

2,599

-20.3

7,754

7,970

216

2.8

6,130

7,101

971

15.8

Nov-13

3,336

0.4

2,373

-15.8

7,079

6,149

-930

-13.1

5,761

5,276

-485

-8.4

Dec-13

3,177

-8.6

2,260

2,116

-144

-6.4

6,742

5,576

-1,166

-17.3

5,999

5,176

-823

-13.7

Jan-14

3,494

3,317

-177

-5.1

2,486

2,068

-418

-16.8

7,417

6,118

-1,299

-17.5

6,008

6,400

392

6.5

YTD Total

33,834

33,150

-684

-2.0

24,069

20,037

-4,032

-16.8

71,804

64,314

-7,490

-10.4

61,592

62,283

691

1.1

3,349
2,903

-28
13
-274

Target

1.9

2,373

Actual

Varian
ce

%
Variance

Target

2,096

-277

-11.7

A&E Attendances mapped

Month

3,625

%
Variance

First Outpatient Attendances

Varian
ce

2,071
1,999

-528
-374

Actual

Varian
ce

%
Variance

Target

Actual

Varian
ce

%
Variance

7,079

7,120

41

0.6

6,195

5,966

-229

-3.7

Source: Provider Monthly Activity Returns (MAR)

This should be considered in the context of contractual performance as measured through contract minimum data sets submitted
by providers through the Secondary Uses Service (SUS), which indicates the following:
•
•
•
•

Elective FFCEs: under-contract
Non-elective FFCEs: under-contract
First outpatient attendances: under-contract
A&E attendances: over-contract
21
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Report to: Governing Body
Date:

29 April 2014

Agenda item: 9.2

Title of report: 2014/15 CCG Budget
Sponsor:
Author:

Jeff Goldthorpe, Head of Finance, NHS North Tyneside CCG
Emma Kelly, Finance Manager, NHS North Tyneside CCG

Purpose of the report and action required:
This report presents the NHS North Tyneside CCG approved budgets for 2014/15.
Members are asked to note the 2014/15 budgets that were approved by the Council of
Practices on 26 March 2014

1.

Background / introduction /context
The 2014/15 budgets have been presented to, and assured by, the Governing
Body and subsequently approved by the Council of Practices on 26 March 2014
The Governing Body is asked to note the 2014/15 approved budgets.

2. Work undertaken to date
The headline allocations for CCGs for 2014/15 and 2015/16 were received from
NHS England in December 2013.
Based on these allocations the Chief Finance Officer developed the initial medium
term plan which set out the 2014/15 affordability envelope for the contract
negotiations.
Detailed budgets were finalised and presented to the Governing Body and Council
of Practices in March 2014.
These budgets were approved by North Tyneside CCG Council of Practices on 26
March 2014

3.

Key points
3.1 Appendix 1 sets out the approved budgets for the financial year 2014/15.
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4. Implementation plan/next steps
The approved budgets will be uploaded to the computerised financial system in
April 2014.
The CCG finance team will monitor financial performance against these budgets
on a monthly basis, presenting details of the monthly reported position to
Governing Body meetings throughout the financial year 2014/15.

Governance and Compliance
5. Links to corporate objectives
2013/14 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Establish and develop the North Tyneside CCG as a
patient focused, clinically led commissioning organisation
3. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside
4. Lead and influence the development of health and social
care fit for the future
5. Deliver financial balance

Item links to
objectives √
√
√
√
√
√

6. Consultation and engagement
The Governing Body receive financial monitoring and performance updates at their
meetings.

7. Resource implications
Included in the paper.

8. Risks
The CCG is required by statute to ensure that expenditure does not exceed the
aggregate of its allotments or commissioning budgets for the financial year.

9. Equality assessment
No impact

10. Environment and sustainability assessment
No impact
Report author:

Emma Kelly, Finance Manager

Report date:

22 April 2014c
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Appendix 1 – 2014/15 Proposed Budgets
2014/15 Report Headings

Month 11 Forecast
Assumptions

Rec
£000
01 Newcastle UT HFT contract
02 Northumbria HCFT contract
03 Northumberland Tyne & Wear Trust
04 North East Ambulance Service
05 Other Acute
06 Prescribing
07 Oxygen

08 GP OOH
09 Mental Health
10 Local Authority
11 Continuing Healthcare
12 Newcastle Community
13 Northumbria Community
14 Property Services
15 Other contracts
16 Learning Disabilities
17 Local Enhanced Services
18 Running Costs
19 Non Recurrent
20 Contingency
21 Reserve/(CIP)
22 Surplus
23 Better Care Fund

58,623
103,760
19,724
0
7,506
5,418
0
35,571
520
0
0
1,760
345
4,352
20,269
895
22,012
704
942
400
1,208
0
5,280
0
0
0
0
0
289,289

Non Rec
£000
0
490
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
58
0
0
0
-600
0
0
-1,180
0
0
-1,232

Net Adjustments
(Inflation & Efficiency
requirements,
Pressures and
Precommitments)
Rec
£000
875
-3,336
-209
0
-47
-81
0
1,823
21
0
0
-240
-6
1,351
886
-16
1,605
-13
66
-7
-22
0
-25
0
0
-3,247
0
0
-623

Non Rec
£000
0
-8
0
0
0
0
0
0
0
0
0
0
103
1,478
0
0
490
0
0
0
0
0
600
0
0
2,689
0
0
5,352

2014/15 Opening Baseline

Rec
£000

Non Rec
£000

TOTAL
£000

59,498
100,424
19,515

0
482
0

59,498
100,906
19,515

7,459
5,337

0
0

7,459
5,337

37,394
541

0
0

37,394
541

1,520
339
5,703
21,155
879
23,617
691
1,008
393
1,186

0
103
1,478
0
0
490
0
58
0
0

1,520
442
7,181
21,155
879
24,107
691
1,066
393
1,186

5,255
0
0
-3,247
0

0
0
0
1,509
0

5,255
0
0
-1,738
0

288,666

4,120

292,786
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 9.3

Title of report: 2014/15 Contract Information
Sponsor: Phil Clow – Director of Commissioning Development
Author: Andy Todd – Commissioning Manager, NECS
Purpose of the report and action required: This report is for information
Executive summary:
•
•
•
•

To update the Governing Body on 2014/15 contracts put in place by North
Tyneside CCG
Highlight all Hospital and Ambulance contracts in the region held with North
Tyneside CCG
Identify the contract values in place, including those with applicable CQUIN
values
Highlight contract durations and any relevant issues or risks relating to the
individual contracts detailed within the report
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 9.3

Title of report: 2014/15 Contract Information
Sponsor: Phil Clow – Director of Commissioning Development
Author: Andy Todd – Commissioning Manager, NECS
Purpose of the report and action required: This report is for information

1.

Background / introduction /context
This report gives an overview of each of the contracts that have been agreed
on behalf of North Tyneside CCG for the financial year 2014/15.

2.

Work undertaken to date
There are a variety of contracts held with different providers, including hospital
FT’s, ambulance providers, acute services providers, third sector providers and
hospices. All providers have had the relevant efficiency deflators applied to
contract values for 2014/15.
Table 1 below lists all of the hospital FT contracts and the NEAS contracts held
with North Tyneside CCG for 2014/15, including details of the contract value,
any applicable CQUIN and the overall total value.

Table 1
Provider Name / Contract
(Acute & Ambulance Providers)
County Durham - Acute Contract
Gateshead Health - Acute Contract
NEAS - Ambulance Contract
NEAS - NHS 111 Contract
Newcastle Hospitals - Acute Contract
Newcastle Hospitals - Community
Contract
Northumbria Healthcare - Acute
Contract
Northumbria Healthcare - Community
Contract
Northumberland Tyne & Wear NHS
Foundation Trust

Contract Value

CQUIN

Total Contract
Value inclusive of
CQUIN

128,628

3,026

131,654

-

-

600,000

6,647,013

159,442

6,806,455

623,710

N/A

623,710

58,586,176

1,416,200

60,002,376

863,089

15,852

878,941

98,490,696

2,415,304

100,906,000

23,788,560

564,664

24,353,224

19,455,347

486,383

19,941,730

Table 2 below lists all other contracts that have been put in place for 2014/15,
again detailing contract values and any applicable CQUIN.
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Table 2
Provider Name / Contract
(Non-FT providers)
Action for Blind - Block Contract
Age UK (Fit as a Fiddle) - Block
Contract
BPAS - Block Contract
Connect Physical Health Centre IMATTS
Coping with Cancer - Block Contract

Contract Value

CQUIN

Total Contract
Value inclusive of
CQUIN

1,797

N/A

1,797

9,375

N/A

9,375

29,892

747

30,639

282,343

N/A

282,343

4,798

N/A

4,798

Disability North - Block Contract

17,378

N/A

17,378

InHealth LTD - MRI for IMATTS

101,086

2,527

103,613

Marie Curie - Block Contract

293,988

7,350

301,338

Marie Curie - Nursing Service

53,169

N/A

53,169

Norprime LTD - IMATTS
Northern Doctors Urgent Care - Out
of Hours Contract
Nuffield Health - Acute Contract

189,615

N/A

189,615

1,519,900

N/A

1,519,900

300,114

7,503

307,617

Ramsay Healthcare - Acute Contract

1,509,472

37,737

1,547,209

Spire Healthcare - Acute Contract

56,172

1,404

57,577

St Oswalds - Block Contract
St Oswalds - Non Palliative
Lymphdema Service
Tyneside Surgical Services - Acute
Contract

174,673

4,367

179,040

160,002

1,675

161,677

46,454

1,161

47,616

Table 3 below lists all of the Mental Health contracts that have been put in place for
2014/15, again detailing contract values and any applicable CQUIN.
Table 3 Mental Health Contracts
Mental Health Provider Name /
Contract inc Non-FT providers

Contract Value

CQUIN

Total Contract
Value inclusive of
CQUIN

Acorns
29,176

N/A

29,176

Barnardos North East (Believe In
Children)
Barnardos North East (Believe In
Children)
Cruse Bereavement Counselling

24,744

N/A

24,744

8,414

N/A

8,414

7,501

N/A

7,501

Independent Advocacy (North
Tyneside)
LD North East

50,925

1,273

52,198

51,679

N/A

51,679

Mental Health Concern

91,018

2,275

93,294

Momentum Skills North East

12,145

N/A

12,145

North Tyneside Carers Centre

50,198

1,254

51,453

`Northern Initiative On Womens
Eating (NIWE)

6,432

N/A

6,432
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Rape Crisis Tyneside and
Northumberland (RCTN)
Tyneside Women's Health

5,883

N/A

5,883

1,783

N/A

1,783

VODA

17,388

N/A

17,388

In addition to the contracts which are listed above, a number of other contracts
are held with providers that were procured at various points through an AQP
route to deliver such services as community dermatology, anti-coagulation
treatment and ultrasound. Each of these contracts are ‘zero based’ ie: do not
have a budgeted value set against them as they do not have any guaranteed
minimum activity. NECS were instructed to agree contracts on this basis. The
AQP providers are as follows:
•
•
•
•
•
•
•
•

3.

Newcastle Hospitals – Dermatology
Physiological Measurements Ltd – Ultrasound
Freeman – Anticoagulation
Intrahealth – Anticoagulation
Hadrian Primary Care Alliance – Anti coagulation
Harbottle Surgery – Anti coagulation
Haltwhistle – Anti coagulation
Boots – Anti coagulation

Key points
3.1 Areas of particular note relating to the contracts highlighted within table 1
are as follows:
•

County Durham Acute: There is currently a significant gap between
commissioner and provider in being able to agree this contract; therefore
contract duration has yet to be agreed. Figures included within table 1
are not agreed, the initial NECS modelling figure has been included for
information.

•

Newcastle Hospitals Acute & Community Contracts: 2 year contracts
agreed. Potential significant cost pressures in the acute contract due to
perceived differences in demand plans between provider and
commissioners. CCG has agreed to pay PbR for any over performance
against contracted plan, but this is to be monitored closely so that any
activity management plans can be initiated at the earliest point.

•

Gateshead Health Acute: 2 year contract agreed. The FT continue to
experience data quality issues therefore contract values are indicative,
however, once resolved, a detailed activity and finance plan will be
produced which will clarify the final contract values.

•

NEAS 999 Contract: 2 year contract agreed. The 999 section of the
contract includes decreasing conveyance tariffs whereby the more
activity that is conveyed, the less money the provider receive. The
Patient Transport Service contract remains on block with no investment
tin 2014/15. The CCG should note that any significant increases in
activity may present a financial risk in year due to limited capacity.
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NECS are currently working on a number of demand management and
capacity increasing projects to mitigate financial risks for CCGs.
•

NEAS 111 Contract: 5 year award (initially awarded in 12/13).

•

Northumbria Healthcare Acute: 2 year contract has been agreed.

•

Northumbria Healthcare Community: 1 year contract agreed.

•

Northumberland Tyne & Wear NHS Foundation Trust: 2 year contract
agreed.

3.2 Areas of particular note relating to the contracts highlighted in table 2 and 3
are as follows:
•

•

•
•

•

•

Contracts held with Independent Sector Providers (Ramsay, Spire,
Nuffield, TSS) have been subject to some additional demand modelling
that identified a number of procedures that are able to be carried out as
OP Procedures as opposed to Day Case procedures, therefore reducing
the overall cost to Commissioners. Where appropriate, this shift in
demand has been applied. This negotiation process has been ongoing
with providers in order to agree the revised demand plans and whilst at
the time of writing this report these contracts have not been fully
finalised, the contract values detailed in Table 2 are intended to be the
final values.
All providers of acute services have had the Value Based Clinical
Commissioning Policy included within the contract, providing
Commissioners with greater leverage in managing demand and any
inappropriate referrals.
A number of contracts have been agreed with no CQUIN scheme and as
such, no additional funding.
All contracts have been issued on a 1 year term, with the exception of
Independent Sector providers who have been offered 2 years, and
NDUC who has recently been awarded as part of a procurement process
and was done so on a 3 year basis, therefore meaning the annual value
of the contract will remain static for this entire period.
Hospices have an element of the contract which is related to the
purchase of garments, which is essentially a pass through cost and is
the only element of any contract which was unable to have an efficiency
saving applied.
Mental Health Concern contract is awaiting a North Tyneside specific
CQUIN. The provider is working up an appropriate measure for CCG
consideration.
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 10.1

Title of report: Patient Forum report
Sponsor and author: Lesley Young-Murphy, Executive Director of Nursing and
Transformation
Purpose of the report and action required: Members are asked to note the
successful development and work of the Patient Forum in the first year of the CCG
Executive summary:
Public and patient engagement
Public and patient engagement is at the heart of the CCG ambitions to improve
healthcare. The CCG aspires to truly embed the public and patient voice within the
organisation, going further than is required in the Health and Social Care Act 2012.
North Tyneside CCG Patient Forum
The Patient Forum was in place prior to 1 April 2013. The Forum became a
subcommittee of the Governing Body from 1 January 2014. The membership of the
Patient Forum is drawn from the GP Practice Patient Participation Groups (PPGs).
The Patient Forum is chaired by Eleanor Hayward, CCG Lay Member for Public and
Patient Involvement. It is facilitated by the North Tyneside Community and Health
Care Forum. Dr Lesley Young-Murphy, Executive Director of Nursing and
Transformation is the lead director.
The Patient Forum has gone from strength to strength over the year. Meetings of the
patient forum were held in April 2013, May 2013, July 2013, September 2013,
November 2013, January 2014 and March 2014. The forum has been involved in a
range of activities including looking at the CCG’s commissioning intentions, self-care,
older people and dementia, improving end of life care and other issues. Their work
has included the development of the ‘Keep calm and be ready for winter’
campaign, designed to signpost local people to the right NHS service for their needs
and to remind them that many common winter ailments and illnesses are easily
treated at home, or with advice from a pharmacist – with no need to see a doctor or
nurse. The campaign was initiated by the North Tyneside CCG Patient Forum and
was adopted by other CCGs across the region.
The Patient Forum has a number of sub groups, aligned to the CCG strategic
priorities, including, for example, promoting self-care. The Patient Forum has a
programme of work, with meetings of the sub groups and Forum planned throughout
2014/15.
For more information about the Patient Forum, contact Michele Spencer
North Tyneside Community and Health Care Forum, 0191 295
4233, michele.chcf@btinternet.com
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 11.1

Title of report: CCG Corporate Objectives 2014/15
Sponsor: Maurya Cushlow, Chief Officer
Author: Pauline Fox, Head of Governance
Purpose of the report and action required: Governing Body members are asked
to note and approve the proposed 2014/15 CCGs Corporate Objectives.
Executive summary:
The CCG has an agreed vision - Working together to maximise the health and
wellbeing of North Tyneside communities by making the best use of NHS
resources – and three strategic principles which guide our commissioning plan:
• Preventative healthcare and promoting wellbeing;
• Delivering care locally in primary, community and home settings and
• Promoting self- care and care planning.
To support this, the CCG adopted five succinct corporate objectives in June 2013.
These have been reviewed and a slight change to objective 2 is proposed. Rather
than ‘establish and develop’ it is proposed that the wording outlined below is adopted,
‘develop and grow’ to reflect the need to build on the achievements of the first year.
The proposed corporate objectives for 2014/15 are:
1. Commission high quality care for patients, that is safe, value for money and in
line with the NHS Constitution
2. Develop and grow North Tyneside CCG as a patient focused, clinically led
commissioning organisation
3. Work collaboratively with partners and stakeholders to be responsive to the
population of North Tyneside
4. Lead and influence the development of health and social care fit for the future
5. Deliver financial balance
The corporate objectives reflect the commissioning intentions, statutory functions and
duties of the CCG and the NHS constitution.
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 11.2

Title of report: Better Care Fund
Sponsor & Author: Phil Clow, Director of Commissioning Development
Purpose of the report and action required: This report is for information, to advise
the Governing Body of the Better Care Fund plan submitted to NHS England.
Executive summary:
North Tyneside CCG submitted plans to implement the Better Care Fund to NHS
England on 4th April 2014. The Better Care Fund (BCF) plan is attached to this paper
for information.
The BCF is a national programme to move investment from acute care into primary,
community and social care; providing better care to patients and driving integration
across health and social care. The value of the fund for North Tyneside is £16.6m.
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Appendix 1
Better Care Fund planning template – Part 1
Please note, there are two parts to the template. Part 2 is in Excel and contains metrics
and finance. Both parts must be completed as part of your Better Care Fund Submission.
Plans are to be submitted to the relevant NHS England Area Team and Local
government representative, as well as copied to: NHSCB.financialperformance@nhs.net
To find your relevant Area Team and local government representative, and for additional
support, guidance and contact details, please see the Better Care Fund pages on the
NHS England or LGA websites.

1)

PLAN DETAILS

a) Summary of Plan
Local Authority

North Tyneside Council

Clinical Commissioning Groups

NHS North Tyneside CC

Boundary Differences

The CCG and Council are coterminous;
however the CCG registered population
of 215,000 is greater than the local
authority resident population of 201,000

Date agreed at Health and Well-Being
Board:
Date submitted:
Minimum required value of ITF pooled
£0.00
budget: 2014/15
2015/16 £16,597,000
Total agreed value of pooled budget:
2014/15
2015/16

£7,623,008
£16,597,000
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b) Authorisation and signoff
Signed on behalf of the Clinical
Commissioning Group
By
Position
Date

NHS North Tyneside CCG
<Name of Signatory>
<Job Title>
<date>

Signed on behalf of the Council
By
Position
Date

North Tyneside Council
<Name of Signatory>
<Job Title>
<date>

Signed on behalf of the Health and
Wellbeing Board
By Chair of Health and Wellbeing Board
Date

North Tyneside Health and Wellbeing
Board
<Name of Signatory>
<date>
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Summary of sources of the Better Care Fund
Table 1 - Overview of sources of funding for the North Tyneside Better Care Fund

Total required amount of Better Care Fund in 2015/16
Actual amount contributed to Better Care Fund in 2015/16
Total amount of potential investments in 2015/15
Excess of potential investment over savings

£16,597,000
£16,597,000
£19,313,281
£2,716,281

Further detail of the source and application of funds is shown in Table 2 overleaf.
In order to mitigate the risk that there is a time lag between the development of
alternative community and social care services, and the release of savings from acute
care, a contingency fund of £3m will be created.
Currently, the potential investments in 2015/16 exceed the available funds by £2.7m. As
business cases are further developed, this gap will be managed down. The Better Care
Fund Programme Board (see page 32) will oversee the approval of tranches of business
cases, managing demand against the available resources.
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Table 2

Sources of funding
Initiatives primary related to existing or mandated transfers between health and social
2014/15
Comprising the following:
2015/16
NHS support to social care
£ 4,725,262 £
4,725,262
£ 1,300,000 £
1,300,000
Reablement
560,000
£
560,000 £
Carers support
493,746
£
493,746 £
s75 Joint Equipment Loan Store
544,000
£
544,000 £
s75 Intermediate Care ("The Cedars")
£
1,200,000
Continuing care for older people
£
574,000
Capital
£
790,000
Disabled Facilities Grant
Initiatives with a direct financial impact on NHS Foundation Trusts
2014/15
Comprising the following:
2015/16
80,000
£
- £
Primary care provision of urgent care services as an
alternative to A&E
Ensuring all patients aged 75 + have a dedicated care
manager, including supporting GP practice plans;
provision of proactive and coordinated primary care
input to nursing and residential homes; and
continuation of HRPP programme with extended
geriatrician support

Contribution to the BCF
2015/16
2014/15
£7,623,008 £10,187,008

£0

Required investment
2014/15
2015/16

£ 4,725,262 £
£ 1,300,000 £
£ 560,000 £
£ 493,746 £
£ 544,000 £
£
£
£
£

4,725,262
1,300,000
560,000
493,746
544,000
1,200,000
574,000
790,000

£

40,000

£6,409,992

£

500,000

£

1,000,000

Advanced care planning in nursing and residential
homes and expanding palliative care approaches

£

-

£

613,000

£

390,000

Increased use of ambulatory care
Community based falls prevention and assessment
Reduce repeat alcohol related admissions
Reduce emergency admissions for COPD
Extend the service hours of the integrated elderly
assessment and admission avoidance service.

£
£
£
£
£

-

£
£
£
£
£

270,000
520,000
210,000
150,000
164,847

£
£
£
tbc
£

260,000
-

Increased use of telecare
Community navigators & support network
Immediate response and overnight home care
Slow stream rehabilitation beds
Procuring an improved home care service
Liasion Psychiatry
Extend Care @ Home concept, currently used for
patients with COPD, to other appropriate specialities, so
that patients are discharged home as soon as an MDT
permits but continue to receive care, using a ‘virtual
ward’ approach.

£
£
£
£
£
£
£

-

£
£
£
£
£
£
£

486,578
102,492
887,635
160,000
495,443
110,000
623,000

£
£
£
£
£
tbc
£

243,289
51,246
443,818
80,000
100,000

Offer reablement to a greater proportion of elderly
patients who are discharged from hospital.

£

-

£

510,000

Implementing "Principal Community Pathways" and
"Augmented services" to reflect switch in investment
from inpatient services to commuinty services (mental
health)

£

-

£

526,997

£

526,997

£
£
£

597,000
2,000,000
3,000,000

Revenue consequences of Care Bill implementation
Protection for Social Care
Dual running costs
£7,623,008
£0

TOTAL
Minimum amount of the Better Care Fund

Page 4 of 51

£16,597,000
£16,597,000

82,423

311,500

£7,623,008 £ 19,313,281

c) Service provider engagement
Please describe how health and social care providers have been involved in the
development of this plan, and the extent to which they are party to it
Development of the plan has been overseen by a Better Care Fund group which is
chaired by the CCG Director of Commissioning Development and includes the Head of
Adult Social Care; the Head of Commissioning and Fair Access (local authority children
and young peoples’ services); and finance/business planning managers from
Northumbria Healthcare NHS Foundation Trust, Newcastle upon Tyne Hospitals NHS
Foundation Trust, and Northumberland, Tyne and Wear NHS Foundation Trust.
The initiatives which are proposed to be funded through the Better Care Fund are heavily
based on previous discussions at the integration boards, with provider input, and on the
bid submitted for Integration Pioneer status, which was signed off by CCG Chief Officer,
Elected Mayor, and the Chief Executive of Northumbria Healthcare NHS Foundation
Trust.
Following the Health and Wellbeing Board meeting on 14th January, two further meetings
of the multi-agency group which developed the proposals have been held, with additional
input from the two acute NHS Foundation Trusts. In addition, separate meetings have
been held with the Director of Finance of Northumbria Healthcare NHS Foundation Trust
and with the Head of Adult Social Care at the council. All partners have positively
engaged by discussing how to reduce admissions..
Officers have reviewed the proposed plan resulting in the following amendments:
The presentation of the plan now more clearly differentiates between savings arising from
(a) reduced attendances at A&E or reduced admissions, and (b) reduced length of stay.
The baseline against which changes have been measured has been changed from
2012/13 to the 2013/14 forecast outturn. The reason for this change is to take account of
significant reductions in emergency admissions, and some reductions in A&E
attendances, which have already taken place this year. The new method focuses on the
work which is still to be done.
Changes to specific initiatives are:
Primary care provision of urgent care services as an alternative to A&E
This is an additional element of the plan which aims to develop enhanced primary care
services which can reduce the number of A&E attendances. Other factors which will help
to reduce A&E attendances include : social marketing of appropriate pathways into
services; self-care and education; support to carers; increased access to primary and
community care within and out-of hours, including preventative healthcare and support to
nursing homes; expanded role of primary care in the case management of people aged
over 75; integration of services for older people across health and social care; alcohol
specialist nurse support in A&E to support referral into appropriate pathways and reduce
reattendances.
Savings of £69k are proposed; this is equivalent to reducing the number of A&E
attendances which require no significant investigation or treatment (currently 11% of
attendances) by 16%, or an overall reduction in A&E attendances of 1% per year. The
initiative is specifically aimed to reduce attendances in cases where self-care, pharmacy
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advice, or a primary care consultation, may be appropriate.
Table 3 – proposed change in number of A&E attendances

Provider
Northumbria
Healthcare
Newcastle
Hospitals
Both providers
combined
Growth
assumption

2012/13 actual

2013/14 2014/15
forecast trajectory

2015/16
trajectory

52,358

49,644

49,148

48,656

15,728

15,221

15,068

14,918

68,086

64,865

64,216

63,574

-1%

-1%

A&E attendances by North Tyneside patients, for April-December 2013 were 3.2% lower
than the same period in the previous year at Northumbria Healthcare, and 1.7% lower at
Newcastle Hospitals.
Ensuring all patients aged 75+ have a dedicated care manager, including
supporting GP practice plans
The proposed savings from this initiative have been reduced from £1m to £500k, to take
account of potential double-counting, and reductions achieved in 2013/14. Admissions
from nursing homes, and those relating to falls, alcohol, and COPD, are separately
accounted for and have therefore been removed from the calculated savings under this
heading. Around 630 patients are known to currently have a care manager under the
High Risk Patient Programme; this initiative includes continuing and expanding the High
Risk Patient Programme.
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£

All providers
Northumbria
18,534,359 £
13,397,344 £

Newcastle
5,021,220

A

Costs of NON-ELECTIVE EMERGENCY hospital admissions in
2013/14 for North Tyneside patients aged 75+

B
C

Number of NON-ELECTIVE EMERGENCY hospital admissions in
Deduct cost of falls in patients 75+, to avoid double-counting £

6,394
2,277,204 £

4,770
1,821,763 £

1,575
455,441

D

Deduct cost of COPD admissions in patients 75+, to avoid
double-counting

£

495,230 £

413,332 £

81,898

E

Deduct cost of alcohol-specific admissions in patients 75+, to £
avoid double-counting

31,983 £

26,557 £

5,426

F

Deduct cost of admissions of nursing home residents, to
avoid double-counting

£

1,473,736 £

1,105,302 £

368,434

G

Net Costs of NON-ELECTIVE EMERGENCY hospital admissions in
2012/13 for North Tyneside patients aged 75+, after deducting
amounts for specific causes - falls, COPD, and alcohol
£

14,256,206 £

H

Percentage share of total attributable to each acute provider

10,030,390 £
70.4%

4,110,021
28.8%

I

Proposed contribution to the BCF in 2015/16

£

500,000 £

351,790 £

144,148

J

Number of avoided admissions required to generate the
proposed saving

172

125

47

K

Percentage reduction against 2013/14 forecast outturn for nonelective emergency admissions

2.6%

3.7%

Table 4 – adjusting the target for admissions reductions in patients 75+, to avoid double counting with other initiatives

172 avoided admissions equates to an average of 6 avoided admissions per year per
practice. This appears a modest number, but it is set against a backdrop of a projected
increase in the 75+ population of 7% by 2015/16 - therefore a larger reduction in
admissions rate per 1,000 population is required to achieve a reduction of 172
admissions.
Reduce emergency admissions for COPD
The proposed savings have been reduced from £400k to £137k to take account of
reductions in numbers of admissions which have already taken place in the 2013/14
financial year.
The cost of COPD admissions has been falling for the last three years; the projected
reduction in 2013/14 is 210 admissions. The proposed reduction of a further 56
admissions, would still leave North Tyneside with a COPD admissions rate above the
national average. Reported prevalence of COPD in North Tyneside is below the level of
our neighbours, but the level of admissions is higher than our neighbours. There may be
significant numbers of patients with undiagnosed COPD .
QOF data shows that there are large numbers of patients who do not have diagnosis
confirmed by spirometry; do not have a record of forced expiratory volume; do not have a
recorded review in the past six months; and do not have a recorded influenza
immunisation. Many of these patients have been “excepted” from the QOF process.
Further social care interventions
A range of initiatives to strengthen the ability of social care to keep people well at home
have been identified by North Tyneside Council. They are overnight care support;
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increased use of telehealth; emergency home care; procuring an improved home care
service; slow stream rehabilitation beds; and the use of community navigators. The
financial value of the associated savings are included in Table 1 on page 3.
Liaison Psychiatry
It is widely acknowledged that people with physical health needs and longer terms
conditions have a higher prevalence of mental health needs. It is estimated that
approximately half of all in patients in a hospital setting have a mental health condition
which includes depression, dementia or delierium. If those co-morbidities are not treated,
it can result in poorer health outcomes and increased morbidity and mortality rates.
A liaison psychiatry service which operates in Birmingham called the Rapid Assessment
Interface and Discharge service (RAID) has been identified by the Department of Health
as having generated "significant cost savings and health improvements". Both the Mental
Health Network of the NHS Confederation and the London School of Economics have
conducted analysis of the RAID model and have confirmed the cost and quality benefits.
A conservative estimate of cost savings is on the basis that for every £1 spent, there will
be £4 made in savings.
A small liaison psychiatry service currently operates from Monday to Friday during office
hours at North Tyneside General Hospital. The teams’ current response times are
significantly longer than those identified in the Birmingham RAID model, it is unable to
cover all potential sites including A&E, the Elderly Assessment Centre and off-site units
such as The Cedars, Princess and Charlton Courts. Although the team has provided
training and educational input for DGH staff, which has been identified as one of the most
positive benefits of a RAID service, this has had to stop due to signficiant clinical
workload pressures. Also, no dedicated psychology input is available to the team to help
manage patients psycholgoical needs, particularly for people with medically unexplained
symptoms.
This proposal has been developed to provide an extended and improved liaison
psychiatry service which will focus on patients aged over 65 years. The new service
would:
-

increase teaching and training capacity, develop a hospital training programme and
cover A&E staff, and off-site services
- extend coverage and improved responsiveness of the Older Persons Mental Health
Liaison Team to include front of house (A&E and Elderly Assessment Centre) and
The Cedar, Princes Court and Charlton Court. Response times would be 1 hour for
patients in front of house settings and 1 working day for inpatients on a ward.
- provide psychology input, in line with the RAID model, to meet the needs primarily of
people with medically unexplained symptoms
- extend current working hours to include 4 hours per day each on Saturday and
Sunday
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Further provider feedback
Feedback from Northumbria Healthcare NHS Trust included the following points:
Table 5

Comment from Northumbria Healthcare
“Improved access to urgent primary care –
hopefully supporting our base site,
integrated model”
“RAID-implementing as per Sunderland
etc”
“Community Geriatrics – we probably
need investment to support HRPP etc
anyway so try and include 2 posts”

“Community Investment – similar to
Northumberland“

“Support to nursing homes – community
based support, maybe augmented by
Community Geriatricians, supporting
nursing homes and avoiding admission”
“Comm Pall Care- big push on supporting
people at home rather than admission”

“Ambulatory Care and Elderly
Assessment-any further extension of
these”

Action taken
This has been added to the BCF plan –
see page 5
This has been added to the BCF plan –
see page 8
The High Risk Patient Programe has been
specifically referenced within the overall
category of “Ensuring all patients aged
75+ have a dedicated care manager” –
see page 6.
The CCG is keen to ensure that income
earned by FTs under gain share
arrangements is invested into community
services to help avoid admission and
reduce length of stay. This will help to
achieve the BCF plan element which
relates to reducing Excess Bed Days.
Support to Nursing Homes and Care
Homes is included in the BCF plan – see
“Improve end of life care” on page 16
Support to Nursing Homes and Care
Homes is included in the BCF plan – see
“Improve end of life care” on page 16
Increased use of ambulatory care is
included in the BCF plan – see page 20.
Increasing the hours of the Elderly
Assessment Centre is also included – see
page 36

d) Patient, service user and public engagement
Please describe how patients, service users and the public have been involved in the
development of this plan, and the extent to which they are party to it

A three week public engagement process was held between 16 September and 7
October 2013 during which time many different opportunities for feedback were
provided, including four public drop-in sessions, on-line and paper surveys, and focus
groups. In total, comments were received from over 150 people. Positive comments
were made across all areas of care, including healthy living centre services, primary
care, emergency care and district nursing services. Some key themes regarding
areas in need of improvement, which are reflected in the Better Care Fund, were as
follows:
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•
•
•
•
•
•
•

Access to primary care appointments at GP practices
A desire for more convenient hospital appointments at weekends and evenings,
outside of work and school hours
Confusion around who to contact for urgent care in and out of hours
The need for more joined up health and social care, and working in partnership
with the voluntary sector
The quality of care in nursing homes
Greater education on self-management of conditions, minor illnesses and
following recovery from illness
The need for greater signposting and awareness of services for carers and people
long term conditions, including dementia and learning disabilities.

.

e) Related documentation
Please include information/links to any related documents such as the full project plan for
the scheme, and documents related to each national condition.

Document or information title
Health and Wellbeing Strategy 2013-23

Joint Strategic Needs Assessment 2013

North Tyneside CCG Strategic and
Operational Plan 2014/15 – 2018/19

North Tyneside Council – Council Plan

Synopsis and links
http://www.northtyneside.gov.uk/pls/port
al/NTC_PSCM.PSCM_Web.download?
p_ID=547453
http://www.northtyneside.gov.uk/pls/port
al/NTC_PSCM.PSCM_Web.download?
p_ID=550377
http://www.northtynesideccg.nhs.uk/wpcontent/uploads/2012/09/NHS-NorthTyneside-CCG-Commissioning-Plan2013-16.pdf
http://www.northtyneside.gov.uk/browse
-subcat.shtml?p_subjectCategory=1576

Project Brief – NTW Transformation

Project Brief – Liaison Psychiatry

Project Brief – Extending the service hours
of the admission avoidance resource team
Project Brief - Increased use of ambulatory
care
Reducing COPD admissions – background
information
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Reducing length of stay – background
information
Service specification for enhanced general
practice in nursing homes and residential
homes
Project Brief – Rapid Response Palliative
Care
Project Brief – advanced care planning in
nursing and residential homes
Project Brief – improved home care service

Slow stream rehabilitation beds

Immediate response and overnight home
care
Increased use of telecare
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2)

VISION AND SCHEMES

a) Vision for health and care services
Please describe the vision for health and social care services for this community for
2018/19.
• What changes will have been delivered in the pattern and configuration of services
over the next five years?
• What difference will this make to patient and service user outcomes?

The Health and Wellbeing Strategy sets out the following vision:
“By 2023 we will have improved health and wellbeing outcomes in North Tyneside to
match the best in the country
•
•
•
•
•

Health inequalities will be significantly reduced across the borough in areas and
populations with greatest health problems
Communities will experience greater positive wellbeing and resilience particularly
those who are most vulnerable and those living in the most deprived areas in the
borough
Existing strengths and assets in communities will be supported and sustained
Dependency on health and care services will be reduced through the promotion of
greater activity, participation and independence
Barriers to accessing services will be removed, in particular for those in greatest
need”

The CCG “plan on a page” for 2014/15 sets out our main priorities and the initiatives
which will deliver those priorities:
Initiatives

Draft 13.2.14

North Tyneside CCG Priorities 2014/15-2018/19

Urgent Care

Improve
urgent
mental
health
care

Primary & community based care
for non life threatening needs

Working together to
maximise the health
and wellbeing of
North Tyneside
Communities by
making the best use
of resources

Delivering care
locally

Supporting selfcare and care
planning

Integrating health
& social care

High Quality
Affordable
Health Care

Best care for the local
population, reducing waste &
duplication

Care for Older
People
Integrating patient pathways
across health & social care

Review of
community
based services

Review
musculoskeletal
services

Reconfigure
maternity
services

Improve
care at
the end
of life
Raise
quality of
care in
nursing
homes

Prevent
falls for
older
people

Integrate
care for
older
people

CHC quality,
value,
personal
health
budgets
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Improve
health of
people with
learning
difficulties

Expand role
of primary
care

Develop
new
models of
planned
care

Increase
access to
primary &
community
care

Review
care for
sick
children

Strengthen
benchmarking
to deliver
value for
money

Review
community
based
services

Services 7
days a
week

Support
self
management &
carers

Enhance
care for
long term
conditions

Hospital based care for
life threatening needs
Promoting health
and wellbeing

Optimise
ambulatory
care

Enhance
dementia
care

Improve
rehabilitation
for long term
conditions

b) Aims and objectives
Please describe your overall aims and objectives for integrated care and provide
information on how the fund will secure improved outcomes in health and care in your
area. Suggested points to cover:
• What are the aims and objectives of your integrated system?
• How will you measure these aims and objectives?
• What measures of health gain will you apply to your population?

The North Tyneside Health and Social Care Integration Programme will focus on the
following aims:
• Ensuring that health and social care work more effectively together – through
better sharing of information so people only need to explain their problems once;
• Intervening early so that older and disabled people can stay healthy and
independent at home - avoiding unnecessary hospital admissions and reducing
A&E visits;
• Delivering care that is centred on the individual needs, rather than what the
system wants to provide – social care and NHS staff working together, with
families and carers, to ensure people can leave hospital as soon as they’re ready;
and
• Provision of integrated support to carers so that they don’t feel they are struggling
to cope alone and can take a break from their caring responsibilities.
The Health and Wellbeing Strategy includes the diagram below which shows how out
integration efforts will be measured through the NHS Outcomes Framework, Public
Health Outcomes Framework, and the Adult Social Care Outcomes Framework, in
particular the measures which are shared between multiple frameworks

•Emergency readmissions within 30
days of discharge from hospital

Indicators shared between the Outcomes Frameworks
Indicators in italics have not yet been fully defined at a national level

•Under 75 mortality rates for cancer;
cardiovascular disease; respiratory
disease; and liver disease

•The proportion of people
who use services who feel
safe

•1 –year and 5-year survival from all
cancers ; and specifically for breast,
lung, and colorectal cancer

Public Health
Outcomes
Framework

•Infant mortality: neonatal mortality
and stillbirths; five-year survival from
all cancers in children

NHS
Outcomes
Framework

Adult
Social Care
Outcomes
Framework

•Improving people’s
experience of integrated
care
•Proportion of people 65+ still at
home 91 days after discharge from
hospital into reablement
•Proportion offered reablement
following discharge from hospital

•Proportion of adults with a
learning disability, who live in
stable and appropriate
accommodation
•Proportion of adults in
contact with secondary
mental health services, living
independently, with or
without support
•Proportion of adults in
contact with secondary
mental health services, in
paid employment
•Proportion of adults with
a learning disability, in paid
employment

•Effectiveness of reablement
services
•Proportion of people feeling
supported to manage their condition
•Health-related quality of life for
people with LTC , and for carers
•Social-care related quality of life

•Dementia: effectiveness of postdiagnosis care in sustaining
independence and improving quality
of care
•Dementia: Estimated diagnosis rate

•Employment of people with LTC
•Employment of people with
mental illness

The diagram below provides an overview of the shared metrics, with the red dots
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indicating those indicators where the greatest improvement is necessary. The Better
Care Fund is particularly geared towards improvement in two of those “red dot” indicators
– re-admissions (and the level of emergency admissions more generally) and admissions
to residential and nursing homes.
Emergency re-admissions
within 30 days of discharge…
Service users have control 1.40
Permanent admissions to
over their everday life
residential & nursing homes
1.20
People 65+ still at home 91
Service users feel safe
days after discharge into…
1.00

0.80
0.60
0.40
0.20
0.00

Neonatal mortality and
stillbirths

Infant mortality

Dementia prevalence

<75 mortality from liver
disease

Adults in contact with
secondary mental health…

<75 mortality from
respiratory disease

Adults in contact with
secondary mental health…

<75 mortality from
cardiovascular disease
<75 mortality from cancer

For each indicator, a position nearer
the edge represents "better"
performance.

Adults with a learning
Adults with adisability,
learning in paid…
disability, in appropriate…

North Tyneside

North East average

c) Description of planned changes
Please provide an overview of the schemes and changes covered by your joint work
programme, including:
• The key success factors including an outline of processes, end points and time
frames for delivery
• How you will ensure other related activity will align, including the JSNA, JHWS,
CCG commissioning plan/s and Local Authority plan/s for social care

The initiatives below draw upon existing priorities established in the Health and Wellbeing
Strategy (which is informed by the Joint Strategic Needs Assessment) and are reflected
in the CCGs commissioning intentions for 2014/15 and beyond.
Older Persons Pathway
Our planned Older Persons pathway is called “My Care, My Way”. Our aim is for older
people to be proactively supported to maintain their health, well-being and independence
for as long as possible, managing and / or receiving care in their home and local
community wherever possible.
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My care, my way …..

Help needed
Care coordinator

“Helping me to
choose and plan
care that works
for me”

Long term condition managed at home by
default

Primary care

Intermediate
care

Reablement

Home
care

Assessment for
Continuing
Health Care

Care home
admission

Nursing
home
admission

Ensure that all patients aged 75+ have a designated care manager
There is a lack of outcome focused, flexible contracting arrangements for some services
and older people tell us they want “a single, named person who they can contact to
discuss and plan their care with; regardless of where that care is delivered; otherwise
they tend to fall through the gap between services as well as organisations”.
The High Risk Patient Programme is currently in existence and provides care
management, coordinated by GP- practice based multi-disciplinary teams, to around 800
patients with the most complex needs. We will expand and strengthen the programme,
and develop complementary approaches for patients with differing risk levels and needs,
by March 2015 to ensure everyone with a long term condition is offered an approach to
their care that reflects their preferences and agreed decisions.
We will explore the potential for a volunteer-based intervention to reduce hospital
admissions of older people.
Key metrics:
• Volume of emergency admissions and A&E attendances for patients with a care
manager (and for those without a care manager, as a comparator)
• Number of patients with a designated care manager, as a proportion of those with
a high admission risk score

Better value for money packages of continuing health care
The NHS Continuing Healthcare assessment process will be improved through ensuring
that:
• assessments are undertaken after the acute phase following an appropriate period
of rehabilitation
• appropriate application of the fast track process with a review after 12 weeks, and
• initial reviews for all cases are completed after 3 months, with ongoing reviews
annually
• all professionals involved in a person’s care provide appropriate information to
inform the assessment.
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A joint local authority / CCG contract for home care is being procured in 2014. This
contract will be utilised to provide more cost-effective support for clients with less
specialist needs, thus reducing the overall cost of care.
Key metric:
• Average cost per case

More sensitive contracting for intermediate care, to match commissioning costs to
level of use
We are currently reviewing current block purchase arrangements for intermediate care
beds with a view to moving to spot purchase where this improves value for money,
choice, and quality.
Key metric:
• Average cost per case

Offer reablement to a greater proportion of elderly patients discharged from
hospital
Analysis of the volume and cost of hospital admissions of reablement service clients
showed that costs are 50% lower in the twelve month following reablement, than in the
12 months prior to reablement. Building upon this effective service, we intend to increase
the proportion of elderly patients discharged from hospital, with a high or medium risk of
admission, who are offered reablement.
Key metrics:
• Patients still at home 91 days after discharge into reablement
• Proportion of people discharged from hospital who are offered reablement
• Aggregate change in EQ-5D scores, pre- and post- reablement
Reduce hospital admissions for falls
We will commission a community-based falls prevention and assessment pathway. The
expected outcomes include :
• A reduction in falls and associated injuries and fractures.
• A reduction in the number of falls related admissions into acute care.
• Prevent avoidable premature admissions to permanent care
• Maximise recovery and promote independence for older people who are at risk of
a fall or following a fall.
• Support early discharge of patients at risk of falls from acute settings.
• Optimise individuals’ independence and general health and well-being working on
building up resilience.
Key metric:
• Number of falls-related emergency admissions
Improve end of life care
a) Agree a rapid response service for end of life care as a 24/7 service across
primary, community and secondary care, for implementation in 2015/16.
The aim of this service is to ensure all patients in non-palliative settings receive
emergency palliative care trying to keep people in their place of choice, offering
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emotional and practical support for carers and familiy members as well as specialist input
where needed. Emergencies may arise from changes in condition, symptom problems,
anxiety, distress or social crisis.
It is proposed that NT CCG works in collaboration with Northumberland CCG and
Northumbria Healthcare Trust and Marie Curie to develop three teams across the patch,
backed up by a consultant for the whole area. This allows for economies of scale and
also ensures sufficient back up with each other where there are pressure points.
It is proposed that with some internal reconfiguration with the current specialist palliative
care team and matched funding with Marie Curie would allow for a comprehensive multi
disciplinary palliative care team which can respond to patients needs urgently and
allowing care to be delivered at home. This will prevent avoidable admissions and
facilitate admission to and discharge from the palliative care unit where appropriate. The
service will be delivered 24/7.
Key metrics:
• Hospital admissions in the last 100 days of life
• Proportion of people dying in the place of their choice

b) Support nursing home residents to die in the place of their choice and extend
current provision of a specialised nursing home service, to care homes.
We know that residents of Care Homes have complex healthcare needs, reflecting
multiple long-term conditions, significant disability and frailty. In order to meet these
quality standards a structured, multi-agency and proactive approach to care is required
which retains the patient and relatives at the centre of decisions about care.
North Tyneside CCG committed £120k in 2013/14 to improve the standards of care for
patients at the end of their life. It was agreed that primarily, the investment would focus
on challenging resources in to Nursing Homes with a longer term aspiration for
developing a similar model in to residential homes
A team of Specialist Nurses (2 x WTE) currently provide advice, support, education and
hands on clinical care across the 18 nursing homes in North Tyneside. This service will
continue to be commissioned for nursing homes, and in addition an extended service
covering the larger population of care homes will be commissioned.
Key metrics:
• Hospital admissions in the last 100 days of life
• Numbers of people on palliative care registers
• Proportion of people dying in the place of their choice
b) Commission a high-quality proactive primary care service for residents of nursing
homes
The CCG is preparing a contract with primary care for the provision of primary care in
nursing homes. This will aim to ensure that each nursing home is matched to a general
practice and set clear standards for structured care to be provided to residents.
The high level of emergency admissions from nursing and residential homes is not
surprising given that residents are frail elderly with multiple medical problems. Evidence
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from the British Geriatrics Society (BGS) suggests that these admissions can be reduced
by increasing levels of proactive care to nursing and residential home residents.
In addition, BGS commissioning guidance suggest more proactive input from GPs can
help to improve communication flows, harness better care coordination and care
planning, especially around end of life care and improve the quality in chronic disease
and medicines management
The objects of the contract with primary care are:
For the residents
 Improved experience through high quality care e.g.; reducing distress from
depression, disorientation, agitation, pressure sores, contractures, constipation,
pain and sleeplessness.
 Minimisation of predicable acute events; e.g. urinary infections, pneumonia,
chest infections.
 Avoidance of unnecessary progression of long term conditions coupled with
reduction in adverse drug events and the unnecessary burden of irrelevant
treatment.
 Reduced risk of falls, fractures and other injuries.
 Enhanced autonomy and involvement in decisions about care, place of care and
place of dying.
 Reduced fear of dying and enhanced experience of dying for residents and their
families.
For the GP Practice Provider
 Enhanced equity of care (Equality Act 2010) and health related quality of life.
 Improved efficiency of local resources leading to:
o Reductions in A&E attendances
o Non-elective hospital admissions
o Evidence of proactive collaborative approaches to community healthcare.
 Reduction in the costs and risks of prescribing.
 Improvements in safety of care
 Fewer premature deaths as a result of patient centred approaches to the
management of long term conditions, with individualised treatment goals (where
appropriate) and improved coordination of specialist advice.
For Nursing and Residential Homes
 Reliable access to familiar health professional medical cover.
 Greater collaboration and partnership working with GPs and the healthcare
system in general including shared clinical governance.
 Clarity on mutual obligations and responsibilities
 Agreed systems of communication including for out of hours and urgent needs.
 To use standardised documentation in the care homes and ensure appropriate
links with care plans.
General Practices which sign up to the LES will:
• Ensure regular scheduled visits by appropriately commissioned GP to review
particular residents with new needs, perform routine reviews and to liaise with
other health and social care professionals – including geriatricians.
• Undertake a comprehensive assessment of new patients on admission and develop
a patient centred care plan within a specified time-period.
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• Work in conjunction with pharmacists in the undertaking of a medication review at a
frequency over and above essential GMS standards at least every six months and
ensure a medication review is completed for patients recently discharged from an
acute hospital admission.
• Ensure prompt recognition of residents requiring imminent end of life care that
identifies issues and goals, making appropriate treatment plans within a shorter
period as needed.
• Instigate advanced care plans for acute events and for preferred end of life care, in
partnership with the resident, their family and their advocate.
• Establish regular structured multidimensional reviews at least every six months, or
sooner of clinically indicated.
Key metrics:
• Number of patients reviewed during the period October 1st 2014-31 March 2015
• Number of patients with an active care plan for the period October 1st 2014-31
March 2015
• Number of people with an advanced care planning, October 2014-31 March 2015
• Number of emergency admissions from nursing and residential homes
The draft service specification for the contract with primary care is included in the “related
documentation” section on page 10.
Contract for quality improvements in residential care
More cost effective contracts will be developed with providers, with clear expected clinical
outcomes. A policy will be established in relation to care packages at home, based on
assessed need, quality and value for money.
Key metric:
• Average cost per case
Personal health budgets
Establish a process, policy and procedures for the introduction of personal health
budgets in line with the current North Tyneside Social Care Direct Payments process.
Key metric:
• Number of people with personal health budgets
Developing the range of assistive technology available and reducing the times for
assessment and provision.
In order to support a shift to more proactive care, implement telehealth across primary
care, focusing on COPD and hypertension.
Key metrics:
• Number of people offered assistive technology
• Volume of emergency admissions
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Urgent Care
Increasing the use of an ambulatory care approach
An ambulatory care clinic is in operation at North Tyneside General Hospital which has
been associated with a substantial reduction in zero-day emergency admissions. The aim
of this initiative is (a) to encourage further growth in the use of ambulatory care at NTGH
for the conditions suggested by the NHS Institute as being appropriate; (b) introduce a
similar service at Newcastle Hospitals.
Table 6 – guidance from the “Directory of Ambulatory Emergency Care for Adults” (NHS
Institute)
Conditions for which 60-90% of cases are
expected to be suitable for ambulatory
emergency care
Abcesses requiring surgical drainage - perianal,
breast wound
Acute painful bladder outflow obstruction
Acute scrotal pain
Anaemia
Appendicular fractures not requiring immediate
internal fixation
Cellulitis of limb
Chronic indwelling catheter related problems
Deep Vein Thrombosis
Diabetes with hypoglycaemia or hyperglycaemia
Diseases of Bartholin's gland
Early pregnancy bleeding
Falls including syncope or collapse
First Seizure
Gross haematuria
Head injury without clinical complications
Known oesophageal stenosis
Lower gastro-intestinal haemorrhage &
gastroenteritis
PEG related complications
Pleural Effusions
Pulmonary Embolism
Renal/ureteric stones
Transient Ischaemic Attack
Analysis of emergency admissions for the conditions listed in Table 6 shows that there
have been large reductions in admissions for some conditions – particularly DVT and
cellulitis – but there is still scope for expanding the ambulatory approach to other
conditions.
Effective and comprehensive coding of ambulatory care data will be essential in order to
improve understanding of the clinical mix being seen in an ambulatory care setting.
Key metrics:
• Number of first appointments in ambulatory care clinic, grouped by diagnosis
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•

Volume of emergency admissions

The project brief for this project is included in the “related documentation” section on
page 10.
Extend the service hours of the recently-commissioned Integrated Elderly
Assessment and Admission Avoidance Service
This service, commissioned in 2013, provides a single point of access for health and
social care professionals with a focus on admission avoidance and early discharge
support for over 65; it services medically stable people who have the mental capacity to
participate in a programme of rehabilitation following comprehensive nursing, therapy
and social care assessments.
Current opening hours are 0800-2000 Monday to Friday and 1400-2000 on Saturday and
Sunday. We will consider extending the hours to 0800-2300 in 2015/16, when the service
will have had time to build up the level of referrals within existing hours.
Key metrics:
• Number of referrals to the service
• Number completed without hospital admission
Reduce alcohol-related admissions
Public Health have commissioned a Tier 3 service to address the needs of people who
are frequently admitted to hospital with conditions directly related to alcohol, which will
commence operation in April 2014.
Key metrics:
• Number of referrals to the service
• Number of A&E attendances related to alcohol
• Number of alcohol-specific emergency admissions

Provider efficiency
•
•
•

Reduce the number of consultant-to-consultant referrals
Reduce the ratio of review-to-new outpatient appointments
Reduce excess bed days
Protecting social care

We will continue to maintain services for people with critical and substantial social care
needs.
Some current activities funded under s256 and s75 agreements will come under the
Better Care Fund from 2014/15 onwards. This includes contributing towards the costs of:
•
•
•
•
•

Reablement
Carers breaks
Community based services (e.g home care, day care, community meals, etc)
Crisis response service (carecall)
Equipment supply and adaptations
Page 21 of 51

•
•

Intermediate care
Services for people with learning disability

Key metrics:
• The proportion of service users who are supported to live independently at home
• Proportion of service users who are in permanent residential care
• Number of permanent admissions into residential care per 100,000 of the
population
• Proportion of people 65+ who are still at home 91 days following discharge from
hospital into reablement/rehabilitation services
• The proportion of older people aged 65 and over offered reablement services
following discharge from hospital
• The ratio between expenditure on urgent healthcare before reablement, and
expenditure after reablement
• Mean average change in EQ-5D score for clients of the reablement service
• Carers receiving a needs assessment or review and a specific carers service or
advice and information
• Proportion of adults with learning disabilities in paid employment
• Proportion of adults with learning disabilities who live in their own home or with
their family
• The number of users of the crisis response service
• The number of calls to the crisis response service
• The proportion of calls to the crisis response service resulting in A&E attendance
• Percentage of items of equipment or minor adaptations delivered within 7 working
days
• Median waiting time for delivery of equipment or minor adaptations

In addition we are exploring the scope for additional support to social care, including
overnight care support; increased use of telecare; immediate response and overnight
home care; procuring an improved home care service; slow stream rehabilitation beds;
and the use of community navigators.
Increased use of telecare
The Care Call Crisis Response team already support approx 5,500 people across the
Borough of North Tyneside linked to the call centre via either a community alarm or GMS
solution. The savings from adding additional capacity to this team will come from the
ability of the service to respond to more calls and support Telecare/Telehealth solutions,
which will enhance avoidance of admission to hospital targets, fast track hospital
discharges through using 24/7 mobile response and monitoring.
Care Call carries a full range of stock to enable the service to provide equipment, replace
and replicate at a short notice. We currently have in excess of 6,000 pieces of
equipment in use within North Tyneside. We are members of and have close working
relationships with CHUtec (Centre for home usable technologies) EPG (Effective
prescription guide) to ensure we remain at the forefront of available technologies
There will be an increase in the support for patients with long-term conditions as the
service have the ability to provide a rapid response and if necessary monitor the patient
through telehealth monitors.
The service will be able to work in partnership with the ambulance service in the
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prevention of emergency calls due to slips, trips, and falls providing and monitoring falls
sensors and by providing a falls awareness check of the living environment.
Medication monitoring solutions can be used in place of medication prompts which will
reduce the number of medication only domiciliary care calls which are carried out to
support health needs.
The project brief for this project is included in the “related documentation” section on
page 10.

Immediate response and overnight home care
An immediate response/ urgent home care provision with overnight support will prevent
unnecessary admissions to hospital and long term care.
Effective and responsive emergency support to carers in times of crisis will allow them to
continue in their caring role, which is important in terms of preventing carer breakdown
and avoiding increased costs to the health and social care system.
Offering planned, regular support overnight will enable the person being cared for to
maintain their dignity and improve their health and well being. If a carer is involved, it will
enable them to be supported to continue in their caring role.
If an immediate package of care is available at a time of a crisis it will prevent an
admission to an emergency placement. The development of the service will also enable
reablement to focus upon those who are at high risk of readmission to hospital.
The project brief for this project is included in the “related documentation” section on
page 10.

Slow stream rehabilitation beds
The provision of adequate rehabilitation and re-ablement is critical to preventing
permanent disability, greater reliance on care and support, avoidable admissions to
hospital, delayed discharge from hospital and to provide an adequate period for
assessment and recuperation, before any decision is taken to move into long-term care.
Whilst acute hospitals have a role in ensuring that adequate inpatient rehabilitation is
provided, the support outlined in this proposal would support individuals following hospital
discharge, step-down but also ‘step-up’, which will ensure any further deterioration in a
individual’s condition that could lead to a hospital stay.
It will also support the aim of preventing avoidable admissions to residential or nursing
care; the proposal being that all moves from hospital to a residential care home should
be via an appropriate rehabilitation or step down facility (rehab ward, Cedars, CCG
funded beds or Slow Stream Rehab beds).
It is proposed to procure a number of beds within a residential care setting, which can be
used as either ‘step-down’ from an acute setting, or ‘step-up’ from the community and
which allow sufficient time for recuperation and reablement, before a decision is taken
about longer-term care. This will enable a co-ordinated and structured approach to be
taken and will use staff from the Reablement Support Team (OT) to provide support to
help people to regain independence to allow them to return home. Having a dedicated
resource will enable us to have greater control over the delivery of the rehabilitation and
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reablement provided and provide more positive outcomes for those using the service.
Longer term we would anticipate an “organic up-skilling” of the staff within the care
environments as they work alongside the reablement support staff and are able to apply
their learning and knowledge going forward.
There are currently 5 “social care” beds at the Cedars resource centre and this proposal
would seek to commission a small number of additional block booked beds within an
independent sector care home, which will enhance/increase existing capacity. The
commissioning arrangements will specify the global outcomes anticipated, the high level
reablement approaches that staff should follow (with individual goals agreed for each
person) and the expectations of the contract
The project brief for this project is included in the “related documentation” section on
page 10.
Community navigators
Community navigators will be employed by North Tyneside Council as part of a new
service called Care and Connect. This will support commissioning intentions of helping
people to live well at home, and will bring together current community based activity and
target the more isolated and lonely.
The intention is to develop community capacity, build social capital, reduce social
isolation, attendance at A&E and admissions to hospital.
The role of the community navigator, within the Care and Connect service, is to establish
excellent links with individuals and groups in the community. They will be required to
really get to know the community in which they work, understand where the most
vulnerable and lonely people reside, know what community based activities are going on
in each area, and they will be able to connect people to people, people to
resources/groups etc.
They will be responsible for recruiting and supporting volunteers who can befriend
individuals and support them to access activities, as well as support the development of
community led initiatives, as identified by the community themselves, this could include
social groups; time banking; telephone tree etc.
It is envisaged that the community navigators will be known to GPs, community based
health workers, domiciliary care providers etc. who in turn can identify patients/service
users who are lonely or isolated, and can work alongside others to reduce the reliance on
services.
The team will work flexibly, which could include 7 day working and all wards of the
borough will be covered. The team could also have a presence front-of-house (A&E and
Elderly Assessment Centre) so that those more vulnerable to loneliness and isolation
could be picked up. We know that disabled or older people who don’t get the right
support can become isolated and slip into crisis.
Care Bill
As recommended in national guidance, the Better Care Fund will also be used to support
two aspects of implementation of the Care Bill:
•

Capital costs (including IT) associated with the implementation of the capped
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costs scheme (the Council will all need a system for calculating personal budgets
(PBs) and independent personal budgets (IPBs), storing care plans, monitoring
self-funders progress towards the cap (and ensuring that citizens are kept
informed or progress) and administering direct payments.
•

Revenue costs of new entitlements for carers and the introduction of a national
minimum eligibility threshold, provision of better information and advice, advocacy,
safeguarding and other measures in the Care Bill.

The Fund also includes £790k specified in national allocations, for the Disabled Facilities
Grant.
Mental Health
We are committed to achieving parity of esteem for mental health, i.e. ensuring we are as
focussed on improving mental health as physical health.
The Northumberland, Tyne and Wear NHS Foundation Trust notes that
“spend on the provision of its inpatient services is £92.2m compared to £84.8m on
its community services, this means that at any time 3% of patients are consuming
52% of resources.
Many inpatients do not necessarily need to be in an inpatient service but there is
not always the necessary community services to support them out of hospital. The
Trust is therefore committed to working with Commissioners to rebalance
resources, improving community pathways/services and reducing the reliance on
inpatient beds thereby balancing resources to maximise quality over cost.
The Trust's Transforming Services Programme is the vehicle for implementing the
new service model, improving community pathways and reducing the reliance on
inpatient beds and providing sustainable specialist services.
Two of the most significant developments relating to the Better Care Fund are “Prinicipal
Community Pathways” and “Augmenting Services”.
o Principal Community PathwaysPrincipal Community Pathways is the Trust’s ambitious transformation programme to
enhance the Trust’s community services. The aim is to significantly improve the quality
and effectiveness of those services, introducing new and better pathways for service
users, making it easier to access Trust services and receive the right service at the right
time. The new pathways will require Trust clinical staff to work in a different way with their
time being freed up so that they can spend more time with service users. Administrative
and support staff will also have to work in different ways to support the clinical staff.
As a starting point the Trust is to introduce new pathways for those adults with psychosis,
non psychosis, cognitive disorders and a learning disability. The new pathways will
include a single point of access available 24/7. The new pathways proposed have been
designed in detail with significant involvement from service users, carers, partners and
staff.
By improving community services less people will require admission to hospital reducing
the demand on inpatient services. To make it work will require people with new skills, in
Page 25 of 51

new jobs and new teams, in new locations, with different structures and ways of working.
NTW Trust proposes to implement the new pathways in Sunderland and South Tyneside
during 2014/15 and at the same time start preparatory work in the other localities,
including North Tyneside, with the aim of full implementation by May 2015.
Key metrics:
• Number of mental health admissions
o Augmenting Services –
The Augmenting Services Programme includes transforming inpatient services.
The Trust aims to improve the quality, experience and outcomes for our service users by
making big improvements to our inpatient services; providing the right types of wards, in
the best environments, aligned to recognised best practice service models and service
user need. Wards need to be staffed to the right level of people with the right level of
skills. Wards and community teams also need to work together better so service users
have a smooth transition from inpatient to community care.
The resulting improved community and inpatient pathways will deliver better outcomes
and this will result in less reliance on inpatient services. This reduced reliance means that
the Trust will need fewer beds and fewer wards. The Trust aims to reconfigure these to
co-locate wards that operate on the same pathway. This will enable the provision of
improved care, safety and the sustainability of services.
This will mean fewer sites and whilst this may cause some increase in travel for those in
hospital and their family, the overall travel will reduce as far fewer people will be admitted
and lengths of stay will fall.

In addition to the above initiatives focussed on the services provided by the
Northumberland, Tyne and Wear NHS Foundation Trust, the CCG will also commission a
Liaison Psychiatry service.
It is estimated that approximately half of all in patients in a hospital setting have a mental
health condition which includes depression, dementia or delierium. If those co-morbidities
are not treated, it can result in poorer health outcomes and increased morbidity and
mortality rates.
The Liaison Psychiatry service is described on page 8.

c) Implications for the acute sector
Set out the implications of the plan on the delivery of NHS services including clearly
identifying where any NHS savings will be realised and the risk of the savings not being
realised. You must clearly quantify the impact on NHS service delivery targets including
in the scenario of the required savings not materialising. The details of this response
must be developed with the relevant NHS providers.
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The table below shows the effect on PBR tariff income related to avoided admissions. It
does not take account of any income which may accrue to the Foundation Trusts
providing community services as part of redesigned pathways
Foundation Trusts will themselves consider how to respond to these changes through
any reconfiguration of facilities, reprofiling of workforce skills, or changes in workforce
numbers that may be required, and discuss the outcomes with partners. The section on
Mental Health above shows that the Northumberland, Tyne and Wear Mental Health
Trust is well advanced in considering any required reconfiguration.
The draft BCF submissions from Northumberland and Newcastle – neighbouring areas
which use the same providers – shows that the themes adopted in each BCF plan are
very similar; however at the time of writing the Northumberland and Newcastle plans
have not yet quantified the volume and cost impact on FTs in the same granularity as
shown in Table 7 below.
Table 7
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Area of saving

Reduced
activity

Planned
saving £

Reduced
attendance at
A&E and reduced
admissions to
hospital

1,291 fewer
A&E
attendances;
1,597 fewer
emergency
hospital
admissions

£

80,000

£

500,000

£

613,000

£

270,000

£

520,000

£

210,000

£

150,000

£

164,847

£

887,635

£

486,578

£

510,000

£

102,492

£

623,000

£

160,000

Slow stream rehabilitation beds

£

495,443

Procuring an improved home care
service

£

110,000

Liasion Psychiatry

Implementation
of the NTW
Transformation
Programme

£

526,997

Implementing "Principal Community
Pathways" and "Augmented
services" to reflect switch in
investment from inpatient services
to commuinty services

TOTAL SAVINGS

£ 6,409,992

Reduced length of 2980 excess
stay in hospital bed days
and extending
‘care @ home’
concept to
specialities
within acute
tariff.

Ref.

Area of investment

1 Primary care provision of urgent
care services as an alternative to
A&E

Planned activity
reduction - all
providers (from
2013/14 forecast
outturn)
1,291

2 Ensuring all patients aged 75 + have
a dedicated care manager, including
supporting GP practice plans;
provision of proactive and
coordinated primary care input to
nursing and residential homes; and
continuation of HRPP programme
with extended geriatrician support
3 Advanced care planning in nursing
and residential homes and
expanding palliative care
approaches
4 Increased use of ambulatory care

172

283

630

5 Community based falls prevention
and assessment pathway
6 Reduce repeat alcohol related
admissions
7 Reduce emergency admissions for
COPD
8 Extend the service hours of the
integrated elderly assessment and
admission avoidance service.
Immediate response and overnight
care support

41
233
56
194

730

Increased use of telecare

211

10 Offer reablement to a greater
proportion of elderly patients who
are discharged from hospital.

201

Community navigators & support
network

35

9 Extend Care @ Home concept,
2425 excess bed
currently used for patients with
days
COPD, to other appropriate
specialities, so that patients are
discharged home as soon as an MDT
permits but continue to receive care,
using a ‘virtual ward’ approach.
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800 excess bed
days
825 excess bed
days
500 excess bed
days

For Northumbria Healthcare NHS Foundation Trust, the impact of the proposed activity
changes, if fully achieved, equate to (from the 2013/14 baseline):
•
•
•
•

4,306 fewer excess bed days, resulting in reduced tariff income of approximately
£861k
2,183 fewer emergency admissions, resulting in reduced tariff income of
approximately £3.5m
988 fewer A&E attendances, resulting in reduced tariff income of approximately
£53k
Planned investment reduction of c£4.6m

For The Newcastle upon Tyne Hospitals NHS FoundationTrust, the impact
of the proposed activity changes, if fully achieved, equate to (from the 2013/14 baseline):
•
•
•
•

1.244 fewer excess bed days, resulting in reduced tariff income of approximately
£249k
1,189 fewer emergency admissions, resulting in reduced tariff income of
approximately £1.04m
303 fewer A&E attendances, resulting in reduced tariff income of approximately
£16k.
Planned investment reduction of c£1.8m

In order to mitigate the risk that there is a time lag between the development of
alternative community and social care services, and the release of savings from acute
care, a contingency fund of £3m will be created.
The tariff reductions shown represent gross reductions and do not take account of the
cost of provision of alternative services, with the exception of ambulatory care where the
savings are based on the difference between current costs and the ambulatory care tariff,
ie they represent a net reduction in cost.
These monetary values do not take account of contract rules such as non-payment for
30-day readmissions; the application of contract rules will reduce the actual impact on
trusts.
To put these reductions into context, Figure 1 shows the trend in emergency admissions
of North Tyneside patients for the past five years.
Figure 1
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Emergency admissions for Year To Date and matching period
from previous years
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The number of emergency admissions, at Northumbria Healthcare in particular, have
fallen steadily. The volume for April-December was -22% lower than the same period in
the previous year, and 2.8% lower at Newcastle Hospitals.
The reduction in A&E attendances (Figure 2) has not been as large as for emergency
admissions, but A&E attendances by North Tyneside patients did decrease by 3.2% at
Northumbria Healthcare, and 1.7% at Newcastle Hospitals, during a period which saw
large increases in A&E attendances nationally.
Figure 2

A&E attendances for year to date, and matching period in
previous years
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Apr-Dec 2012

Apr-Dec 2013

Governance, implementation, and programme management
Please provide details of the arrangements in place for oversight and governance for
progress and outcomes

The North Tyneside Health and Social Care Integration Programme is led by an
Integration Programme Board which includes the Chief Executive of a local acute
provider, Chief Officer of the CCG, and Deputy Chief Executive of the local authority.
The Integration Programme Board reports to the Health and Wellbeing Board which
is chaired by the Elected Mayor. Reporting to the Integration Programme Board, are
five partnership boards dealing with specific workstreams: older person's pathway;
urgent care; joint disability and additional needs; integrated learning disability; and
healthy living.
Figure 3

Health and Wellbeing Board
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Caring.,
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Children and
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health and
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Learning
Disability
health and
wellbeing
forum

Commission
ing and
Quality
Executive

Health and
wellbeing
forum

Independence
and wellbeing
forum

Communication and Engagement Board Programme support

The business of planning, implementing, monitoring, and evaluating the Better Care
Fund forms a subset of the business of the overall North Tyneside Health and Social
Care Programme. Figure 4 below illustrates the governance arrangements for the
BCF in more detail.
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Figure 4
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The BCF work is aligned to three of the integration boards; Older People, Urgent
Care, and Healthy Living. These Boards are already operating and have work
programmes agreed by the Integration Programme Board. In addition, a new Better
Care Fund Programme Board will be created.
The Better Care Fund Programme Board will build upon the work of the “Better
Care Fund group” which helped to develop this plan. The board will include:
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Escal

Escalat

•
•
•
•
•
•
•

CCG Director of Commissioning
Council Head of Adult Social Care
Chair of the Older Persons’ Pathway Board
Chair of the Urgent Care Working Group
A Director of the Northumbria Healthcare NHS Foundation Trust
A Director of The Newcastle upon Tyne Hospitals NHS Foundation Trust
A Director of The Northumberland, Tyne and Wear NHS Foundation Trust

The Programme Manager – Integrated Care for Older People will attend the Board.
The Board will:
• Ensure that business cases related to the use of the BCF have been
approved, where relevant, by one of the integration boards (older people;
urgent care; healthy living, etc)
• Approve the use of the BCF to finance the implementation of approved
schemes, including managing a pipeline of initiatives which balances demand
and available BCF funds
• Monitor expenditure of the BCF against approved schemes
• Advise on the continued development of the portfolio of activities which make
up the Better Care Fund
• Ensuring that a comprehensive approach to risk management is in place
• Ensuring that best practice methods for identification, measurement,
realisation, and spread of benefits are implemented
The Older Peoples’ Pathway Board will take on the largest share of the BCF
implementation work, through providing direction and guidance to projects covering
care management for patients 75+ (including the existing High Risk Patient
Programme); falls; advanced care planning in nursing and residential homes;
reducing length of stay; COPD admissions; and a number of existing and new socialcare led initiatives to prevent admissions and facilitate discharge.
The Urgent Care Working Group will continue, as now, to pursue initiatives to
strengthen an existing admission avoidance and elderly assessment service; to
extend and develop the approach to ambulatory emergency care, and to develop a
new initiative to provide urgent care services in primary care.
The Healthy Living Board will oversee the introduction of a tier 3 service for
alcohol, targeted at reducing admissions from those with repeated alcohol-related
admissions.
The introduction of Liaison Psychiatry and the implementation within North Tyneside
of the Northumberland, Tyne and Wear NHS Foundation Trust Modernisation
Programme, are also included in the scope of the Better Care Fund but are not
aligned to existing integration boards.
Programme Management support will be provided by the Programme Manager –
Integrated Care for Older People, an existing post jointly funded by the CCG and
Council. The Programme Manager is responsible for:
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•
•
•
•
•
•

Planning and designing the BCF programme, on behalf of the BCF
Programme Board; monitoring overall progress; resolving issues and initiating
corrective action
Liaison with the Older Peoples’ Pathway Board, Urgent Care Working Group,
and Healthy Living Board, to ensure that their work programmes take account
of the BCF, including proactively offering support.
Accounting to the Programme Board for the use of the BCF budget
Ensuring that individuals are appointed to project boards and teams within the
BCF programme
Managing dependencies and interfaces between projects
Ensuring that processes for risk management, and benefits identification and
realisation are in place.

The identified project sponsors and project managers for each initiative are identified
in Table 8 below. During April provider input will be confirmed (some are already in
place) and workstream activities will be initiated, including confirmation of
milestones, timescales, responsibilities, costs, risks, and benefits.

Table 8

Project Sponsor

Project Manager

Primary care provision of
urgent care services as an
alternative to A&E

Martin Wright / Shaun
Lackey

Helen Steadman

Ensuring all patients aged 75 +
have a dedicated care manager,
including supporting GP
practice plans.

Lesley Young-Murphy

Kevin Allan

Advanced care planning in
nursing and residential homes
and expanding palliative care
approaches

Kathryn Hall

Tom Dunkerton

Increased use of ambulatory
care

Shaun Lackey

Helen Steadman

Community based falls
prevention and assessment
pathway

Caroline Sprake

Tom Dunkerton

Reduce repeat alcohol related
admissions

Marietta Evans

Oonagh Mallon

Reduce emergency admissions
for COPD

Caroline Sprake

Tom Dunkerton
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Extend the service hours of
integrated elderly assessment
and admission avoidance
service.

Shaun Lackey

Helen Steadman

Increased use of telehealth
Immediate Response and
overnight home care
Procuring an improved home
care service

Jacqui Old
Jacqui Old

Kevin Allan
Eleanor Binks

Jacqui Old

Sheila Watson

Slow stream rehabilitation beds

Jacqui Old

Kevin Allan

Community navigators &
support network

Jacqui Old

Pam McArdle

High Risk Patient Programme continuation of current
programme and extend
geriatrician support

Caroline Sprake

Tom Dunkerton

Liasion Psychiatry
Reducing Length of Stay
(including but not limited to
"Care@Home" concept)

Ruth Evans
Caroline Sprake

Anya Paradis
Tom Dunkerton

Offer reablement to a greater
proportion of elderly patients
who are discharged from
hospital.

Jacqui Old

Kevin Allan

Implementation of the NTW
Modernisation Programme
within North Tyneside

Ruth Evans

Anya Paradis

Example project briefs are included in the “relation documentation” section on page
10.

3)

NATIONAL CONDITIONS

a) Protecting social care services
Please outline your agreed local definition of protecting adult social care services

Locally we recognise that in recent years Adult Social Care has faced a number of
challenges, including the need to make significant savings at a time of increasing
demand on services. At a local level our approach is two-pronged and seeks to
ensure that within North Tyneside we are able to: maintain our existing thresholds
set under Fair Access to Care Service at critical or substantial, both at this current
time, and also following the implementation of national eligibility criteria being
introduced with the enactment of the Care Bill; and to avoid making budget cuts that
impact upon our ability to contribute positively towards reducing or delaying demand
Page 35 of 51

for longer-term care and support, or from integrating services locally to produce
better outcomes for our customers.

Please explain how local social care services will be protected within your plans
The local Government Settlement announced in December 2013 indicated
that the central government grant to run local services will fall by 8.5 per cent
over the next two years over and above the additional NHS support for social
care. The next two years will be the most challenging yet for local public
services. By the end of this Parliament, local government will have made £20
billion worth of savings.
The transfer of funding from the NHS to social care is included within the
overall settlement for the local authority and the Better Care Fund currently
has £4.7m committed to the protection of adult social care in 2014/15. This
funding will be used to support a range of existing services and transformation
programmes, which are of benefit to the wider health and social care system
and produce better outcomes for our customers and without this investment
would be at risk of reduction, due to budget pressures.
In order to maintain the same levels of service as in 2014, whilst taking
account of the combined impact of growing demand for services and the
reduction in the older people’s social care budget, we are predicting that in
2015, this will create a predicted £6 million shortfall
In addition, it is important to remember the reforms being implemented
through the Care Bill need to be fully costed and funded as new burdens. The
additional costs of the Care Bill (excluding the care cap and increased
thresholds) are intended to be funded through the Better Care Fund. The
Government has estimated this cost as £0.581m in 2015/16 and the Council
is working hard to clarify the anticipated financial implications.

b) 7 day services to support discharge
Please provide evidence of strategic commitment to providing seven-day health and
social care services across the local health economy at a joint leadership level (Joint
Health and Wellbeing Strategy). Please describe your agreed local plans for
implementing seven day services in health and social care to support patients being
discharged and prevent unnecessary admissions at weekends

The ethos of 7-day working will be a guiding principle for future service
developments. As an example, an Integrated Elderly Assessment and Admission
Avoidance Service was commissioned in August 2013. The service extends the
hours and staffing complement of a previous team and supports patients aged 65+
who are medically stable but require a comprehensive nursing, therapy, and social
care assessment and intervention. The service aims to deal with the immediate
presenting problem in order to maintain the patient in their usual place of residence
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with an integrated package of care.
The service is now available 8am – 8pm Monday-Friday, and 2pm – 8pm on
weekends and bank holidays.
The service provides time limited input which would normally be for a period of up to
two weeks. People can be referred if they have a short term rehabilitation need and
have the ability to work towards independent living within their own home. An
individual care plan is formulated that may assist with activities of daily living,
improve mobility, monitor medication, provide health education and psychological
support. To facilitate this, the team works closely with the existing framework of
services e.g. reablement, district nursing, community matrons, and has access to
step-up beds.
Where a patient needs access to a geriatrician or diagnostics, the nurse practitioners
will triage the patient and carry out the initial clinical examination and facilitate any
necessary diagnostics in preparation for the patient being seen by the consultant
geriatrician. The expectation is that the patient will be discharged back into the
community on the same day as assessment.
We wil consider extending the hours to 0800-2300 in 2015/16, when the service will
have had time to build up the level of referrals within existing hours
The proposal for immediate response and overnight home care (see page 23) will
significantly enhance the provision of 24/7 social care
Loan equipment is available out of hours via buffer stores; social workers are
available on-call at the weekend.
We will explore the scope for discharging a greater proportion of patients at the
weekend and plan to alter working patterns of associated services if necessary.

c) Data sharing
Please confirm that you are using the NHS Number as the primary identifier for
correspondence across all health and care services.
Yes, all health and care systems will use the NHS number.

If you are not currently using the NHS Number as primary identifier for
correspondence please confirm your commitment that this will be in place and when
by
All NHS organisations use the NHS number as the primary identifier. The local
authority has begun to populate their systems with the NHS number where it is
known, and is currently progressing the compliance process for the Information
Governance Toolkit, to enable N3 connection and subsequently the ability to trace
NHS numbers. Bulk matching of NHS numbers will begin in Quarter 1 of 2014/15
and be completed by Quarter 3.
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The use of the NHS number in adult social care will enable us to track, monitor, and
evaluate the impact of our initiatives, including the use of both health and care
services.

Please confirm that you are committed to adopting systems that are based upon
Open APIs (Application Programming Interface) and Open Standards (i.e. secure
email standards, interoperability standards (ITK))
Confirmed

Please confirm that you are committed to ensuring that the appropriate IG Controls
will be in place. These will need to cover NHS Standard Contract requirements, IG
Toolkit requirements, professional clinical practise and in particular requirements set
out in Caldicott 2.

We are committed to ensuring that the appropriate IG controls will be in place. Any
current email notifications of person-identifiable data are carried out through
NHSmail or GCSX services approved for that purpose. Compliance with
interoperability standards is built into all relevant procurements.

d) Joint assessment and accountable lead professional
Please confirm that local people at high risk of hospital admission have an agreed
accountable lead professional and that health and social care use a joint process to
assess risk, plan care and allocate a lead professional. Please specify what
proportion of the adult population are identified as at high risk of hospital admission,
what approach to risk stratification you have used to identify them, and what
proportion of individuals at risk have a joint care plan and accountable professional.

The general practitioner is the identified lead professional for their patients who are
at risk of hospital admission. GPs call on the support of community matrons, working
alongside the GP with district nurses, social workers, and other relevant
professionals in mult-disciplinary meetings within the established High Risk Patient
Programe.
LACE scores are used to categorise patients into high, medium, and low risk of
hospital admission within 30 days. The Combined Predictive Model score is also
available and performs the same function for predicting risk of hospital admission
within 12 months. Both LACE scores and Combined Predictive Model scores are
available to general practices through the RAIDR system. The scores are calculated
using information from both secondary care and primary care.
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Approximately 48% of patients aged 65+ have a high LACE score on discharge from
hospital. 4,300 patients were discharged from hospital with a high LACE score.
The 65+ population of North Tyneside is predicted by ONS to increase by 8% by
2015/16. This will increase the potential numbers of patients at high risk of hospital
admission.
The High Risk Patient Programme uses LACE scores, supplemented by expert
opinion through MDT meetings, to provide case management of patients with the
highest risk of admission. This group forms the pool of potential candidates for
inclusion in the High Risk Patient Programme, subject to clinical review by multidisciplinary teams, who may add other patients to the programme or agree that
some patients are not suitable for the programme.
There are currently c630 patients enrolled on the High Risk Patient Programme
By 2015/16, we will:
• Increase the number of very high risk patients enrolled in the High Risk
Patient Programme
• Design and implement an appropriate case management process for patients
with moderate to high admission risk
• Explore the potential for a complementary service which is based on a social
model and utilises volunteers.

4) RISKS
Please provide details of the most important risks and your plans to mitigate them.
This should include risks associated with the impact on NHS service providers
Risk

Risk rating
Conseq
uence

Mitigating Actions

Probability

Score
(cos. *
prob,)

Forecast potential
reductions in acute
activity may be
overestimated

4

3

12

Delay in delivery of
community based
services may impact
on ability to avoid
hospital admissions
and discharge more
quickly
Cash savings may

4

3

12

3

3

9
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Continue to work through the
methods used to predict potential
changes, with providers and
commissioners, between Jan 2014
and submission of the final plan in
April 2014.
Meet with chairs of integration
boards and commissioning
managers to progress preparatory
work with the aim of achieving fullyear delivery in 2015-16.

Northumbria Healthcare accounts

Risk

Risk rating
Conseq
uence

not arise from
reductions in hospital
admissions because
national policy is that
only 30% of the cost
of emergency
admissions above a
2008/9 baseline is
paid to providers, ie
the saving has
partially been
enforced already.
Cash savings may
not arise from
reductions in hospital
admissions because
national policy is that
readmissions within
30 days are not paid.
Cash savings may
not arise from
reductions in hospital
admissions as
alternative hospitalbased services may
be substituted for
1admissions

Mitigating Actions

Probability

Score
(cos. *
prob,)

for 73% of emergency admissions
and the level is currently below the
2008/9 baseline therefore this issue
does not arise for Northumbria.

3

3

9

4

3

12
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Emergency admissions to
Newcastle Hospitals are currently
above the 2008/9 baseline and
further analysis is needed to more
accurately translate projected
volume reductions into actual tariff
reductions.
Further analysis is required to
assess the extent to which avoided
30-day readmissions contribute to
the overall reductions in
admissions, and therefore to more
accurately translate projected
volume reductions into actual tariff
reductions.
Commissioners to agree with
providers the projected level of
ambulatory care activity (coded as
outpatients) including the mix of
referral sources (A&E, GP,
Consultant) and the pattern of
repeat attendances.

Appendix 1 – Contribution of projects to BCF pay-for-performance metrics
Area of
investment

Project-specific metrics

Primary care
provision of
urgent care
services as an
alternative to A&E
Ensuring all
patients aged 75
+ have a
dedicated care
manager,
including
supporting GP
practice plans;
provision of
proactive and
coordinated
primary care input
to nursing and

Number of A&E attendances

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services

Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls


• Volume of emergency
admissions and A&E
attendances for patients with a
care manager (and for those
without a care manager, as a
comparator)
• Number of patients with a
designated care manager, as a
proportion of those with a high
admission risk score
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Area of
investment

Project-specific metrics

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services

residential homes;
and continuation
of HRPP
programme with
extended
geriatrician
support
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Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls

Area of
investment

Project-specific metrics

Advanced care
planning in
nursing and
residential homes
and expanding
palliative care
approaches

•Proportion of patients dying in
the place of their choice
• Number of admissions of
patients in nursing and care
homes
•Hospital bed days in the last
100 days of life
• Number of patients receiving
a structured GP review
• Number of patients with an
active care plan
• Number of people with an
advanced care plan
• Number of emergency
admissions from nursing and
residential homes

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services
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Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls



Area of
investment

Project-specific metrics

Increased use of
ambulatory care

• Number of first attendances at
ambulatory care clinics

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services



• Number of admissions for
conditions with an agreed
ambulatory care pathway
Community based
falls prevention
and assessment
pathway
Reduce repeat
alcohol related
admissions

Reduce
emergency
admissions for

• Emergency hospitals
admissions in people aged 65+,
for falls
• Number of referrals to the Tier
3 service
• Number of A&E attendances
related to alcohol
• Number of alcohol-specific
emergency admissions
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• Emergency admissions for
COPD

Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls

Area of
investment

Project-specific metrics

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services

Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls

COPD
Extend the
service hours of
the integrated
elderly
assessment and
admission
avoidance
service.
Increased use of
telehealth &
telecare

• Number of referrals to the
service
• Number completed without
hospital admission

• Number of people offered
assistive technology
• Volume of emergency
admissions
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Area of
investment

Offer reablement
to a greater
proportion of
elderly patients
who are
discharged from
hospital.

Community
navigators &
support network
Extend Care @
Home concept,
currently used for
patients with
COPD, to other
appropriate
specialities, so
that patients are
discharged home
as soon as an

Project-specific metrics

• Patients still at home 91 days
after discharge into reablement
• Proportion of people
discharged from hospital who
are offered reablement
• Aggregate change in EQ-5D
scores, pre- and postreablement

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes



Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services








• Number of excess bed days
• Average length of stay
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Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls



Area of
investment

Project-specific metrics

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services

MDT permits but
continue to
receive care,
using a ‘virtual
ward’ approach.

Emergency and
overnight home
care
Slow stream
rehabilitation beds

• Number of excess bed days
• Average length of stay

Procuring an
improved home
care service
Liasion Psychiatry

• Average cost per case of
Continuing Health Care cases

• Number of excess bed days
• Average length of stay







• Number of mental health
admissions
* Reduced length of stay
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Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls

Area of
investment

Project-specific metrics

Implementing
"Principal
Community
Pathways" and
"Augmented
services" to
reflect switch in
investment from
inpatient services
to commuinty
services

• Number of mental health
admissions

Permanent
admissions
of older
people
(aged 65
and over) to
residential
and nursing
care homes

Link to BCF pay-for-performance metrics
Proportion of
Delayed Avoidable
Patient /
older people
transfers emergency service
(65 and over)
of care
admissions user
who were still
from
experienc
at home 91
hospital
e (national
days after
metric to
discharge from
be
hospital into
defined)
reablement /
rehabilitation
services
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Local
measure Emergency
hospitals
admissions in
people aged
65+, for falls

Appendix 2 – effect on maintenance of NHS Constitution Standards
Table 9 below shows the current North Tyneside performance against NHS Constitution standards.
Table 9

Key Performance
Area
Referral to
treatment access
times

Diagnostic waits

A&E waits

Cancer waits

Domain

Threshold

YTD
Actual

% of patients initial treatment within 18 weeks for admitted pathways

3

90.0%

93.7%

% of patients initial treatment within 18 weeks for non-admitted pathways

3

95.0%

97.3%

% patients waiting for initial treatment on incomplete pathways within 18 weeks

3

92.0%

94.0%

Number of patients waiting more than 52 weeks for treatment

3

0

0

% patients not waiting less than 6 weeks for the 15 diagnostic tests (including
audiology)

3

>99%

99.9%

% patients spending 4 hours or less in A&E or minor injury unit

3

95.0%

Over 12 hour trolley waits

3

0

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer

2

93.0%

97.4%

% of patients seen within 2 weeks of an urgent referral for breast symptoms

2

93.0%

95.0%

% of patients treated within 62-days of an urgent GP referral for suspected cancer
% of patients treated within 62-days of urgent referral from an NHS Cancer
Screening Service
% of patients treated for cancer within 62-days of consultant decision to upgrade
status
% of patients treated within 31 days of a cancer diagnosis

2

85.0%

88.3%

2

90.0%

100.0%

2

N/A

73.5%

2

96.0%

99.0%

% of patients receiving subsequent treatment for cancer within 31-days - Surgery

2

94.0%

98.3%

Indicator
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Key Performance
Area

Domain

Threshold

YTD
Actual

% of patients receiving subsequent treatment for cancer within 31-days - Drugs
% of patients receiving subsequent treatment for cancer within 31-days Radiotherapy

2

98.0%

100.0%

2

94.0%

99.3%

Category A (Red 1) 8 minute response time

3

75.0%

80.6%

Category A (Red 2) 8 minute response time

3

75.0%

82.0%

Category A 19 minute transportation time

3

95.0%

98.9%

Mixed sex accommodation - number of unjustified breaches

4

0

0

Cancelled
operations

Cancelled operations for non-clinical reasons to be rescheduled within 28 days

4

100%

Care Programme
Approach

% people followed up within 7 days of discharge from psychiatric in-patient care

2

95.0%

Category A
ambulance

Mixed sex
accommodation

Indicator

100.0%

Our BCF plans do not directly relate to:
• Referral to treatment access times
• Diagnostic waits
• Cancer waits
• Mixed sex accommodation
• Cancelled operations
• The care programme approach
We do not expect the implementation of our BCF plan to negatively impact upon the achievement of the above NHS Constitution
standards.
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With regard to A&E waits, there are zero 12 hour trolley waits reported locally, and both local A&E departments have strong
performance on the 4-hour standard. We expect that the implementation of our BCF plan will lead to fewer A&E attendances which
resulted in no significant treatment or investigation, and to fewer avoidable emergency admissions. This will reduce pressure on
A&E departments and help providers to maintain the 4-hour wait standard, and the absence of 12-hour trolley waits, in the face of
population change.
With regard to Category A ambulance incidents, performance in North Tyneside is currently strong. Implementation of our BCF
plan will help to reduce hospital admissions from nursing and care homes, and more generally of elderly patients, which will help
the ambulance service to maintain performance in the face of population change.
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 12.1

Title of report: Progress update on actions following the maternity public
consultation
Sponsor: Phil Clow, Director of Commissioning Development
Author: Steve Rundle, Commissioning Manager
Purpose of the report and action required: This report provides a progress update
on actions following the maternity public consultation. The Governing Body is asked
to note the report.
Executive summary: Formal public consultation on future arrangements for
maternity services ran from 9 December 2013 to 14 March 2014.
The Governing Body considered the post-consultation report in detail at its meeting
on 25 March 2014, and concluded that the consultation process had been
comprehensive.
The Clinical Executive also considered the post-consultation report in detail at its
meeting on 26 March 2014, and in particular the clinical policy and evidence base for
the proposal. It was satisfied that this was robust, and that all the required tests and
requirements around service reconfiguration had been met. On this basis, it made a
recommendation that the Council of Practices should decide to support the proposal.
Later on 26 March 2014, the Council of Practices, comprising representatives from all
29 GP practices in North Tyneside, met and decided that the free-standing
midwifery-led unit at North Tyneside General Hospital should no longer provide a
service for deliveries and inpatient postnatal care. This change will not happen until
summer 2015, when the new Northumbria Specialist Emergency Care Hospital near
Moor Farm roundabout, Cramlington, opens.
A press release was published later that afternoon, and circulated very widely
including media; MPs; partner agencies; members of the public who attended the
public meetings, completed the survey, responded in writing to the consultation, or
attended the Community Health Care Forum focus groups; North Tyneside GP
practices; North Tyneside CCG staff and committee members; and members of the
Gateshead North of Tyne Maternity Partnership. A briefing was also prepared and
circulated to the 20 mother and baby groups attended during the consultation.
The key issues that emerged during the consultation process were around post-natal
care and transport to the new hospital. Discussions are ongoing with both foundation
trusts about how to further develop post-natal care, and Northumbria Healthcare NHS
Foundation Trust is developing a transport plan for the new hospital.
A further update will be brought to the Governing Body in November 2014.
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 12.2

Title of report: Review of musculoskeletal services provision for North
Tyneside patients
Sponsor: Phil Clow, Director of Commissioning Development
Author: Helen Steadman, Commissioning Manager
Purpose of the report and action required
• To advise the Governing Body that a review of the current MSK
commissioned services is being undertaken.

Executive summary:
1.

Introduction

North Tyneside CCG has signalled its commissioning intention to review MSK
service provision. This report aims to:
• outline the context to this review;
• describe the methodology;
• summarise the work done to date and the milestones achieved; and
• describe the next steps.
2.

Background

2.1 National Context
Musculoskeletal conditions are common. They include over 200 conditions, often
progressive, most of which cause pain and a range of disabilities in adults and
children. They include well-recognised conditions such as arthritis or back pain;
traumatic injuries, such as fractures; and other conditions. It is estimated that up to
30% of all GP consultations are about musculoskeletal complaints.
The UK population, aged over 50, is projected to rise by 32% between 2008 and
2030; the forecast demographic change needs to be understood in the context of the
prevalence of musculoskeletal (MSK) conditions, which generally rises with age.
The link between age and musculoskeletal diseases, along with the ageing
population, will mean that there will be increasing demand for musculoskeletal
services in the future.
People with musculoskeletal conditions need a wide range of high quality support
and treatment from simple advice to specialised medical and surgical treatments.
Prior to the publication of ‘The Musculoskeletal Framework – a Joint responsibility:
doing it differently’ (the ‘Framework’) by the Department of Health in 2006, the
system relied heavily on specialised services in hospitals for most MSK conditions
leading to increased waiting times.
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Since the publication of the Framework, MSK services have been reshaped
nationally. Multidisciplinary clinical assessment and treatment services (the
cornerstone of the Framework) in community based locations were developed and
commissioned by PCTs. The functions of the multidisciplinary clinical assessment
and treatment services included:
• Providing expert multidisciplinary opinion for patients offering an alternative to
direct referral to an outpatient consultant clinic;
• Conducting clinical assessments; organise diagnostic investigations; provide
advice and treatment, including injections; inform and educate patients.
The NHS spends £5.6 billion annually on the management and treatment of MSK
conditions making this the 4th highest area of NHS spending in England in 2010/11.

2.2 Local Context.
Current System
MSK services in North Tyneside are currently provided by both hospital and
community providers. The two community providers, Norprime and Connect Physical
Health, provide an intermediate musculoskeletal assessment and treatment service
(IMATTS) to adults and have been established since 2007.
Northumbria HealthCare NHS FT provides community physiotherapy.
The two main hospital providers are Newcastle upon Tyne Hospitals and
Northumbria Healthcare NHS Foundation Trusts providing trauma and orthopaedics;
rheumatology and pain services. When a patient is referred to hospital, they can
choose which hospital to go to; the majority of patients elect to attend Northumbria
Healthcare FT.
The tables below, based upon data for 2012/13 obtained from NHS Comparators,
indicate that there is still a heavy reliance on secondary care services for
musculoskeletal conditions:
Orthopaedics
First outpatient
(per 1,000)
Rheumatology
First outpatient
(per 1,000)

North Tyneside
attendance 56.77

North Tyneside
attendance 6.91

National
Old SHA
England
53.14
45.50

National
Old SHA
England
7.64
5.97

8% of the CCG’s total spend is spent on MSK services (excluding pain services)
across all providers. When compared to other CCGs in the same ONS cluster, North
Tyneside CCG spends more on MSK services; £121 compared to £96 per head. The
average spend has increased by 25% from the period 2009/10 to 2011/12 and if this
trend were to continue spend per head could increase to £151 by 2015.
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There is a risk that unless MSK is resolved in an innovative way, demand will
continue to increase. The CCG needs to plan to ensure effective patient care, value
for money and to drive potential efficiency savings.
Current Pathways
In June 2013, an engagement event was held and hosted by the North of England
Commissioning Support Service (NECS) on behalf of the seven CCGs in the north
and south of Tyne region to gather views of existing and potential providers of MSK
services. The event opened a dialogue that identified a range of issues with the
current service model including:
• Current services can be difficult to navigate and access.
• Care is not always timely.
• Waste in the system, e.g repeated diagnostics, repeated appointments.
• Lack of integration between providers.
• Insufficient personalisation, support for self-care or shared decision making.
• Rising demand and demand management difficult within the current system.
• ‘Micro-contracting’ of complex business processes/care pathways/supply
chain
• Lack of clinical and financial management and accountability across the
pathway
3.

Review

A number of factors have reinforced the need to review MSK service provision
making the effective provision of musculoskeletal services a key priority for the CCG,
including:
• fragmented orthopaedic and MSK pathways;
• the sustainability of current activity (demand and supply); and
• the requirement to deliver services that meet the needs of patients; are
clinically appropriate; and deliver value for money.
3.1

Methodology

The main sources of information considered in the review are:
• Demand (volume of activity and associated costs of provision);
• Contract performance data;
• Survey of General Practices;
• Provider engagement;
• Patient engagement;
• Epidemiology;
• Review models of MSK service provision and explore options for tendering a
coherent MSK system that is patient centred and drives better care and value
4. Work undertaken to date
Progress has been made in collating and analysing available information in the areas
listed above and some of the intelligence gathering is still being concluded.
The Clinical Executive received a first stage report on the review on 12th March
which documented the information that has been reviewed, outlined key findings at
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this stage and described the next stages of the project development. The report
recommended redesigning MSK services which was supported by the Clinical
Executive. The next steps (section 5) and possible delivery options were described
and noted.
5. Next Steps
The table below lists key milestones to be completed during this year. In line with
what has been signalled in our commissioning intentions, it is anticipated that a new
service model will be implemented during 2015/16.

Milestone
Intelligence gathering concluded
The ‘future state’ /new model of provision for MSK service
provision drafted
A business case setting out the case for change developed
and signed off
Service specification developed and tested with stakeholders
Procurement and evaluation strategy agreed
Service advertised
Tender evaluated

6. Recommendations
This paper recommends that the Governing Body note the contents of the report and
the next steps.
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Report to: Governing Body
Date: 29 April 2014

Agenda item: 13.1

Title of report: Governing Body calendar and cycle of business
Sponsor: John Matthews, Clinical Chair
Author: Pauline Fox, Head of Governance
Purpose of the report and action required:
The Governing Body is asked to consider and approve the Governing Body calendar
and cycle of business for 2014 - 15
Executive summary:
Self-assessment:
In February 2014 the Governing Body undertook a self-evaluation of its operation
and effectiveness, against the principles of the UK Corporate Governance Code and
Board Governance Assurance Framework (2012). This included members
completing a short questionnaire, focusing on Leadership, Effectiveness,
Accountability, Remuneration and Relations with Stakeholders and Effective Board
Room Practice. The collated results of the survey were considered by the Governing
Body at a development session, along with an analysis of the meeting agendas,
development work and attendance records for the Governing Body and Committees
for the preceding year. The outcome of the self-assessment has been used to
develop the 2014-15 calendar and cycle of business for the Governing Body.
Calendar of meetings and cycle of business: The Standing Orders in the CCG
Constitution state that the Governing Body will meet no less than four times per year.
It is proposed that the Governing Body meets six times in 2014/15. Each of these
meetings will comprise a meeting held in private, as per section 3.1.2 of the Standing
Orders, and a meeting held in public. The six formal board meetings will enable the
board to transact business reserved to it, including receiving assurances from
officers and board committees of progress against plans. An additional meeting, to
be held in private, is proposed in early June to enable the Governing Body to
consider and approve the draft annual report and annual accounts, as delegated by
the Council of Practices.
It is also proposed that five development sessions are scheduled, to provide the
opportunity for the Governing Body to develop its effectiveness and give chance to
consider issues in detail.
The proposed calendar of meetings is set out in Appendix 1 to this paper and the
outline cycle of business is set out in appendix 2 to this paper.
The Governing Body is asked to consider and approve the Governing Body calendar
and cycle of business for 2014 – 15.
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Appendix 1 - Calendar of Governing Body meetings 2014/15
North Tyneside CCG – calendar of Governing Body meetings 2014/15
Formal Governing Body Meeting
meeting in private (9-10) followed by
meeting in public (10.15 to 12 noon)
April

Private Governing Body development
session

29/04/14

May
03/06/14
(9-10 formal meeting in private)
June

03/06/14 (10–12, after the formal
meeting)

25/06/14

July

22/07/14

August
September

23/09/14

October
November

14/10/14
25/11/14

December

16/12/14

2015
January

27/01/15

February
March

24/02/15
24/3/15
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Appendix 2 – Governing Body cycle of business 2014/15
Standing agenda items for formal Governing Body meetings:
• Declarations of interest, minutes of previous meeting and matters arising
• Report from chair and chief officer
• Report on patient and public involvement
• Report on quality and safety issues
• To receive assurance re progress against plan – finance and contracting,
performance, commissioning
• Governance and assurance items
North Tyneside CCG - Governing Body meetings 2014/15 – cycle of business
Standing agenda items plus
Note the closing financial position from 2013/14
Note the opening financial position for 2014/15
Corporate objectives and annual cycle of business

April

Standing agenda items plus

May/June

Approve annual accounts / annual report (in line with NHS England timetable)

Standing agenda items plus

June

Report from audit committee
Review of assurance framework and risk management arrangements

September

November

January

March

Standing agenda items plus
Presentation of Annual Report and Annual Accounts in public

Standing agenda items plus
Consider commissioning intentions for 2015/16
Winter assurance

Standing agenda items plus
CCG Organisational development plan
Standing agenda items plus
Note the 2015/16 budgets and recommend to Council of Practices
Note the 2015/16 commissioning plan and recommend to Council of Practices
Review the risk assurance framework

North Tyneside CCG - Governing Body development 2013/14
June

Accountable Lead Provider Model – follow up from paper at private meeting of GB in
March 2014

July

Statutory and mandatory training for board members – including safeguarding and
equality and diversity

October

‘The Healthy NHS Board’ – externally facilitated challenge session

December

‘Report out’ from staff across the organisation, reflecting on the year to date and
challenges ahead

February

Review of board effectiveness

Development activity to be facilitated by external facilitator as required.
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