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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
public on Tuesday 25 August 2015, 10.15 - 12:00, at Hedley Court
There will be an opportunity for members of the public to meet Governing Body members
informally at 10am – 10.15am, prior to this meeting.

Agenda
Item
No

Item

Lead

1

Welcome

Dr J Matthews

2

Apologies for Absence

Dr J Matthews

3

Confirmation of Quoracy

Dr J Matthews

4

Declarations of Interest

Dr J Matthews

5

Minutes of the previous meeting held on 23 June
2015

Dr J Matthews

6

Matters arising from the previous meeting held on
23 June 2015

Dr J Matthews

7

Report from Chair and Chief Officer

Dr J Matthews /
M Cushlow

8

Quality Items

Time

10:15
Verbal

10.20
Enclosure

Verbal
10.30

8.1

Integrated Quality and Performance Report

J Molyneux /
L Young Murphy

Enclosure

8.2

Quality and Safety Committee report

L Young Murphy/
Dr M Wright

Verbal

9

Public and Patient Involvement

9.1

Report from the Patient Forum

10

Finance and Contracting

10.45
L Young Murphy

Verbal

10.50

10.1

2015/16 Finance and Contracts Report Month 04
– July 2015

J Molyneux

Enclosure

10.2

Finance Recovery Plan: progress update

Bob Wiggins

Presentation
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11
11.1

12

Commissioning
Urgent Care Listening Exercise

11.20
P Clow

Governance and Assurance

Enclosure

11.30

12.1

NHS England CCG assurance framework

P Clow

Enclosure

12.2

Policies for approval

P Fox

Enclosure

12.3

Terms of reference for ratification

P Fox

Enclosure

12.4

Committee minutes for assurance
P Clow

Enclosure

Minutes of the North Tyneside Primary Care
Committee meeting held on 18 May 2015

13

Items for Information
There are no items for information

14

Date of next meeting
Tuesday 22 September 2015, 10.15am, at Hedley Court
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North Tyneside CCG Governing Body

Minutes of the North Tyneside CCG Governing Body meeting held on 23 June 2015,
10.15 – 12 noon at the Langdale Centre
Present:
Dr John Matthews
Mary Coyle
Maurya Cushlow
Eleanor Hayward
Kyee Han
Jonathan Molyneux
David Willis
Dr Martin Wright

Clinical Chair (Chair)
Deputy Lay Chair
Chief Officer
Lay Member
Secondary Care Specialist Doctor
Interim Chief Finance Officer
Lay Member
Medical Director

In Attendance:
Phil Clow
Robert Wiggins
Wendy Burke

Director of Commissioning Development
Director of CCG Turnaround
Acting Director of Public Health

Apologies for absence: Received from Dr Lesley Young-Murphy, Director of Transformation
and Executive Nurse and Pauline Fox, Head of Governance.
NTGB/15/065

Welcome
Dr Matthews welcomed everyone to the meeting, extending a particularly
warm welcome to members of the public who were in attendance. He hoped
that having an opportunity to attend the CCG Annual Public Meeting and to
meet members of the Governing Body prior to the meeting had been helpful.

NTGB/15/066

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

NTGB/15/067

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

NTGB/15/068

Minutes of the Previous Meeting held on 28 April 2015 (Agenda Item 5)
The minutes of the meeting held on 28 April 2015 were considered and
accepted as a true record of the meeting.

NTGB/15/069

Matters Arising from the Previous Meeting held on 28 April 2015
(Agenda Item 6)
Dr Matthews referred to the action log that had been circulated with the
agenda. It was noted action 1 was in progress and actions 2, 3 and 4 had
been completed. There were no other matters arising.

NTGB/15/070

Report from Chair and Chief Officer (Agenda Item 7)
Dr Matthews observed that since the Governing Body last met there had
been a General Election. Locally, he advised that Tim Rideout had taken up
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his post as Director of Commissioning Operations at the NHS England Area
Team. Dr Matthews advised the other issue of note was that CCG had
signed the Section 75 Agreement for the 2015/16 Better Care Fund with the
local authority.
Ms Cushlow advised members that the CCG Quarter 4 assurance meeting
that had taken place the previous week with the Area Team. The Area Team
had raised some serious challenges and concerns in relation to the
deliverability of the CCG Financial Recovery Plan, as a result of which it had
been indicated that the CCG would be assessed at the end of Q4 as ‘not
assured’. Formal confirmation of this was not yet received. Ms Coyle advised
that NHS England had made it clear the financial recovery was an issue for
the CCG to resolve. Ms Cushlow noted that the Governing Body development
session at the end of July would be an important opportunity for further indepth consideration of this matter.
Mrs Burke remarked that the Local Authority was also facing significant
financial challenge, including additional pressures on public health money.
Ms Cushlow reported on the establishment of the North Tyneside Turnaround
Board to understand the challenges and risks across North Tyneside.
Ms Cushlow advised members of the additional challenges in relation to
running costs of the organisation. CCGs running costs budgets had been
reduced in 2015/16 and several individuals leaving were due to leave the
CCG in the next 3 months. She had asked NECS to assist the CCG and had
also spoken to NHS England about additional resources.
Ms Cushlow provided an update on the North East Combined Authority
(NECA) which brought together seven councils from across the North East to
develop a significant programme of devolution of power, funding and
responsibilities to the North East which would meet the needs of the diverse
communities and deliver its strategic economic plan for more and better jobs.
Further information would be provided in due course.
NTGB/15/071

Quality Items
Quality and Safety Committee Report (Agenda Item 8.1)
Dr Wright noted that the Quality and Safety Committee was a sub-committee
of the Governing Body. He referred to the report circulated with the agenda,
advising that the recent meeting had focused on the following quality and
safety issues: safeguarding children, adult safeguarding, integration
governance update, CQUIN, healthcare acquired infections, serious
incidents, pressure ulcers and falls data, counter terrorism and the CCG role
in the PREVENT agenda, mortality figures and complaints.
The Governing Body noted the content of this report.

NTGB/15/072

Integrated Quality and Performance Report (Agenda Item 8.2)
Mr Molyneux reminded members that the CCG was held accountable by NHS
England for delivery of the NHS Constitution rights and pledges, CCG Health
Outcomes and the Quality Premium measures. He referred to the integrated
quality and performance report circulated with the agenda.
Mr Molyneux identified the following performance to note within the report:
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NHS Constitution
- performance for the Constitution standards was strong in 2014/15 with
21 out of 22 standards being met for the year
- the 90% standard for patients treated within 62 days of urgent referral
from a cancer screening target was missed overall in North Tyneside
with 88.1% of patients seen treated within 62 days. This equated to 1
patient
- in March Newcastle Hospitals FT had missed the referral to treatment
standard for non-admitted patients. This was due to clearing a backlog
of restorative dental patients
- in March Newcastle Hospitals FT had missed the A&E 95% standard
due to surge pressures leading to capacity problem
NHS Outcome Framework
Mr Molyneux advised 8 indicators were performing above their threshold and
were rated green, 10 indicators were showing under performance and were
rated amber and 9 indicators were rated red. He advised year end data for
2014/15 showed that:
-

-

5 of the 9 red rated health outcomes measures related to emergency
admissions which have seen a significant increase in 2014/15
the CCG breached the year-end C-diff trajectory with 74 cases against
a trajectory of 52 but a drop in infection numbers had been maintained
from September 2014 onwards
dementia diagnosis rate for the year end was 66% against a target of
66.7% with an improvement of 8.9% seen in-year

NHS Quality Premium
Mr Molyneux reported that NHS England rules for the payment of the Quality
Premium meant the CCG did not qualify for the 2014/15 payment.
In response to a question from Mr Willis, Mr Molyneux stated the cancer
target that was missed was down to patient choice e.g. the patient did not
accept the treatment offered within the stated timeframe.
In response to a question from Ms Coyle, Mr Molyneux advised work was
already underway to address the issues identified in emergency admissions.
Ms Coyle asked if there was a system in place to gather data on the impact
of the new Specialist Emergency Care Hospital in Cramlington. Dr Wright
stated it would be difficult to get a real picture when there was still system
change going on. Following discussion it was agreed a report on non-elective
activity should be provided to a future meeting of the Governing Body.
Ms Cushlow stated the CCG needed to maintain its oversight and grip on
both the quality agenda and the finance agenda.
The Governing Body noted the 2014/15 performance measures and current
progress.
Action 1: A report on non-elective activity should be provided to a future
meeting of the Governing Body
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Finance and Contracting
2015/16 Finance Report: Month 2 (Agenda Item 9.1)
Mr Molyneux referred to the report circulated with the agenda and
summarised North Tyneside CCG’s financial position as at month 2. He
advised that the CCG was required to deliver against a number of financial
targets.
Mr Molyneux advised this was the first report for 2015/16 and showed a
forecast year end deficit of £14.3m. He advised that this was predicated on
the delivery of a minimum of £9m savings via the financial recovery plan.
Mr Molyneux advised the report had limited actual information as contracts
had not yet been agreed, the financial recovery plan was still being
developed and as the new interim CFO he was currently reviewing budgets.
He stated the main risks for the CCG at month 2 were:
-

delivery of the QIPP/Financial Recovery Plan (risk rated as red)
acute contract over performance (red)
CHC pressures on expenditure (amber)
Prescribing cost growth (amber)
Running costs, use of temporary staff (red)

In response to a question from Mr Willis, Mr Molyneux advised that he was
expecting month 2 data shortly and that it would be shared at the Finance
Committee. Mr Willis advised the CCG needed to push to get the data faster.
Ms Hayward agreed that receiving the right information in good time was
crucial. Mr Molyneux stated that work was underway on this to ensure the
CCG got information as early as possible.
Dr Matthews pointed out that a lot of the QIPP savings were at the back end
of the year and asked if there was any way of getting a sense of where things
were sooner and what plans were in place to reduce this risk. Mr Wiggins
advised that the CCG was working had to bring QIPP schemes forward and
to develop additional schemes.
The Governing Body noted North Tyneside CCG’s financial position as at
month 2.
NTGB/15/074

CCG Financial Recovery Plan (Summary) (Agenda Item 9.2)
Mr Wiggins provided an update on the CCG financial recovery plan (FRP)
which was submitted to NHS England on 21 April 2015. He reminded
members the CCG needed to deliver £9m QIPP savings in 2014/15 if it was
to deliver a year end position of no more than £14.3m.
Mr Wiggins stated NHS England had provided feedback on the FRP at the
recent Quarter 4 Assurance when it had been made clear that the CCG did
not yet have a plan to identify all of the required savings. Dr Matthews
reminded members that the CCG had already advised NHS England of the
significant challenges of delivering savings on the scale required.
Mr Wiggins advised that the CCG was re-evaluating priorities, looking to bring
some schemes forward and working to build a firmer foundation for 2016/17.
The Project Management Office had undertaken a full review of QIPP and
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KPI tracking was also being progressed.
Mrs Burke expressed concern that it was nearly the end of June and the
Governing Body was being advised that plans were insufficient. She
questioned what the Governing Body was going to do as there was no firm
assurance on how the CCG was going to deliver financial recovery. Ms
Cushlow advised that Mr Wiggins had already been tasked with doing more
work on this urgently, including preparing a revised 3 year FRP to be
submitted to NHS England.
Mrs Burke stated that as a Governing Body it would be remiss not to ask to
see the new plan sooner rather than later. She advised she did not
underestimate the work involved but questioned when it would be available.
She stated it was important that as a Governing Body they got assurance that
there was a plan in place to steer the CCG in the right direction.
Ms Cushlow advised that Finance Committee had a lot of work to do between
Governing Body meetings in order to develop this plan and she agreed that
the Governing Body must be kept abreast of this. She confirmed that CCG
financial recovery would be the primary focus of the July Governing Body
development session.
Mrs Burke stated the Governing Body needed to ask what the rest of the
system could do to help as this was not just a CCG problem. It was agreed
that a system wide response was needed. Ms Cushlow acknowledged this
and agreed this would be reflected in the plan.
The Governing Body noted the summary of the CCG Financial Recovery Plan
and the urgent work underway to deliver this and to develop additional plans.
Action 2: The Governing Body to consider the up to date Financial Recovery
Plan at the earliest opportunity.
NTGB/15/075

Public and Patient Involvement:
Report from the Patient Forum (Agenda Item 10.1)
Mrs Hayward advised that Patient Forum members continued to give
generously in respect of their knowledge, time and experience and not only
attended the Patient Forum but also their Practice Participation Groups.
Mrs Hayward advised that members of the End of Life Working Group had
worked with Dr Kathryn Hall in relation to preparing a cover note to
accompany the sensitive ‘do not resuscitate’ and ‘end of life’ planning forms
and that this input had been very much valued by Dr Hall.
Mrs Hayward advised that the Forum had also had a request from the
Northern Treatment Advisory Group seeking a forum member to sit on one of
their groups, which was being arranged.
Mrs Hayward remarked that the North Tyneside Patient Forum was one of
the strongest in the country and extended her thanks to Mrs Spencer and
Forum members for all their hard work and efforts. Dr Matthews echoed Mrs
Haywards thanks.
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Mr Clow advised that over the next few months the CCG would be developing
the commissioning intentions and he agreed to speak to Mrs Hayward and
Mrs Spencer outside the meeting to ensure Patient Forum involvement in that
work.
NTGB/15/076

Urgent Care Listening Exercise (Agenda Item 10.2)
Mr Clow referred to the report circulated with the agenda. He explained that
the CCG had been working with its partners over the previous 12 months to
agree a North Tyneside Urgent Care Strategy to look at how urgent care
services could be improved now and in the future, informed by the views and
wishes of patients/public. The strategy was on the CCG website.
The next step was the urgent care listening exercise, ‘Right Care, Time and
Place.’ The invitation to comment had been extensively communicated and
feedback was being gathered up until 10 July, including two ‘How to spend
the urgent care pound’ events. Governing Body members were welcome to
attend the events.
Ms Cushlow stated the CCG had involved its partners in this work via the
Urgent Care Steering Group and that partners would also be involved in the
listening events being held in July.
Mr Clow advised phase three of the strategy would be to develop a range of
scenarios of how the system may look in the future. These scenarios would
then go out for formal consultation to inform the shape of future services.
Dr Matthews thanked Mr Clow for a comprehensive update and
acknowledged this was a major piece of work which would stand North
Tyneside in good stead for the future.
The Governing Body noted the contents of this report and the progress to
date. Members were assured of the approach to engage and involve local
people, partners and the local NHS to reform urgent care.

NTGB/15/077

Commissioning
Paediatric Model of Care in Northumbria Specialist Emergency Care
Hospital – Northern England Clinical Senate Review (Agenda Item 11.1)
Mr Clow referred to the report circulated with the agenda, which provided a
summary of the work to date to develop a paediatric model of care. He
reminded members there was a short stay paediatric unit at the new NSECH
at Cramlington. Mr Clow advised of agreed clinical protocols regarding the
management of any patients needing to stay in hospital for longer than 10
hours, who would be transferred to the Royal Victoria Infirmary.
Mr Clow advised that the CCGs had asked the Northern Clinical Senate to
review the proposed model. The Senate had reviewed the work done and
made 9 recommendations. Mr Clow advised a working group and task and
finish group had been established with other CCGs, clinicians and Trust
managers to look at the recommendations and address them appropriately.
The CCG’s response was provided within the report that had been circulated
with the agenda.
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The Governing Body discussed this issue and noted the contents of this
report.
NTGB/15/078

Governance and Assurance
Risk Appetite Statement (Agenda Item 12.1)
Mr Molyneux stated the Governing Body was responsible for considering and
setting the risk appetite for the organisation, as set out in the CCG risk
management policy. He stated the Governing Body considered this at the
recent development session in May, as indicated in the report circulated with
the agenda. The report outlined key elements and the risk levels (0 – 5).
Mr Molyneux stated that, following a thorough debate at the development
session a risk appetite statement had been developed which he
recommended to members to endorse. It was noted the risk appetite
statement would be kept under review.
Members endorsed the risk appetite statement.

NTGB/15/079

Committee Minutes for Assurance
Minutes of the North Tyneside Primary Care Committee meeting held on
9 April 2015 (Agenda Item 12.2)
Members received these notes for assurance.

NTGB/15/080

Items for Information (Agenda Item 13)
There were no items for information.

NTGB/15/081

Date of Next Meeting (Agenda Item 14)
Dr Matthews thanked members of public in attendance. Dr Matthews advised
that the next meeting of the Governing Body would be held on Tuesday, 22
September 2015 at 10.15am at Hedley Court.
The meeting closed at 12 noon.
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North Tyneside Governing Body (Public)
Date
28 April
2015

Minute

Action
Action
No.
NTGB/15/047
1
Dr Young Murphy bring a
formal update on adult
safeguarding to a future
meeting of the Governing
Body, to provide
assurance that the
relevant aspects of the
Care Act 2014 and the
lessons from the root
cause analysis were
being implemented.

Resp. Officer

Target Date

Dr Young Murphy

September 2015

In progress

In progress

23 June
2015

NTGB/15/072

1

A report on non-elective
activity should be
provided to a future
meeting of the Governing
Body.

Mr Molyneux

22 September
2015

23 June
2015

NTGB/15/074

2

The Governing Body to
consider the up to date
Financial Recovery Plan
at the earliest
opportunity.

Mr Wiggins

July 2015

Status as at 23 June 2015

Complete: actioned at the
Governing Body
development session in
July 2015

1
14 August 2015

NHS UNCLASSIFIED

Report to: Governing Body
Date: 25 August 2015

Agenda item: 8.1

Title of report: Integrated Quality and Performance Report
Sponsor: Jonathan Molyneux, Interim Chief Finance Officer
Author: James Martin, Commissioning & Performance Manager
Purpose of the report and action required: To report progress against the CCG quality
and performance measures. Members are asked to note the current progress in 2015/16
against the listed measures.
Executive summary: The 2015/16 Integrated Quality and Performance Report shows
delivery against NHS Constitution, CCG Health Outcomes, Quality Premium, and Quality
measures. The CCG is held to account for the delivery of these measures by NHS
England. The performance to note identified in this report is:
NHS Constitution
→ In May performance against the cancer waiting time measures improved with all
measures being met by North Tyneside CCG.
→ Newcastle FT narrowly missed the A&E standard in June with 94.7% patients
spending 4 hours or less in A&E.
→ The number of ambulance handover delays at Northumbria FT improved in June,
it’s expected this is due to the move to the new hospital site.
NHS Outcomes Framework:
→ 14 indicators are currently performing above their thresholds and are rated as
green.
→ 6 indicators are showing under performance and are rated as amber.
o IAPT recovery rate in May was 42.6% which although below the 50% standard
is up on 36.8% at the end of 2014/15. There is an agreed action plan with the
Trust but it’s not expected that the standard will be met in the short term.
o Emergency admissions for chronic ambulatory care sensitive conditions and
acute conditions that should not usually require hospital admission have
increased on 2014/15 levels. There are a number of CCG projects underway
that should impact on this patient cohort.
o There are new GP patient experience measures included following the
agreement of primary care co-commissioning arrangements with NHS
England. Review of survey data at practice level has been completed and
actions plans are being put together look to address identified issues
→ 1 indicator is rated as Red with the year end target having been breached.
o There was 1 MRSA infection attributed to the CCG in May, which means the
CCG has breached the target of 0 set for 2015/16. This is the first MRSA
infection attributed to the CCG in over 2 year. The post infection review
concluded that there were no factors that contributed to the infection that could
have been prevented.
NHS Quality Premium – of the measures in the Quality Premium currently 4 out of 7
measures are on target. Data is unavailable to monitor 2 measures but a process is in

place to ensure that data can be provided to do this going forward.
Other Quality Measures - The NHS Quality Dashboard shows concerns relating to
Northumbria Healthcare NHS Foundation Trust who are a national outlier for HSMR. A
significant underlying cause for the high mortality level has not identified despite rigorous
audit and investigation. The CCG is continuing to monitor the situation and explored the
potential for approaching the analysis from a different direction. This is being discussed
with NHS England.

2

Quality and Performance Report
July 2015

3

Contents
Section

NHS Constitution

CCG Health Outcomes

Quality Premium
Other Quality Measures

Indicators

Page

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Referral to access treatment times
Diagnostic waits
A&E waits
Cancer waits
Red category ambulance response times
Mixed sex accommodation
Cancelled operations
Care programme approach
Preventing people from dying prematurely
Enhancing quality of life for people with LTC
Helping people to recover from episodes of ill health
Ensuring people have a positive experience of care
Ensuring a safe environment
National measures
Local measure
NHS constitution measures

•

Quality Dashboard

5–6

7 – 10

11 – 12
13 – 14

This quality and performance report is based upon data available up to 30th July 2015.
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NHS Constitution

Note: QP - Linked to Quality Premium
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Issues to note constitution indicators:
Constitution
measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level of Owner
risk

95% patients spending 4
hours or less in A&E or
minor injury unit

Newcastle FT performance 94.7% in June.
Issues are primarily due to significant demand on the
service in June.
Although June performance is below 95% - Q1
performance in total was 95%.

August

Low

JM

Cancer Waiting time
standards

The following standards were missed in April
% of patients seen within 2 weeks of an urgent referral
for breast symptoms
% of patients receiving subsequent treatment for
cancer within 31-days – Surgery
% of patients receiving subsequent treatment for
cancer within 31-days - Drugs
In quarter 4 there were 4 operations cancelled for nonclinical reasons at Newcastle FT and at Northumbria
FT that weren’t rescheduled with the required 28 day
timeframe. Capacity issues due to increased demand
and scheduling difficulties where an operation can only
go ahead when specific consultants are in attendance.
49 over 30 minute and 2 over 60 minute handover
delays in June.
This is the equivalent to 1.9% of ambulance handovers
being delayed.

Provider: A number of schemes are being worked up
to support rapid assessment and treatment in A&E and
better management of GP emergency referrals. The
Trust has extended its GP in A&E pilot. In addition the
Trust is planning to undertake the ‘perfect week’
scenario in early September. This attempts to identify
blockages within the system and possible solutions.
CCG: As expected performance improved in May with
all 3 standards being met. Active monitoring of
performance to continue going forward as year to date
figures improve.

3 months

Low

JM

CCG: Issue raised in contract performance meetings at
both trusts. Expectation is that these were all one off
cases. Continue to actively monitor to ensure there is
no trend and apply contract penalties.

Q1

Low

JM

CCG: Issue picked up with provider. Expected that the
move of emergency care to the new hospital site in
Cramlington will resolve these issues.
Reduction seen in June from 87 over 30 minute and 13
over 60 minute handover delays in May suggesting
performance moving in the right direction.
Contract penalties are being applied for this measure.

July

Med

JM

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

Ambulance handover
delays

6

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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Issues to note CCG Health Outcome indicators:
There are 22 indicators relating to health outcomes. The CCG currently has 14 indicators with a green rating, 6 indicators with an amber rating,
1 with a red rating, and 1 indicator where data is not yet available.

Outcome
measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level of Owner
risk

IAPT

June projected year end access
rates are 15.2% against a target of
15%.

End of Q2

Medium

AP

IAPT
recovery

45.4% against a trajectory of 50%

Dec 15

High

AP

GP patients
experience

1.4% below target for the
satisfaction with the overall care
measure,
0.3% below target for the overall
experience of making an
appointment measure
4.4 points below the satisfaction
with the quality of consultation
measures
1 MRSA infection attributed to the
CCG in May

Performance improved from 14.4% in May to recover back above the 15% target.
Continue monitoring to ensure sustainability.
Provider actions:
• Recruitment to Richmond Fellowship, CBT therapists, and mental health
practitioners posts completed by the end of June
• The process for self-referrals is now agreed with self-referrals now being accepted
• The Trust is identifying opportunities to further improve the quality and efficiency of
the service
Performance under trajectory but on an improving trajectory and up from 36.8% in
March 2015, and 42.6% in May 2015.
Agreed recovery plan with the trust. This includes the Trust investigating current
discharge data, DNA and non-engagement rates, and individual team recovery rates
These are new measures for 2015/16 as part of the primary care co-commissioning
agenda and therefore joint improvement trajectories with NHS England. Although
below trajectory its worth highlighting that all measures are well above the England
average.
CCG actions: Initial scoping analysis to identify the practices that are scoring lowly for
these measures, and look at correlation of these measures with other questions in
the GP patient survey to identify areas for practices to influence to improve overall
satisfaction now completed. Action plan being complied with the Transformation team
for improvement actions to undertake with specific practices.
Post Infection Review (PIR) completed. The infection was in a patient that had
previous colonisation of MRSA and caused by the incorrect removal of the patients
catheter by a non medical professional in unusual circumstances. The review
concludes that there were no factors that contributed to the infection that could have
been prevented.

July /
August 15

Low

JM

July 15

Low

SH

MRSA
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Safe Environment - Healthcare Associated Infection (C.Difficile)
North Tyneside CCG has a 2015/16 target of 74 C-diff cases. June
year to date (YTD) data shows that the CCG is within its C. diff
trajectory with 9 infections so far against a trajectory of 22.
Northumbria FT has a 2015/16 target of 30 C. diff cases. June data
is showing that the trust is under its trajectory of 8 with 3 cases
YTD.
Newcastle FT has a 2015/16 target of 77 C. diff cases. June data is
showing that the trust is under its trajectory of 21 with 14 cases
YTD.

9

Avoidable Emergency Admissions Measures

→

→

At an aggregate level the CCG has had 600
emergency admissions per 100,000 population in
May 2015 year to date compared to 500 per
100,000 population in the same period last year.

→

2 of the 4 individual measures have seen a
decrease in admissions in May 2015 year to date
when compared to the same period last year.

→

Emergency admissions for acute conditions that
should not usually require hospital admission has
seen an increase of 130 emergency admissions on
the same period last year.

Although emergency admission levels for 2 of the 4 measures have decreased in 2015/16 so far compared to the same period in 2014/15 the overall levels still remain high.
→ Reducing emergency hospital admissions remains a key initiative for the CCG and there are many projects underway including the BCF plan, the ‘proactive care patient
programme’, ‘advanced care planning’, enhanced COPD care, Integrated rehab pathway, Spotting the sick child, liaison psychiatry, frequently admitted patients, My Care
My Way integrated care for older people volunteer programme, New Models of Care, RAPID that should have an impact on these measures. In addition the CCG are in
negotiation regarding a CQUIN with Northumbria FT relating to this measure.
10

→

Projects aimed at reducing emergency admissions did not have the desired effect for these measures in 2014/15 and a more detailed review into the underlying causes and
possible further actions that can be put in place is being undertaken to bring to Clinical Executive for review. Detailed data for these measures has been extracted from
systems and is being analysed by BI colleagues to pull out any underlying trends.

2015/16 Quality Premium

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

NHSE - Linked to Strategic Plan

C - Linked to NHS Constitution
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* - North of England Commissioning Support (NECS) calculated data

Issues to note Quality Premium indicators:
The CCG currently has two of the seven Quality Premium indicators with a green rating, with 5 measures with data not yet available. The total
Quality Premium payment for a CCG is reduced if the listed NHS Constitution rights or pledges for patients. Currently all six of the Constitution
measures are being met.

QP measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level of Owner
risk

Data availability

Two of the measures
currently don’t have data
available for monitoring

August
report

Low

JM

Reduction in the
number of patients
attending an A&E
department for a
mental healthrelated needs who
wait more than four
hours

May performance of 93.4%
against a trajectory of 95%.
Additionally coding levels of
79% against a trajectory of
90%

The request for provision of data for these measures has been made with the NECS
BI team. Baseline data for the weekend and bank holiday discharge, mental health
A&E, and procedures of limited clinical value is now available. The methodology for
identifying patients that have undergone a procedure of limited clinical value
measures is currently under review to ensure reporting is accurate, so there is
potential for overall levels to change once this has been agreed.
Data for the PYLL measure won’t be available until 2016.
Availability of data for the COPD measure will come from Northumbria FT. Baseline
data has been compiled and reporting is expected in Q2.
CQUIN agreed with Northumbria FT to improve coding of diagnosis codes in A&E
with target of 90% average across Q3 and Q4.
Liaison psychiatry service project underway - Anecdotal evidence from A&E clinicians
are stating that this is impacting on 4 hour A&E target, as patients with mental health
needs are being seen and treated within the 4 hour period whereas previously they
were often in the A&E department for many more hours whilst waiting to have an
appropriate assessment or access to the Crisis Team (which does not normally cover
A&E departments)

Q3

Low

AP/JM
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Quality Dashboard – March 2015

The quality dashboard
shows performance
indicators for quality
measures that have not
already been included
within either the NHS
Constitution, Outcomes
Framework or Quality
Premium.

Glossary:
DTOC – Delayed Transfer
of Care
NRLS – National Reporting
and Learning System
VTE - Venous
Thromboembolism
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Other Quality Measures
Quality Dashboard - The quality dashboard is a snapshot of NHS England’s quality dashboard and shows performance indicators
for quality measures that have not already been included within either the NHS Constitution, Outcomes Framework or Quality
Premium.
Quality
Dashboard
measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level of Owner
risk

SHMI / HSMR

Northumbria FT currently an
outlier for both SHMI and HSMR
mortality measures

Mortality rates continue to be reviewed with the Trust through Quality Review Group
meetings and reviews undertaken by Northumbria FT into every death, and an audit
of avoidable deaths using the HOGAN methodology.
Significant underlying cause for the high mortality level has not identified despite
rigorous audit and investigation. The CCG is continuing to monitor the situation and
explored the potential for approaching the analysis from a different direction. This is
being discussed with NHS England.

Jan 16

Medium
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Report to: Governing Body
Date: 25 August 2015

Agenda item: 10.1

Title of report: 2015/16 Finance and Contracts Report Month 04 – July
2015
Sponsor:
Author:

Jonathan Molyneux – Interim Chief Finance Officer
Jonathan Molyneux – Interim CFO, North Tyneside CCG
Indira Patel – Interim Deputy Chief Finance Officer

Purpose of the report and action required:
•

The report details the North Tyneside Clinical Commissioning Group (CCG)
financial position as at month 4.

•

As a result of the budget review, the Financial Recovery Plan (FRP) target has
increased from £9m net to £17.6m net.

•

Budgets have now been updated to reflect agreed 2015/16 contracts.

•

The Governing Body is required to acknowledge and note the specific issues as
set out in the executive summary.

1
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1. Executive Summary
1.1 Overview
North Tyneside Clinical Commissioning Group is required to deliver against a
number of national and local financial targets as detailed in the Table 1 overleaf.
Table 1 – Key financial targets
Metric

Description of Metric

Forecast
Mandated
CCG Plan
Delivery
Delivery
Target
£'m
against plan Rating
£'m
£'m

Revenue Limit (Forecast)

To deliver a minimum of 1% surplus of
revenue limit against expenditure

2.9

(14.3)

(14.3)

Revenue Limit (Year to Date)

To deliver a minimum of 1% surplus of
revenue limit against expenditure

0.9

(4.7)

(4.8)

Underlying Surplus

This is made up of 0.5% contingency, 1%
non recurrent headroom, 1% planned
surplus less c/f 2014/15 surplus

4.4

(13.2)

(13.2)

Running Costs

To operate within the allocated CCG
running cost allowance

4.7

4.7

5.9

1% Non Recurrent Headroom

To hold a 1% reserve for non recurrent use

2.9

0.8

0.8

0.5% Contingency

To hold a contingency of 0.5%

1.5

1.0

1.0

QIPP/ Financial Recovery Plan

To fully deliver against a QIPP target (net)

0.0

(17.6)

(11.2)

Cash Limit

The maximum amount to be left in the CCG
bank account on close of play 31 March
2016

0.30

0.30

0.30

Better Payment Practice Code

To ensure that 95% of invoices are paid
within 30 days of receiving invoice

95%

95%

97.8%

Capital Limit

Not applicable

0.0

0.0

0.0

Overall Risks and Mitigations

To identify risks and mitigation strategies

0.0

0.0

0.0

1.2 Target deficit
The CCG started the financial year with a target deficit of £14.3 million (m) inclusive
of delivering net savings target of £9m. However this position has changed as the
budget review work identified a number of budget pressures that were not accounted
for in the original financial plan that was submitted to the NHSE in May 2015, as a
2
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result of this the net original savings of £9m have been increased to £17.6m. The
new net savings target of £17.6m needs to be delivered in full if the £14.3m deficit
position is to be achieved.
1.3 Contracts
Contracts are now all signed except for NE Ambulance FT, which continues to be at
mediation stage.
1.4 Budgets
Budgets have been updated in month 4 for the budget review work, and been
phased in line with FRP anticipated delivery.
1.5 Income allocation
This month sees an adjustment for £1.009m, which relates to the 2014/15 CHC risk
share with Sunderland CCG, and £9k for waiting list validation.
1.6 Year to date Financial Position
The year to date position is summarised in Table 2 below, and shows a reported
deficit position of £4.8m and a forecast annual deficit of £14.3m.
Table 2 – 2015/16 Summary Financial Position
Annual
Budget
£m's

YTD
Budget
£m's

YTD
Actual
£m's

YTD
Variance
£m's

Forecast
Outturn
£m's

Forecast
Variance
£m's

Resource Limit
Healthcare Commissioned Services
Running Costs
Total Expenditure

296.9
306.5
4.7
311.2

104.9
108.1
1.6
109.6

104.9
107.7
2.0
109.7

0.0
(0.4)
0.4
0.1

296.9
305.3
5.9
311.2

0.0
(1.2)
1.2
0.0

Total (Surplus)/Deficit

14.3

4.7

4.8

0.1

14.3

0.0

Although the year to date position reported is close to target there are significant
risks involved in achievement of the planned deficit of £14.3m. The main risks are
around the delivery of the Financial Recovery Plan savings and the potential over
performance on acute provider contracts.
1.7 Financial Recovery Plan (FRP)
The FRP has increased from £9m net savings target to £17.6m, and the majority of
savings are expected to be delivered in the second half of the year.

2. Acute contracts performance
The contract values for the two main acute trusts have been negotiated to include
the FRP savings targets. Table 3 below provides a position against all acute
contracts, covering both activity and contract value. The financial over performance
is mainly against emergency activity, however performance against the activity plan
is below plan, which suggests that the activity is at high cost.
3
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Table 3 – 2015/16 Overall Acute Contract Performance
Activity (YTD)
Plan
Actual
Variance

Plan

£000s (YTD)
Actual
Variance

Month 3 Performance

425,153

437,111

11,957

46,580

46,808

229

Month 4 Forecast Performance

578,220

594,448

16,228

62,679

62,987

308

3. Allocation
The annual revenue resource limit at the end of July is £296.894m. Table 4 below
details the baseline allocation and the year to date resource limit adjustments. The
deficit that was incurred in 2014/15 has been deducted from the initial allocation, this
is in line with NHS CCG accounting regulations that mandate that this has to be
repaid in the following year.
The CHC risk share coming in from Sunderland CCG in month now gives a nil effect
for the year.
Table 4 - Revenue Resource Limit

292,786
4,724
4,726
0
(81)

Non
Recurrent
£000's
0
0
0
(6,429)
0

292,786
4,724
4,726
(6,429)
(81)

Total NHS England Allocation April 2015

302,155

(6,429)

295,726

Enhanced Tariff Option /Deferred Tariff Option Funding
May
June
GPIT
June
GPIT - Transition Funding
June
CHC Risk Share Allocation
July
CHC local risk share contribution 15/16
July
Waiting list validation and improving operational processes
Total Funding as reported in July 2015

0
0
0
0
0
0
302,155

372
554
233
(1,009)
1,009
9
(5,261)

372
554
233
(1,009)
1,009
9
296,894

Recurrent
£000's
April

Initial CCG Programme Allocation
Initial CCG Running Cost Allocation
Better Care Fund
Brought Forward Deficit
14-15 Recurrent Transfer post allocation setting

Total
£000's

4. Month 4 Year to date Financial Position
The year to date month 4 position shows a reported deficit of £4.847m against the
planned deficit of £4.782m. The financial position and the profiling of the budgets
have been reviewed with NHS England (NHSE). The delivery of the annual deficit
control total of £14.3m is predicated on the delivery of a minimum of £17.6m net
savings based on the updated financial recovery plan.
Table 5 details the summary month 4 financial position by healthcare commissioned
services (programme costs) and running costs.
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Table 5 – Financial Position
Annual
Budget
£000's

YTD Budget YTD Actual
£000's
£000's

YTD
Variance
£000's

Forecast
Outturn
£000's

Forecast
Variance
£000's

Resource Limit

296,894

104,887

104,887

0

296,894

0

Healthcare Commissioned Services
Acute Services
Mental Health Services
Community Health Services
Continuing Care Services
Prescribing
Primary Care
Better Care Fund
Other Programme Services
Allocated Reserves
Additional Unidentified FRP
Contingency
Healthcare Commissioned Services Total

173,619
25,404
28,336
23,547
38,296
4,042
9,622
594
6,500
(4,443)
1,000
306,516

62,679
8,753
9,445
7,849
13,015
1,347
3,207
198
1,600
0
0
108,094

62,987
8,747
9,533
7,618
12,915
1,372
3,207
199
1,131
0
0
107,710

308
(7)
87
(231)
(100)
25
0
1
(468)
0
0
(384)

176,586
24,924
28,512
22,947
37,639
4,007
9,622
627
2,549
(2,115)
0
305,298

2,967
(479)
176
(601)
(658)
(35)
0
33
(3,951)
2,328
(1,000)
(1,218)

4,724

1,574

2,023

449

5,942

1,218

Total Expenditure

311,240

109,669

109,733

65

311,240

(0)

Total (Surplus)/Deficit

14,346

4,782

4,847

65

14,345

0

Running Costs Total

5. Healthcare Commissioned Services - Programme Costs
5.1 Acute Services
The acute services financial position shows an adverse year to date variance, which
relates to a number of acute budget lines. Section 3 above provides an explanation
of this variance.
The acute budget have been phased in line the FRP anticipated delivery, only £1.1m
of the FRP target has been phased into the year to date position. The annual target
acute net FRP is £13.6m which represents 77% of the total net FRP.
5.2 Mental Health
The contract with Northumberland Tyne and Wear Foundation Trust has historically
been a block arrangement therefore the budget shows a breakeven position.
Non NHS mental health spend predominately relates to joint commissioning
arrangements with North Tyneside Local Authority covering sections 117 and 256.
5.3 Community Services
The majority of community services are provided by Northumbria Healthcare
Foundation Trust and Newcastle upon Tyne Foundation Trust, and they have
traditionally been block contract arrangements, therefore these budgets show a
breakeven position.

5
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The non NHS community contracts are showing a forecast position of a marginal
overspend which relates to palliative care at St Oswalds. This contract is made up of
a block element and cost per case element, and the latter is over budget.
5.4 Continuing Health Care
The year to date and the forecast position for continuing health care (CHC) ( which
includes funded nursing care) shows a favourable position. CHC patient numbers
have decreased compared to last year, but the average cost of patients have
increased.
5.5 Primary Care Prescribing
Primary care prescribing data has been received covering the period April to May,
and the extrapolated year to date position looks favourable. This budget should be
treated with caution, as historically it has been highly volatile with impact of price
changes and new drugs.
5.6 Primary Care
The primary care budgets include local enhanced services, out of hours, oxygen
services and GP IT costs. These budgets are showing breakeven year to date, but
the forecast shows a minor overspend against the oxygen services budget. The
oxygen service budget is driven by patient need, and the service is procured
nationally on behalf of all CCGs.
5.7 Better Care Fund
The Better Care Fund (BCF) Section 75 agreement has now been signed by both
North Tyneside Council and the CCG. The £9.6m is that which the CCG has agreed
to contributed towards Social Care and includes re-ablement services, carers breaks
and the implementation of the Care Act. The health elements of the BCF remain
within other budgets.
5.8 Reserves and Contingency
The CCG holds minimal reserves, and these are made up of a non-recurrent reserve
and recurrent reserve. In addition to these a contingency of £1m is held.
The non-recurrent reserve of £817k is that which is required to fund the risk share
costs of legacy continuing care restitution cases. A provision for these cases was
made in 2012/13 Primary Care Trust accounts, this provision was transferred to
NHSE in 2013/14 when CCGs were created. CCGs are managing the processing of
these with any resulting costs of the claims and the processing being transferred to
NHSE.
The recurrent reserve holds the overseas visitors budget, which will cover a
reduction to the resource limit which will be made for NHSE in due course. This is a
national top slice that occurs each year, and when planning and setting 2015/16
budgets an estimate can only be made for this. Other recurrent reserves are made
up of investments that need to be released to support the FRP savings.
6
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6. CCG Running costs
The CCG has an annual running cost allowance of £4.7m. The year to date position
shows an overspend of £0.4m, this is due to the increased cost of interim staff
covering key substantive posts which are currently vacant and support for project
management and financial recovery. The CSU have also provided additional staff to
support the process and delivery of FRP.
The forecast position shows an overspend of £1.3m which is an extrapolation of the
year to date position.

7. Cash
The table 6 below outlines the CCGs cash drawings and expenditure for April to July
2015 and provides a forecast.
Table 6 – Cash position to date
Actual
April
£000's
Total Income
Total Expenditure
BALANCE CFWD

Actual
May
£000's

Actual
June
£000's

Actual
July
£000's

Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast
August September October November December January February March
£000's
£000's
£000's
£000's
£000's
£000's
£000's
£000's

43,239

25,668

26,472

23,890

29,032

25,051

24,871

27,398

25,327

24,825

19,003

18,543

(42,954)

(25,601)

(26,303)

(23,728)

(28,992)

(24,957)

(24,843)

(27,296)

(25,197)

(24,749)

(18,950)

(18,493)

285

67

169

162

40

94

28

102

130

76

53

50

8. Better payments practice code
The better payments practice code stipulates that it is good practice to pay 95% of all
invoices within 30 days of receipt of the invoice or goods, whichever is later. Table 7
below details the number of invoices paid from 1 April to 30 July 2015 to both non
NHS and NHS creditors. Overall achievement is 97.84% of all invoices paid within 30
days of receipt, which represents 99.33% of the total value of these invoices.
Table 7 – Better payments practice code
Better Payment Practice Code - 30 Days

NUMBER

£000's

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year
Total Non-NHS Trade Invoices Paid Within 30 Day Target
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target

2,389
2,334
97.70%

20,292
20,037
98.74%

NHS
Total NHS Trade Invoices Paid in the Year
Total NHS Trade Invoices Paid Within 30 Day Target
Percentage of NHS Trade Invoices Paid Within 30 Day Target

478
471
98.54%

84,610
84,166
99.47%

Total
Total Trade Invoices Paid in the Year
Total Trade Invoices Paid Within 30 Day Target
Percentage of NHS Trade Invoices Paid Within 30 Day Target

2,867
2,805
97.84%

104,902
104,203
99.33%

9. Statement of financial position
Table 8 overleaf details the statement of the financial position of the CCG.
7
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Table 8 – Statement of Financial Control
Jul-15
£000's
Non Current Assets

Property, plant and equipment
Intangible Assets
Other Financial Assets

Jun-15
£000's

Movement
£000's

0
0
0
0

0
0
0
0

0
0
0
0

Total Current Assets

21,170
162
21,332

21,828
169
21,997

(658)
(7)
(665)

Total Assets

21,332

21,997

(665)

(29,166)
0
0
0
(29,166)

(24,163)
0
0
0
(24,163)

(5,003)
0
0
0
(5,003)

(7,834)

(2,166)

(5,668)

0
0
0
0

0
0
0
0

0
0
0
0

(7,834)

(2,166)

(5,668)

(7,834)
0
0

(2,166)
0
0

(5,668)
0
0

(7,834)

(2,166)

(5,668)

Total Non Current Assets
Current Assets

Current Liabilities

Trade and other Receivables
Cash and cash equivalents

Trade and other payables
Other liabilities
Provisions
Borrowings

Total Current Liabilities
Non-Current Assets plus/less Net Current Assets/Liabilities
Non-Current liabilities

Other liabilities
Provisions
Borrowings

Total Non-Current Liabilities

TOTAL ASSETS EMPLOYED
Financed by Taxpayers Equity
Capital & Reserves

General Fund
Revaluation Reserve
Other reserves

TOTAL TAXPAYERS EQUITY

The movement in net current assets relates to the profiling of the prepayment that
was made to Northumbria Health Care NHS Foundation Trust in April. The
movement in current liabilities, relates to 14/15 outstanding creditors and 15/16
accruals.

10. Financial Recovery Plan (FRP)
The 2015/16 financial recovery plan seeks to return the CCG to underlying financial
surplus during 2016/17 and a reported financial surplus under NHS England
business rules in 2019/20. The CCG has taken steps to adopt best practice to
ensure delivery of this objective.
Following the identification of a further £8.6m of budget pressures in the current year
the QIPP savings target of £9.0m has been increased to 17.6m.
Following the recent budget review and the consequential increase in the QIPP
target an urgent and concerted plan was put in place to:
•

Identify additional QIPP savings to meet as much of the Financial Recovery Plan
shortfall as possible. A further £7.2m of additional in-year QIPP potential has
been identified across 4 new schemes. These are being progressed and worked
up into Approved schemes.
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•

Investigate possibility of bringing forward delivery, and/or increasing financial
benefits, of existing QIPP schemes. A further potential £1.4m of in-year QIPP
savings were targeted across 4 existing schemes.

•

Implement director level review of progress for all existing and proposed QIPP
schemes. For the overwhelming majority of schemes it has demonstrated a good
grip of the QIPP programme by commissioning managers and a positive outlook
on the deliverability of the target savings. There are a small number of schemes
that require additional work to determine their true savings potential.

•

Increase resources and focus on developing QIPP and financial monitoring and
reporting. The CCG has with its Commissioning Support Unit developed a more
comprehensive monitoring and reporting tool to provide early sight of the
progress and financial outcomes of the QIPP programme.

11. Risks and mitigation strategies
Now detailed budgets have been updated in month 4, full detailed risk assessment
will be undertaken on the revised budget.
Table 11 below details the main risks that have been identified to date.
Table 11- Financial risks

12. Recommendations
The Governing Body is required to acknowledge the contents of this report, and to
take into account the update on risks and mitigations, and the FRP.

Report authors:
Report date:

Jonathan Molyneux – Interim CFO, North Tyneside CCG
Indira Patel – Interim Deputy CFO, North Tyneside CCG
18 August 2015
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Governance and Compliance
1.

Links to corporate objectives
2015/16 corporate objectives
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. Deliver year 1 of the Financial Recovery Plan, leading to
sustainable financial balance and delivery of the CCG’s
statutory financial duties.
4. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside.
5. Lead and influence the development of health and social
care fit for the future.

2.

Item links to
objectives √
√
√
√
√
√

Consultation and engagement
Not applicable

3.

Resource implications
The CCG has a revenue resource limit, and expenditure needs to be managed
within this, however the CCG is reporting a £14.3m deficit.

4.

Risks
Refer to section 1.3.

5.

Equality assessment
Not applicable.

6.

Environment and sustainability assessment
Not applicable.
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Report to: North Tyneside CCG Governing Body
Date: 25 August 2015

Agenda item: 11.1

Title of report: Urgent Care Listening Exercise - Right care, time and
place
Sponsor: Dr Shaun Lackey, Clinical Director/Phil Clow Director of Commissioning
Development
Author: Mathew Crowther, Commissioning Manager
Purpose of the report and action required:
This report is for information. Members are asked to note the contents of the report
for assurance purposes.
Executive summary:
The CCG has embarked on a 2 year project to reconfigure urgent care services as
part of the wider strategy for urgent and emergency care in North Tyneside.
The CCG has a legal duty to involve the public in decisions about the services it
commissions and we are currently preparing to carry out a formal consultation
exercise which will take place October 2015 – January 2016.
The consultation will ask the public to comment on possible scenarios for urgent care
delivery. These scenarios are currently being developed using the information that
was gathered in the pre-engagement phase of the project.
The scenarios will be sent to the Council of Practices and the CCG Governing Body
for final sign-off in October 2015.
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Report to: North Tyneside CCG Governing Body
Date: 25 August 2015

Agenda item: 11.1

Title of report: Urgent Care Listening Exercise - Right care, time and
place
Sponsor: Shaun Lackey, Clinical Director & Phil Clow, Director of Commissioning
and Development
Author: Mathew Crowther, Commissioning Manager
Purpose of the report and action required: This report is for information.
Members are asked to:
• To note the contents of the report for assurance purposes.

Full report
1.

Introduction

Working with partners, NHS North Tyneside Clinical Commissioning Group (CCG)
has developed a strategy for urgent and emergency care in North Tyneside which
sets out the vision for the borough’s urgent and emergency care system for the next
five years. At the heart of this strategy is the need to ensure that every person in
North Tyneside has access to the right treatment in the right place at the right time.
The strategy signals that the delivery of the vision will require transformational
change in order to ensure that patients continue to receive high quality, affordable,
urgent and emergency care services. However it does not specify what this new
approach to urgent and emergency care services may look like.
The CCG has a legal duty, as set out in section 242 of the NHS Act 2006, to involve
and consult patients and the public in the planning and provision of the services we
commission. The purpose of this report is to update the Governing Body on progress
since June 2015 when we reported how we were engaging and involving local
people, partners and the local NHS.

.

-

.
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2.

Work undertaken to date

Figure 1 depicts the process we are following to develop the proposals for change
through to implementation.

Figure 1
We are here

2.1 Phase one - early engagement (February 2014 to April 2015)
The work undertaken during phase 1, between February 2014 and April 2015, was
reported in June to the Governing Body. In summary, this included:
-

A survey of 131 patients attending Battle Hill walk-in service and A&E at North
Tyneside General Hospital.
CCG patient forum workshop
Two Urgent Care Working Group improvement workshops which focused on
self-care and meeting the needs for patients outside of hospital. This included
the development of scenarios for alternative models of urgent care delivery.

The information gathered in phase 1 was used to inform the development of the
urgent care strategy and the Right care, time and place, listening exercise
undertaken in phase 2.
2.2 Phase 2: listening and engaging – “Right care, time and place” (May 2015 to
July 2015)
During phase 2, we sought the opinions and experiences of local people of urgent
care services across North Tyneside and asked for their ideas about how we could
improve services. The methods by which we sought views were:
Page 2 of 5
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•
•

•

3.

On street and on-line surveys: 770 residents of North Tyneside were surveyed
on the provision of emergency care services in the borough.
Public meetings – the Community Healthcare Forum met with established
hard-to-reach and protected groups inviting members to focus groups totalling
174 people. A number of meetings were also held with key stakeholders.
In collaboration with MutualGain, the CCG held three events, Spending the
urgent care pound, designed to enable participants to influence spending
decisions on access to urgent care services. 34 people in total attended the
events that we promoted via a variety of communication platforms, for
example, email, website, social media and press coverage.
The process used at the events was the commissioning version of
participatory budgeting. The three events were held with the Urgent Care
Working Group (UCWG); members of the public; and NHS providers and
representatives from the community and voluntary sector.

Key points

3.1 We are now in the period between phase 2 and 3; phase 3 is the formal
consultation on the scenarios for change. Since the listening event (phase 2)
came to an end mid-July, the following activities have been completed:
•
•

•

•

We have analysed the feedback from the listening exercise that took
place between May and July 2015.
We held a workshop on 6th August 2015 with North Tyneside’s UCWG
to develop and further refine the scenarios for change, when we also
shared the feedback from the listening event (phase 2)
We have started to formulate the clinical model for urgent care services
in North Tyneside, led by Dr Shaun Lackey, Clinical Director, on which
we will consult.
We have undertaken an Equality Impact Assessment on the scenarios
for change.

3.2 Leading up to the commencement of phase 3 in October, when we will consult
with patients, the public, stakeholders and the local NHS on the scenarios, we
will:
•
•
•
•
•

undertake further work to incorporate relevant data on clinical activity, finance
and workforce into the scenarios.
share the proposed clinical model with an independent panel of clinicians for
review.
share the scenarios with the Urgent Care Working Group and our Council of
Practices during September.
complete the case for change including the scenarios which will form the basis
of a public consultation from October 2015 until January 2016.
submit the case for change to the CCG Clinical Executive in September for
sign off.
Page 3 of 5
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4.

Provide regular reports to the Governing Body.

Implementation plan

4.1

A CCG Task and Finish steering group has been established to lead this work
with support from NECS Communications and Service Planning and Reform.
The Community Healthcare Forum is also a member of this planning group
which meets bi-monthly.

4.2

There is a project plan documenting key activities, milestones and timescales.

4.3

There is a Communications and Engagement strategy underpinning this work
which describes this process in greater detail: key principles; key activities;
stakeholders; and the consultation process.

5.
5.1

Recommendations
To note the contents of the report for assurance purposes.

Appendices and further information
6.

Appendices

N/A

7.

Further information relevant to the report
•

Report to the CCG Governing Body, 23rd June 2016.

Governance and Compliance
8.

Links to corporate objectives
2015/16 corporate objectives
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. Deliver year 1 of the Financial Recovery Plan, leading to
sustainable financial balance and delivery of the CCG’s
statutory financial duties.
4. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside.
5. Lead and influence the development of health and social
care fit for the future.

9.

Item links to
objectives √
√
√

√
√

Consultation and engagement
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This is covered in section 2 in this report.

10. Resource implications
It has been identified that a budget for the formal consultation is required;
without this financial resource, continued delivery of this engagement process
will be jeopardised. A source of funding has been identified for this work.

11. Risks
Risks have been identified through the Risk Assessment workshop that took
place on 04 March with recommendations to mitigate.
There will be a second risk assessment workshop in November to explore risk
following phase 2 and in preparation of phase 3.

12. Equality assessment
An evaluative framework will be developed to assess the impact of change in
order to reduce inequality in the context of the proposals developed to deliver
the reform

13. Environment and sustainability assessment
Not applicable

Report author:
Report date:

Mathew Crowther, Commissioning Manager
13 August 2015
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Report to: North Tyneside CCG Governing Body
Date: 25 August 2015

Agenda item: 12.1

Title of report: CCG Assurance Framework
Sponsor & Author: Phil Clow, Director of Commissioning Development
Purpose of the report and action required: This report is for information.
Members are asked to note the contents of the new CCG assurance process.
Executive summary:
The NHS England CCG assurance framework for 2015/16 sets out five components
that reflect the key elements of a well led effective clinical commissioner and
underpin assurance discussions between CCGs and NHS England, whilst identifying
on-going ambitions for CCG development. The components include:
•
•
•
•
•

being well led;
performance;
financial management;
planning;
delegated functions.

There are four categories of assurance for CCGs:
•
•
•
•

Outstanding;
Good;
Limited Assurance, requires improvement;
Not Assured.

A CCG that has more serious performance or financial challenges and a high level of
risk will be assessed as ‘limited assurance’ or ‘not assured’. An improvement plan
will be required in these circumstances.
There is also a Special Measures regime designed to address persistent and chronic
performance challenges, financial challenges and / or governance difficulties due to
the CCG’s lack of capability and capacity to provide leadership to deliver sustained
Improvement.
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Report to: North Tyneside CCG Governing Body
Date: 25 August 2015

Agenda item: 12.1

Title of report: CCG Assurance Framework
Sponsor & Author: Phil Clow, Director of Commissioning and Development
Purpose of the report and action required: This report is for information.
Members are asked to note the contents of the new CCG assurance process.

Full report
1.

Introduction

The NHS England CCG assurance framework for 2015/16 sets out five components
that reflect the key elements of a well led effective clinical commissioner and
underpin assurance discussions between CCGs and NHS England, whilst identifying
on-going ambitions for CCG development. The components include being well led;
performance; financial management; planning; and delegated functions.
To provide background and context, NHS England’s first assurance framework was
based on the CCG authorisation process and was structured around six domains:
i.
ii.
iii.
iv.
v.
vi.

2.

are patients receiving clinically commissioned, high quality services?
are patients and the public actively engaged and involved?
are CCG plans delivering better outcomes for patients?
does the CCG have robust governance arrangements?
are CCGs working in partnership with others?
does the CCG have strong and robust leadership?

Key points

The new assurance framework will consist of 5 components as shown in the diagram
below:
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The information and metrics used as the basis for the assurance process will be
subject to discussion between the CCG and NHS England. It will be important to
take into account the variety of circumstances which may explain the reasons for
variation between CCGs.
The new assurance process introduces a more risk-based approach which
differentiates high performing CCGs, those whose performance gives cause for
concern, and those in between. It will provide a robust, supportive and structured
framework for those in more challenged circumstances, with a lighter touch
approach for the best performers. A continuous assurance approach will help to
identify emerging patterns of poor performance or any areas of potential risk, with
less reliance on fixed points. The process will use information derived from a
variety of sources including, information made publically available such as CCG
Governing Body papers, plans, information sourced from partners, and where
necessary, face-to-face visits.
CCGs operating within a distressed health economy, in challenged circumstances, or
with performance issues, will have more frequent assessments.
For co-commissioning functions and for out-of-hours services, CCGs will be required
to prepare a quarterly self-certification of compliance against five key areas:
governance and the management of potential conflicts of interest, procurement,
expiry of contracts, availability of services, and outcomes.
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A national moderation process will take place to provide confidence that the
framework has been applied consistently across all CCGs, and that issues are being
handled and escalated using the same approach.
At the end of the year all information will be consolidated into a statutory assurance
report by NHS England. CCGs will also be expected to publish their individual
assurance reports.
CCGs will be assessed as being in one of four assurance categories, which have
been named to make them consistent with those used elsewhere in the NHS, such
as the Care Quality Commission, and in other sectors, and to make them more
meaningful to patients and the public. The categories are:
•
•
•
•

assured as outstanding;
assured as good;
limited assurance, requires improvement;
not assured.

Assurance Categories
Assured as
outstanding

Assured as
good

Limited
assurance,
requires
improvement

Not assured

Explanation
of assurance
category

CCG can
demonstrate
that it is
continuing to
perform well
across the five
components of
assurance. It
may have
some identified
challenges but
is proactively
managing
them.

None

Number /
level of
issues and
unmitigated
risks

LOW

CCG has
serious /
persistent /
chronic
performance or
finance
challenges and
it may not
demonstrate
the capability
or capacity to
manage the
associated
risks to make
sustained
improvement
on its own.
Extensive,
from a range of
provider
options
HIGH

NHS England
is satisfied that
a CCG is
failing or is at
risk of failing to
discharge its
functions

Support level

There are
minor
concerns with
the
performance of
the CCG, but
overall the
CCG is well
led and in
good
organisational
health, or if a
CCG has a
higher level of
risk but it is
managing it
effectively.
Some support
may be
required for
specific issues
MEDIUM

Formal
direction by
NHS England
VERY HIGH

Page 3 of 6

NHS UNCLASSIFIED
Action plan –
time to
recover
Funding for
support and
ownership of
improvement

3.

None

3-6 months

Up to 12
months

As appropriate

n/a

CCG

CCG

CCG / NHS
England

Limited Assurance/Not Assured/Special Measures

A CCG that has more serious performance or financial challenges and a high level of
risk will be assessed as ‘limited assurance, requires improvement.’ These
CCGs would be required to develop an improvement plan which will be approved
and monitored by NHS England. This plan would also include a clear indication from
NHS England as to the consequences at each step if the plan fails to deliver, and
NHS England may take action to intervene if delivery is below plan at any point.
In some circumstances, as laid out in s.14Z21 of the NHS Act 2006 (as amended),
NHS England has the ability to exercise statutory powers of direction where it is
satisfied that (a) a CCG is failing or (b) is at risk of failing to discharge its functions. In
these circumstances, the assessment should be that the CCG is ‘not assured’.
For CCGs that are assessed as 'not assured', NHS England will conduct a thorough
assessment, working with the CCG, to identify the underlying causes. NHS England
will then specify the remedial actions required in the improvement plan. Where a
CCG is ‘not assured’ due to a lack of confidence in the leadership of the CCG, NHS
England will work with the CCG to identify how new leadership can be put in place.
Where there is confidence in the leadership, NHS England will define a prescriptive
set of parameters within which the CCG will operate, and will maintain direct
oversight of the organisation until the 'not assured' status is lifted.
Alongside the four assurance categories NHS England may apply a new special
measures regime designed to address persistent and chronic performance
challenges, financial challenges and / or governance difficulties due to the CCG’s
lack of capability and capacity to provide leadership to deliver sustained
improvement. The application of special measures will usually result from issues that
have persisted over a period of two quarters, unless action is required sooner, such
as when financial problems are identified. It is most likely to be applied to those
CCGs in the ‘limited assurance’ and ‘not assured’ categories.
A CCG placed in special measures will be required to agree with NHS England, and
to deliver, a sustainable improvement plan, with the assistance of a range of
intensive support options. This could include, for example, support from a wellperforming CCG, which could act as a ‘buddy’ for the CCG in special measures.
The CCG should have made significant progress in its recovery plan in a maximum
of 12 months and, following a review, should exit special measures at this point, if not
sooner, even though there may be ongoing deliverables to be achieved as part of the
improvement plan.
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Not all CCGs with the same set of issues are likely to be in special measures, as the
trigger is the CCG’s grip of its situation. If the CCG has not clearly identified, and is
not managing the risks arising from its challenges, a decision will be made on
whether special measures should be applied.
In exceptional circumstances NHS England may need to exercise its statutory
powers of direction immediately, without a CCG having previously been placed in
special measures, or during the special measures process, if the CCG’s situation
deteriorates.

4.

Recommendations

To note the contents of the new CCG assurance process

Appendices and further information
5.

Further information in the NHS England documents

CCG Assurance Framework - http://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2015/03/ccg-assurance-framework.pdf
Special Measures for CCGs - http://www.england.nhs.uk/commissioning/wpcontent/uploads/sites/12/2013/10/spec-meas-ccg.pdf

Governance and Compliance
6.

Links to corporate objectives
2015/16 corporate objectives
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. Deliver year 1 of the Financial Recovery Plan, leading to
sustainable financial balance and delivery of the CCG’s
statutory financial duties.
4. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside.
5. Lead and influence the development of health and social
care fit for the future.

7.

Item links to
objectives √
√
√
√
√
√

Consultation and engagement
N/A

8.

Resource implications
N/A
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9.

Risks
N/A

10. Equality assessment
N/A

11. Environment and sustainability assessment
N/A

Report author:
Report date:

Phil Clow, Director of Commissioning Development
14 August 2015

Page 6 of 6

NHS UNCLASSIFIED

Report to: Governing Body
Date: 25 August 2015

Agenda item: 12.2

Title of report: Policy for approval
Sponsor: Lesley Young-Murphy, Executive Director of Nursing and Transformation
Author: Jenna McGuinness, HR Manager, NECS
Purpose of the report and action required: The Governing Body ratified the CCG
Disciplinary policy in April 2013, with a review date of May 2015. The policy has been
reviewed. Members are asked to approve that the policy continues in place with a
revised review date of May 2017.
Executive summary
The Governing Body ratified the CCG Disciplinary policy (policy reference HR07) in
April 2013, with a review date of May 2015.
The policy is maintained by the HR service in North of England Commissioning
Support (NECS).
The policy has been formally reviewed by NECS, in partnership with CCG
management and staff-side organisations. It does not require any immediate
amendments in respect of employment or legislative changes. It will remain under
review.
The policy is available to all staff in printed form and in the accessible electronic
folders.
Recommendation:
Members are asked to approve the extension of HR07 Disciplinary Policy for a further
two years, to May 2017.
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Report to: Governing Body
Date: 25 August 2015

Agenda item: 12.3

Title of report: Terms of Reference for ratification
Sponsor and Author: Pauline Fox, Head of Governance
Purpose of the report and action required: This report is for decision. Members
are asked to consider and approve the proposed changes to the Governing Body
Committee Terms of Reference. Members are also asked to note the revised Terms
of Reference for the Clinical Executive.
Executive summary:
The Governing Body has five committees: Audit Committee, Quality and Safety
Committee, Remuneration Committee, Patient Forum, Finance Committee and
Primary Care Committee (joint with NHS England).
The Audit Committee, Quality and Safety Committee and Remuneration Committee
has each reviewed its terms of reference. The terms of reference for the Finance
Committee and the terms of reference for the Primary Care Committee were
approved in March 2015 and are not due for review. The terms of reference (ToR)
for the Patient Form were agreed by the Governing Body in September 2013. The
Patient Forum review and annual report in March 2015 did not identify any proposed
changes to the ToR.
The Remuneration Committee and Audit Committee did not identify the need for any
changes to their Terms of Reference.
The Quality and Safety Committee identified some minor changes. The proposed
revised ToR are appended for consideration and approval by the Governing Body.
The proposed changes to note are:
• Section 4 – the Chief Officer is not a committee member but has a standing
invitation to attend
• Section 6 – CQUIN developments added to section 6.3; reference to this
committee being the primary route for patient and public views to be fed into CCG
policy to be removed (as it is the responsibility of the Clinical Executive);
medicine management reports to be received by exception rather than annually
(as the Medicine Optimisation committee reports to the Clinical Executive)
As indicated in the CCG constitution, the CCG has two other committees, the
Council of Practices and the Clinical Executive. The ToR for those committees have
also been reviewed. The Governing Body is asked to note the revised ToR for the
Clinical Executive, attached, which have been revised to refer more clearly to the
role of the Clinical Executive linking with the CCG Localities.
Recommendation
Members are asked to consider and approve the proposed changes to the Quality
and Safety Committee Terms of Reference. Members are also asked to note the
revised Terms of Reference for the Clinical Executive.
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Quality and Safety Committee
Terms of Reference
1.

Introduction
The Quality and Safety Committee (the committee) is established as a
committee of the CCG Governing Body, in accordance with constitution,
standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the committee and shall have effect as if
incorporated into the CCG constitution and standing orders.

2.

Principal Function
The Quality and Safety Committee is responsible for ensuring the appropriate
governance systems and processes are in place to commission, monitor and
ensure the delivery of high quality safe patient care in commissioned services.
In achieving this, the committee will seek to promote a culture of continuous
improvement and innovation with respect to safety of services, clinical
effectiveness and patient experience, to secure public involvement, to promote
research and the use of research and to provide assurance to the Governing
Body about the quality, safety and risks of the services being commissioned,
and the overall risks to the organisation’s strategic and operational plans.
The Committee will, as delegated by the Governing Body, provide oversight
and scrutiny of arrangements for supporting NHS England in relation to
securing continuous improvement in the quality of primary medical services.
The Committee will, as delegated by the Governing Body, approve
arrangements for handling complaints, information governance including
arrangements for handling Freedom of Information requests, and provide
oversight and scrutiny on arrangements for business continuity and emergency
planning.

3.

Accountability
The Quality and Safety Committee is a Committee of the CCG Governing Body.

4.

Membership
Membership of the Committee is:
•
A Lay Member of the Clinical Commissioning Group (Chair of the
Committee)
•
Secondary Care Specialist Doctor
1

•
•
•
•
•
•
•

Medical Director
Executive Director of Nursing and Transformation
Member Practice GP representative
Member Practice GP Practice manager
Head of Governance
Head of Quality and Patient Safety
Commissioning and Performance Manager

The Chair has the responsibility to ensure that the Committee obtains
appropriate advice in the exercise of its functions.
The CCG Chief Officer has a standing invitation to attend the meeting.
Officers, employees, and practice representatives of the CCGs and other
appropriate individuals may be invited to attend all or part of meetings of the
committee to provide advice or support particular discussion from time to time.
This may include, for example, representatives from the Commissioning
Support service.
5.

Authority

5.1 The CCG Governing Body authorises the Committee to pursue any activity
within these Terms of Reference including to:
(i)

Seek any information it requires from CCG employees, in line with its
responsibility under these terms of reference and the Scheme of
Reservation and Delegation;

(ii)

Require all CCG employees to co-operate with any reasonable request
made by the Committee, in line with its responsibility under these terms of
reference and the Scheme of Reservation and Delegation;

(iii)

Review and investigate any matter within its remit and grants freedom of
access to the organisation’s records, documentation and employees. The
Committee must have due regard to the Information Governance Policies
of the CCG, regarding personal health information and the CCG’s duty of
care to its employees when exercising its authority.

5.2 In discharging its responsibilities the Committee will comply with the CCG’s
Standing Orders and Prime Financial Policies and Standards of Business
Conduct Policy.
6.

Roles and responsibilities

6.1 To develop, monitor and review the CCG’s vision for commissioning services
that are safe, high quality and clinically effective.
6.2 To receive reports on the quality of commissioned services, to review risks
arising and monitor progress in implementing recommendations and action
plans.
2

6.3 To receive reports on clinical risks, incident reporting, serious incidents, ‘Never
Events’, CQUIN development, complaints, claims and safety alerts; and monitor
progress in implementing recommendations and action plans.
6.4 To oversee development of a Patient Safety Assurance Framework with
systems for monitoring quality and safety of care, with reference to a range of
indicators which might include Care Quality Commission ratings and reviews,
Monitor ratings and any other relevant sources of external assurance.
6.5 To ensure a clear escalation process, including appropriate trigger points, is in
place to enable appropriate engagement of external bodies in relation to areas
of concern, with a view to an external review being carried out.
6.6 To receive and scrutinise independent investigation reports relating to patient
safety issues and agree publication plans.
6.7 To seek assurance on the performance of NHS provider organisations in terms
of the Care Quality Commission, Monitor and any other regulatory bodies.
(Note that the Monitor’s compliance framework relies on assurance from third
parties, including local commissioners of services).
6.8 To receive and review the Quality Accounts of NHS Foundation Trusts which,
as a minimum, will include those relating to the Foundation Trusts which
provide local acute services, community health care services and mental health
and learning disabilities services to the North Tyneside population.
6.9 To receive reports on the management of infection control performance,
especially health care acquired infections.
6.10 To receive reports on Medicines Management be exception, as advised by the
Medical Director.
6.11 To ensure that appropriate strategies and training plans are in place for
safeguarding of children and vulnerable adults, receiving appropriate reports
pertaining to the CCG’s safeguarding duties.
6.12 To ensure that all systems are in place and operating effectively for the
identification, assessment and prioritisation of potential risk (including quality
and patient safety, financial risk including regarding QIPP, health and safety,
emergency preparedness, business continuity, information governance and
sustainable development), and to report on any major strategic issues and any
associated financial implications to the Governing Body and to other external
agencies as appropriate including the National Reporting and Learning System
6.13 To ensure the adequacy of the Risk Assurance Framework, using it
operationally to guide the work of the committee in gaining assurances on the
principal strategic risks identified within the framework. This will include review
of the content of the Corporate Risk Register and to scrutinise controls and
actions for high and extreme risks.
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6.14 To advise and assure the Clinical Commissioning Group on the development of
policy, strategy and practice in respect of equality, diversity and human rights
(supported through the Equality Delivery System), including the Equality
Diversity and Human Rights Annual Report to ensure the statutory and legal
obligations of the CCG are met.
6.15 To ensure that the CCG promotes research and the use of research.
6.16 To ensure that agreements and processes in place with the CCG’s members to
secure improvements in the quality of primary medical services in terms of
clinical effectiveness, patient safety, risk, safeguarding and patient experience
in GP practices.
7.

Administration
The head of governance will ensure that a minute of the meeting is taken and
provide appropriate support to the Chair and Committee members.

8.

Quorum
The quorum shall be four members of the committee, including at least two
clinical members (doctor or nurse).

9.

Decision Making
Generally it is expected that decisions will be reached by consensus. Should
this not be possible then a view of members will be required. In the case of an
equal vote, the person presiding (i.e. the Chair of the meeting) will have a
second, and casting vote.

10. Frequency and notice of meetings
Meetings will be held at such interval as the Chair shall judge necessary to
discharge the responsibilities of the Committee, but shall be at least six times
per year.
11. Attendance at meetings
11.1 The members of the Committee are required to provide information to progress
and inform the agreed agenda items.
11.2 The Committee members are required to attend each meeting or if apologies
are made any information they are expected to contribute must be supported
either through a deputy or in writing to the Chair.
11.3 In addition to the core membership the Committee may co-opt additional
members as appropriate to enable it to undertake its role.
12. Reporting Arrangements
4

The minutes of the meetings shall be formally recorded and submitted to the
Governing Body.
The Chair of the committee shall draw to the attention of the Governing Body
any issues that require disclosure to the Governing Body, or require executive
action. The committee will report to the Governing Body, at least annually on its
work.
13. Conduct of the committee
All members of the committee and participants in its meetings will comply with
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct
and the CCG’s Policy on Standards of Business Conduct and Declarations of
Interest which incorporate the Nolan Principles.
14. Date of Review
The committee will review its performance, membership and these Terms of
Reference at least once per financial year. It will make recommendations for
any resulting changes to these Terms of Reference to the Governing Body for
approval.
No changes to these Terms of Reference will be effective unless and until they
are agreed by the Governing Body.

Date agreed: 23 September 2014
Date reviewed: 20 June 2014; agreed by Governing Body 23 September 2014
Date reviewed: 7 April 2015: agreed by the Governing Body: TBC
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Clinical Executive
Terms of Reference
1. Introduction
The Clinical Executive is established as a committee of NHS North Tyneside
Clinical Commissioning Group in accordance with its constitution, standing orders
and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the Clinical Executive and shall have effect as if
incorporated into the group’s constitution and standing orders.
2. Principal Function
The Clinical Executive is established to support the clinical commissioning group,
its Council of Practices, its Governing Body and the accountable officer in the
discharge of their functions. It will assist the CCG in its duties to promote a
comprehensive health service, reduce inequalities and promote innovation. Its
remit includes development and implementation of strategy, monitoring and
delivery of statutory duties, operational, financial, contractual and clinical
performance as well as ensuring the coordination and monitoring of risks and
internal controls.
The Clinical Executive has a particular responsiblity for ensuring effective clinical
engagement and promoting the involvement of all member practices in the work
of the CCG in securing improvements in commissioning of care and services.
This includes a key role linking in with the Localities.
3. Membership
The membership of the committee will consist of:
•
•
•
•
•
•
•
•

Chief Officer
Chief Finance Officer
Medical Director
Executive Director of Nursing and Transformation
Clinical Directors (x3)
Nominated Practice Manager
Director of Commissioning Development
Head of Governance

Meetings will be chaired by the Chief Officer. In the absence of the Chief Officer
meetings will be chaired by the Medical Director.
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The chair has the responsibility to ensure that the Committee obtains appropriate
advice in the exercise of its functions.
The Chair of the CCG, officers, employees, and practice representatives of the
CCGs and other appropriate individuals may be invited to attend all or part of
meetings of the committee to provide advice or support particular discussion.
This may include representatives from the Commissioning Support service.
4. Secretarial support
The head of governance will ensure that secretarial support is provided to the
committee.
5. Frequency of meetings
Meetings of the clinical executive will usually meet at least monthly and not less
than 8 times per financial year. There will be no more than 10 weeks between
meetings.
Members will be expected to attend each meeting.
In exceptional circumstances and where agreed in advance by the chair,
members of the clinical executive or others invited to attend may participate in
meetings by telephone, by the use of video conferencing facilities and/or webcam
where such facilities are available. Participation in a meeting in any of these
manners shall be deemed to constitute presence in person at the meeting.
6. Agendas and papers
The agenda for meetings of the clinical executive will be set by the chair.
The agenda and papers for meetings of the clinical executive will be distributed 3
working days in advance of the meeting. Items for the agenda should be notified
to the chair 10 days in advance of each meeting. The setting of agendas for, and
minutes of, each meeting should identify where discussion should rightly be
recorded as being of a confidential or commercially sensitive nature.
7. Quoracy and Decision Making
One third of members are needed for the meeting to be quorate, and:
• At least the Chief Officer or the Chief Finance Officer must be present
• At least one clinician (nurse or doctor) must be present.
Generally it is expected that decisions will be reached by consensus. Should this
not be possible then a view of members will be required. In the case of an equal
vote, the person presiding (i.e. the Chair of the meeting) will have a second, and
casting vote.
8. Remit and responsibilities of the clinical executive
The clinical executive will be responsible for providing day to day operational
management direction for the successful delivery of the objectives of the CCG:
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8.1 Strategy and Planning
•
•
•
•
•
•

•

Preparing and recommending the strategy and annual commissioning plan
for the Governing Body to consider and approve and overseeing its
delivery
Formulating and implementing service change and development arising
out of the strategy
Preparing and recommending to the Governing Body the Organisational
Development Plan and enabling strategies including the Communications
and Engagement Strategy, and overseeing their delivery
Developing CCG input to the Joint Health and Wellbeing Strategy and
contributing to the Joint Strategic Needs Assessment, with a view to
reducing inequalities in health
Developing and maintaining effective working arrangements with the North
Tyneside CCG localities to support the commissioning and delivery of high
quality, safe, value for money and effective services
Establishing links and working arrangements with other CCGs, Provider
Trusts, the Local Authority, other health care partners, the NHS England
Area and Regional Team and the clinical senate that would support the
integration of both health services with other health services and health
services with health-related and social care services where the CCG
considers that this would improve the quality of services or reduce
inequalities.
Ensuring that the views of patients and the public are properly reflected in
the development and implementation of CCG policies and plans

8.2 Delivery
•
•
•
•
•
•
•
•
•
•
•

Delivering target outcomes and outputs set by the Secretary of State, NHS
England, NICE, CQC and other national/regional authorised bodies and
providing assurance to the Governing Body in this respect
Ensuring the co-ordination and monitoring of the CCG’s clinical work
programme, in delivery of the CCG’s annual commissioning plan
Managing the performance of the CCG against its financial and nonfinancial targets including QIPP, drawing on the work of the localities and
individual member practices
Oversight and detailed scrutiny of implementation of disinvestment
programmes and QIPP delivery
Ensuring the control, co-ordination and monitoring within the organisation
of risk and internal controls, reviewing the corporate risk register regularly
Approving business cases and procurement contract awards in line with
the CCG’s financial scheme of delegation and approved budgets
Leading the delivery of the CCG educational programme
To receive a Medicines Management report at least annually
Preparing the CCG’s annual report for the audit committee to consider and
approve and recommend to the board
Approving the CCG’s operational policies and procedures
Overseeing and managing the contract and annual work plan with the
CCG’s commissioning support services provider.
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9. Reporting arrangements
The Clinical Executive reports to the CCG Council of Practices. The CCG
Governing Body will receive assurance from the Clinical Executive on the delivery
of its remit and responsibilities.
10. Policy and best practice
The clinical executive will apply best practice in its decision making, and in
particular it will:
• comply with current disclosure requirements for remuneration;
• ensure that decisions are based on clear and transparent criteria
The clinical executive will have full authority to commission any reports or
surveys it deems necessary to help it fulfil its obligations.
The clinical executive will establish such sub-groups to assist with the delivery of
its delegated responsibilities and progress its work as it sees fit.
11. Conduct of the clinical executive
All members of the clinical executive and participants in its meetings will comply
with the Standards of Business Conduct for NHS Staff, the NHS Code of
Conduct, and the CCG’s Policy on Standards of Business Conduct and
Declarations Interest which incorporates the Nolan Principles.
12. Date of Review
The clinical executive will review its performance, membership and these Terms
of Reference at least once per financial year. It will make recommendations for
any resulting changes to these Terms of Reference to the Governing Body for
approval.
No changes to these Terms of Reference will be effective unless and until they
are agreed by the Governing Body.

Date agreed: 30 April 2013
Date reviewed: 23 June 2014; agreed 23 July 2014
Date reviewed: 22 April 2015; noted by Governing Body 25 August 2015
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North Tyneside
Primary Care Committee
Minutes of the North Tyneside Primary Care Committee meeting held in Public on 18
May 2015, at Hedley Court
Present:
Mary Coyle
Phil Clow

Deputy Lay Chair, NT CCG (Chair)
Director of Commissioning, NT CCG

In Attendance
Peter Kenrick
James Martin
Tracey Johnstone
Wendy Hume

Chair, Healthwatch Board
Commissioning & Performance Manager, NT CCG
Head of Primary Care, NHS England
Team Secretary (Minutes)

Apologies:
Dr John Matthews
Christine Keen
Councillor Spillard
Wendy Burke
Iain Kitt

Clinical Chair, NT CCG
Director of Commissioning, NHS England
Deputy Chair, Health & Wellbeing Board
Acting Director of Public Health, North Tyneside Council
Board Member, Healthwatch

NTPCC/15/011

Welcome and Introduction (Agenda Item 1.1)
Ms Coyle welcomed all to the meeting of the North Tyneside Primary Care
Committee. Ms Coyle queried how the meeting was being advertised as
this was a meeting in public. Mr Clow replied that the meeting was
published in the same way as the Governing Body meeting, through the
North Tyneside CCG Website. Mr Kenrick said that the meeting could be
published through the Patient Forum meeting and through the Healthwatch
website.
Apologies for Absence
Apologies of absence were noted as above.
Quoracy
Ms Coyle informed the meeting due to apologies from Christine Keen the
meeting was not quorate and any decisions would need to be carried
forward to the next meeting.
Ms Coyle queried the membership for Quoracy. Mr Clow replied that the
Terms of Reference stated the following:
NHS England was either Ms Christine Keen or Dr Mike Prentice
Chair of the meeting was either Ms Mary Coyle or Mrs Eleanor Hayward
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At present Mr Clow does not have a deputy but this is being looked into.
Declarations of Interest
There were no declarations of Interest.
NTPCC/15/012

Minutes of the meeting held on 9 April 2015 (Agenda Item 1.2)
The minutes from the meeting held on 9 April 2015 were confirmed as
accurate with the exception of the following:
Dr Matthews requested an amendment to, Minute: NTPCC/15/006 second
paragraph.
Dr Matthews stated that extending our horizons and being open minded
about how to commission primary care and consider working with partners
who have a shared interest, e.g. this could include pharmaceutical
companies.
Action Log
All actions were completed.
Mr Kenrick asked with regard to minute NTPCC/15/003, action 3 – if NHS
England did exercise the veto, in what circumstances would NHS England
exercise the veto and why. Ms Johnstone replied that if it was an NHS
England piece of work they would have the right to veto as they are the
statutory organising and it is their responsibility and NHS England would
explain why. NHS England must adhere to its governance arrangements,
any decision made would be transparent.
Matters Arising
There were no matters arising.

NTPCC/15/013

Overview of Primary Care in North Tyneside (Agenda Item 2.1)
Ms Johnstone stated that she would explain key points of the document.
The functions within the remit of joint commissioning are decisions in
relation to the commissioning, procurement and management of Primary
Care Medical Services Contracts.
Key Points
• GP Contracts
- GP Practices
- PMS Review
- GP Survey Results
• Premises
- Primary Care Infrastructure
• Enhanced Services
• Quality Outcomes Framework
• Assurance Framework
• Quality and Safety and Patient Experience
Out of the 29 practices in North Tyneside 27 have signed a GMS contract,
there are no PMS locally negotiated contracts as these no longer exist.
Two practices have APMS contracts these are Earsdon Park and Battle Hill.
2

NHS UNCLASSIFIED

Mr Kenrick asked if Earsdon Park was a Walk in Centre. Ms Johnstone
replied that it was not and Earsdon Park had a registered list of patients.
Ms Johnstone stated in relation to Enhanced Services a DES is nationally
negotiated and the criteria cannot be changed, if a change of criteria is
required a Locally Enhanced Service (LES) would need to be put in place.
Mr Martin stated that a LES is funded through the CCG and a DES is
funded through NHS England.
Ms Johnstone explained that Quality and Outcomes Framework (QoF) is a
performance indicator that is nationally negotiated and all practices usually
sign up. QoF is based on a points system and the total that the practices
can generate hasn’t changed.
Mr Kenrick asked in relation to the weighted list size what are the
depravation factors? It was explained that the Carr-Hill formula is used to
calculate practice funding. Mr Martin said that he could share the link with
Mr Kenrick.
Ms Johnstone said that the PMS Premium is to be released over the next
five years this will be approximately £607k. Ten practices will have funding
reduced over the next five years and the CCG will work on a reinvestment
plan for GP Services. The £607k will be a recurrent amount and the
reinvestment will be discussed at this committee.
The Battle Hill contract (registered element) is due to end in 2016 and the
GMS element will be reviewed at the same time. The Walk in Centre is
commissioned by the CCG and GP Services are co-commissioned by NHS
England and the CCG. Earsdon Park contract is due to end in March 2017
and the review will start next year.
Mr Kenrick referred to point 2.5 in the paper and asked if the results of the
survey had been discussed with the Patient Forum? The percentage in
each column have significant variations what is NHS England doing? Ms
Johnstone replied that NHS England have a quality assurance process with
a range of indicators. If access to a GP practice is showing as an outlier
NHS England would be in direct discussions with the practice. It may be a
genuine difficulty and NHS England would monitor access. Measurement
trajectories are being introduced and quality of consultation will be
measured. NHS England has not discussed the information with the Patient
Forum but this is public information. Ms Coyle said she will mention the
papers to Mrs Hayward who is the Chair of the Patient Forum.
Mr Kenrick asked in connection with the Primary Care Infrastructure Fund
(PCIF) what was the key criteria? Ms Johnstone responded that the PCIF
has small funds and GP’s can apply for building work and improvements
and it would depend on the square footage and the size of the patient list.
The PCIF is non recurrent money, bids have to meet all the criteria. Mr
Kenrick said that bidding for money is a skill and what support does the
CCG give in the bidding process for practices. Mr Clow replied that the
CCG does not routinely support the practices in the bidding process. Ms
Johnstone stated that assessing bids would be a conflict of interest for NHS
England and the CCG.
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Action 1: Ms Coyle to mention the GP Access (GP survey results January
2015) to Mrs Hayward, Chair of the Patient Forum.
NTPCC/15/014

Primary Care Committee – Cycle of Business (Agenda Item 2.2)
Mr Clow gave a verbal update to the committee on the cycle of business.
Mr Clow asked the committee to consider the frequency of the Primary Care
Committee meetings as presently they are on a monthly basis but
depending on the business brought to this meeting, a different frequency
may be more appropriate.
Mr Clow stated that the Quality and Outcomes Framework 2016/17 would
need to be ready in September 2015, to bring to this meeting.
The timetable shows what will be coming to this meeting and based on the
work set out this meeting could take place on a bi-monthly basis. Ms Coyle
agreed that it would make sense to have this meeting bi-monthly. Ms Coyle
stated that as the meeting was not quorate the proposal for bi-monthly
meetings would need to be discussed with Ms Keen outside of the meeting.
This item will be left open until the discussion with Ms Keen has taken
place.
19 May 2015
Update from the discussion with Ms Keen in connection with holding these
meeting on a bi-monthly basis has taken place and Ms Keen has agreed to
this change.
This item has now been closed.

NTPCC/15/015

Primary Care Operational Group – Terms of Reference (Agenda Item
3.1)
Mr Clow stated that an Operational Group had been set up and held their
first meeting. The Operational Group will support this committee with the
cycle of business. Mr Clow said that he is the Chair of the meeting but in
his absence Mr Martin will Chair.
Mr Martin said that the Operational Group will bring items to this committee
for decision as at present the group does not have any decision powers.
Ms Coyle responded asking that the papers brought to this committee are
clear and concise. Mr Clow stated that NHS England were producing a
Memorandum of Understanding (MoU) for everyone to use and this will be
reflected in the Terms of Reference for the Operation Group.
Action 2: Mr Clow to bring the Operational Group Terms of Reference
back to the Primary Care Committee meeting.

NTPCC/15/016

Operational Issues (Agenda Item 4.1)
Mr Clow stated that an item regarding section 106 funding will be brought to
this meeting for consideration and decision. Section 106 funding is made
available as a result of a housing development, in the form of a financial
bond. This is due to there being more residents and therefore additional
funding is required for health localities. In the Wideopen area, Section 106
funding is available associated with a local housing development.
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Woodlands Park Practice has requested investment and this has been to
NHS England for consideration. The proposal will come to this meeting to
sign up and release the funding. Ms Coyle asked if it would be the July
meeting that the proposal would be brought to and are there any other
Primary Health Services e.g. Pharmacies, that need to be considered. Mr
Clow replied that the funding is usually primarily for GP Services. Ms
Johnstone said that due to the commercial input for pharmacy and dentist
they did not usually receive section 106 funding. Ms Coyle said that it was
good that the proposal comes to this meeting.
NTPCC/15/017

Any Other Business Agenda Item (Agenda Item 5.1)
There was no other business tabled.

NTPCC/15/018

Representatives of the press and members of the public were asked to
withdraw from the remainder of the meeting having regard to the
confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest.
Ms Coyle closed the meeting at 11:47

NTPCC/15/019

Future Meeting dates
• 22 July 2015, 09:00 – 10:30
• 24 September 2015, 10:00 – 11:30
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