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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 26 January 2016, 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 24
November 2015

Dr J Matthews

6

Matters arising from the previous meeting held on
24 November 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
Enclosures

Verbal

10.45

8.1

Integrated Quality and Performance Report

D Hayman /
Dr L Young-Murphy

Enclosure

8.2

Quality and Safety Committee report

Dr L Young-Murphy /
Dr M Wright

Enclosure

9
9.1

10
10.1

Finance and Contracting
2015/16 Finance and Contracts Report Month 09
– December 2015, Part 1

11.00
D Hayman

Public and Patient Involvement
Report from the Patient Forum

Enclosure
11.15

Dr L Young Murphy

Verbal

1
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11

Governance and Assurance

11.20

11.1

CCG risk assurance framework

P Fox

Enclosure

11.2

Proposed changes to the CCG Constitution

P Fox

Enclosure

11.3

Primary Care Committee Terms of Reference –
revised version for approval

P Fox

Enclosure

P Fox

Enclosure

11.4

12
12.1

13

Committee minutes for assurance – minutes of
the Primary Care Committee held on 22 July
2015

Items for Information
There are no items for information

Date of next meeting
Tuesday 22 March 2016, 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 24 November
2015, 10.15 – 12noon at Hedley Court
Present:
Dr John Matthews
Mary Coyle
Maurya Cushlow
Kyee Han
Eleanor Hayward
Deborah Hayman
David Willis
Dr Martin Wright
Dr Lesley Young-Murphy

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

In Attendance:
Pauline Fox
Wendy Burke

Head of Governance
Acting Director of Public Health (from 10.50am)

Apologies for absence: There were no apologies for absence. It was noted that Mrs Keen,
Director of Operations for NHS England North East and Cumbria had planned to attend but
had been unable to do so at the last minute. She would come to a future meeting.
NTGB/15/110

Welcome
Dr Matthews welcomed everyone to the meeting, extending a particularly
warm welcome to members of the public who were in attendance and to
Deborah Hayman, who has joined the CCG as the Interim Chief Finance
Officer.

NTGB/15/111

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

NTGB/15/112

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/15/113

Minutes of the Previous Meeting held on 22 September 2015 (Agenda
Item 5)
The minutes of the meeting held on 22 September 2015 were considered and
agreed as a correct record of that meeting.

NTGB/15/114

Matters Arising from the Previous Meeting held on 22 September 2015
(Agenda Item 6)
Dr Matthews referred to the action log that had been circulated with the
agenda. It was noted action 1 from August 2015 had been deferred to
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January 2016 and that Action 2 from August 2015 was on the agenda, as
planned. There were no other matters arising.
NTGB/15/115

Report from Chair and Chief Officer (Agenda Item 7)
Dr Matthews reported on tensions arising amongst member practices about
the pace of the development of the potential ACO. It had been agreed at the
recent Council of Practices meeting that representatives would consult their
practice colleagues and Dr Matthews would then seek their endorsement of
the CCG’s work to develop an ACO model for North Tyneside, as had been
recommended by the Clinical Executive. The role of NHS England in shaping
the future of the CCG was discussed.
Ms Cushlow reported on several items. In October the CCG had started
formal consultation on future arrangements for urgent care and this would run
until mid-January. The outcome of this would be formally reported to the
Governing Body. The CCG was about to meet NHS England for the quarter 2
assurance meeting. The CCG continued to face a challenging finance and
contract challenging round. New guidance had asked CCGs to confirm the
‘unit of planning’ and it had been confirmed by NHS England that North
Tyneside and Northumberland would work on a shared footprint. Ms Cushlow
continued, referring to North East plans for devolution, including the
establishment of a health commission. Finally, she reported on the recent
junior doctor ballot on strike action, remarking that Dr Young-Murphy would
update on that in her report.
Ms Coyle asked about the planning footprint and Ms Cushlow referred to a
recent report on ‘placed based systems of care.’ Mrs Fox was asked to
circulate that paper to members.
It was suggested that the new approach to place based systems of care be
an item for discussion at the Governing Body development session in
December 2015

NTGB/15/116

Quality Items
Integrated Quality and Performance Report (Agenda Item 8.1)
Ms Hayman reminded members that the CCG was accountable for delivery of
the NHS Constitution rights and pledges, CCG Health Outcomes and the
Quality Premium measures. She advised that strong performance against all
the major indicators continued, referring to the integrated quality and
performance report circulated with the agenda.
The key issues were highlighted in the executive summary. The six week
diagnostic wait had been missed in August but was now getting back on
track. Ms Hayman commented that there were continuing concerns about
increasing numbers of ambulance handover delays. The situation was being
closely monitored and managed. Dr Young-Murphy described some of the
detailed actions being taken and emphasised the impact on individual
patients and on the wider system every time an ambulance handover was
delayed. Members questioned the details in the report. Ms Cushlow
confirmed that this would continue to be followed up in detail by the Clinical
Executive.
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Ms Hayman continued the report, advising that the IAPT recovery rate was
improving although still below the 50% standard. It was remarked that openaccess IAPT services brought benefits and pressures, that the performance
was disappointing and that efforts to address this would continue.
The Governing Body received the report and noted the issues and progress
to date.
NTGB/15/117

Quality and Safety Committee Report (Agenda Item 8.2)
Dr Wright presented this report, referring to the paper circulated with the
agenda. The report covered the key issues discussed at the quality and
safety committee in September. The report did not cover the issues
considered at the recent meeting in October; these would be covered in the
next written report.
Dr Wright remarked on the key issues as highlighted in the report. In respect
of the Friends & Family Test Northumbria FT and Newcastle Hospitals FT are
not meeting the national average FFT response rate for A&E and inpatient
services. This had been noted by the Quality and Safety Committee and the
Governing Body and actions were in hand to address it, however, it was not
felt to be impacting on the quality of services or the importance that both FTs
attached to collecting and acting on public and patient feedback.
Dr Wright continued. In May 2015 the CQC Intelligent Monitoring Report
noted that Newcastle Hospitals FT was an outlier for the Stroke National
Audit. Dr Wright advised, however, that the Q2 data showed a much
improved position.
In summary Dr Wright advised that: Provider performance had improved
across all Key Quality Indicators with the exception of MRSA and FFT. HCAI
was to be discussed later on the agenda.
Dr Young-Murphy updated members about the forthcoming planned Junior
Doctors strike action and the assurances the CCG has sought regarding
contingency plans.
The Governing Body noted the items reported.

NTGB/15/118

Policies for approval: CCG CO15 Safeguarding Children Policy and CCG
CO16 Safeguarding Adults Policy (Agenda Item 8.3)
Dr Young-Murphy presented the two draft policies for approval. The policies
had been substantially revised to reflect current legislation and guidance. The
Quality and Safety Committee had considered them both in detail and
recommended them to the Governing Body for approval.
The Governing Body approved both the revised policies, CCG CO15
Safeguarding Children Policy and CCG CO16 Safeguarding Adults Policy

NTGB/15/119

Healthcare Acquired Infection (HCAI) (Agenda Item 8.4)
Dr Young-Murphy explained that she wished to update the Governing Body
on work to address healthcare acquired infection (HCAI), referring to the
report circulated with the agenda. This elaborated on the issues referred to in
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the quality and safety committee report.
Dr Young-Murphy outlined the key features of the CCG HCAI action plan,
noting that it is frequently reviewed by the Quality and Safety Committee and
that it had also been discussed at previous meetings of the Governing Body.
The original action plan had been reviewed and cross referenced with the
Infection Prevention and Control Commissioning Toolkit (2014) to ensure that
the CCG was compliant. She referred to the work of the consultant microbiologists to scrutinise plans and to support the CCG to continually improve
She confirmed that C-difficile rates are within target for trajectory to date.
Dr Young-Murphy referred to the work of GPs and the medicines optimisation
and the assurances in the report that the CCG continues to meet the
antibiotic prescribing targets.
In response to questions, Dr Young-Murphy outlined the work undertaken in
nursing homes to support the management and HCAI and antibiotic
prescribing. Mr Han remarked that he meets with the other secondary care
specialist doctors and the local antibiotic prescribing regimes are included in
their discussion.
The Governing Body noted the report and the assurances given.

NTGB/15/120

Finance and Contracting
2015/16 Finance and contracts Report: Month 07 - October 2105
(Agenda Item 9.1)
Ms Hayman referred to the report circulated with the agenda and summarised
North Tyneside CCG’s financial position as at month 07.
She explained that the year-end forecast position had been revised in month
06. The agreed control total of £14.3m deficit at the year-end had been
discussed in detail and the CCG had signalled to NHS England that this
would be -£19.3m. There was still a substantial QIPP requirement. CCG
financial plans were progressing but the phasing of savings had led to this
revised forecast. Ms Hayman stressed the requirement for the CCG to payback all deficits the following year and emphasised the impact this would
have on the CCG in 2016/17.
Ms Coyle recalled that this had been discussed in detail at the Governing
Body meeting in Private in October. She asked Ms Hayman about her
confidence that this revised forecast out-turn was achievable. Ms Hayman
replied that there was still significant pressure and winter yet to come, but that
QIPP plans were coming to fruition and she felt that it was a fair assessment.
Mr Willis remarked that the CCG was still planning to achieve a break-even
position in 2016/17, but that the debt repayment will counter-balance that.
Ms Cushlow noted that members of the Council of Practice had also
expressed serious concerns about the situation. She explained the role of the
programme management office, the QIPP Programme Assurance Committee
and the Finance Committee and the escalation process that was in operation.
She had invited Internal Audit to ‘deep dive’ into these processes to support
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the CCG to ensure they were as effective as possible. Mr Willis confirmed
that initial feedback from Internal Audit on this was positive.
Ms Hayman explained the reported position on the CCG running cost budget,
as set out in section 2.10 of the report. This budget continued to show an
overspend. Ms Hayman referred to the contract information in the report,
highlighting table 4.
Dr Matthews asked for further clarification about the investment in the Better
Care Fund. Dr Young-Murphy explained that the detail was overseen by the
BCF Programme Board, and that all BCF schemes are subject to the same
scrutiny as QIPP schemes.
The Governing Body noted North Tyneside CCG’s financial position as at
month 7, the revised forecast out-turn position and the considerable work in
place.

NTGB/15/121

Public and Patient Involvement
Report from the Patient Forum (Agenda Item 10.1)
Mrs Hayward reported that the Patient Forum continued to go from strength
to strength, with members giving their knowledge, time and experience
through the Patient Forum and its sub groups. She emphasised that forum
members value the amount of CCG information that is shared with them to
enable their in-put into CCG work. Dr Young-Murphy noted how valuable their
in-put was to the CCG. She advised that the Patient Forum workplan was
being revised, that the annual report would be prepared and that the Patient
Forum now had a newsletter and a section on the CCG website.
Dr Young-Murphy advised that the work of the Patient Forum had been
recognised at this year’s ‘Age Takes Centre Stage’ award. Congratulations
were extended to the group.
Dr Matthews suggested that it would be opportune to raise the profile of the
Patients Forum at the Council of Practices, linking it to the important role of
the Patient Participation Groups (PPGs).

ACTION 1

NTGB/15/122

Dr Matthews and Mrs Hayward to consider how to raise the profile of the
Patient Forum and the PPGs with the Council of Practices.
Commissioning and strategic items
Development of the Accountable Care Organisation approach in North
Tyneside (Agenda Item 11.1)
Ms Cushlow reminded members of the considerable discussion about the
development of an Accountable Care Organisation (ACO) approach in North
Tyneside, including at the Governing Body development sessions in July and
October, at the Health and Wellbeing Board in October 2015 and at the
Council of Practices meetings. Dr Matthews had referred to this in his Chair’s
update earlier in the meeting.
The CCG has faced a number of challenges since its inception and during
2014/15 a financial deficit of £6.4m was recorded. As a direct consequence,
the CCG is now in formal financial recovery. Ms Cushlow explained, however,
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that taking the local health economy as a whole, there appeared to be
sufficient health funds for sustainability, but a growing elderly population and
year on year efficiencies in social care meant that care models and pathways
needed continuing development to move more care away from hospital
facilities and provide much more person-centred and integrated services
closer to home.
On 15 July 2015 there was agreement at the Council of Practices that models
of future sustainability should be explored. On 20 July 2015 NHS England
formally requested the CCG to develop plans to transform services, with
specific reference to an ACO. Following that, the CCG had further considered
the options for commissioning affordable and sustainable quality health care
that is fit to meet the future needs of its communities and, working with
partners, has concluded that it should now develop the concept of
commissioning services through an Accountable Care Organisation,
appropriate for North Tyneside.
Ms Cushlow referred to the paper circulated with the agenda and the details
contained therein. She explained that an ACO is not precisely defined, but
that the CCG and other key stakeholders and partners will be part of shaping
it. As indicated in the report, some working principles had been agreed,
project management support had been secured and a Project Initiation
Document had been prepared. An ACO Programme Board has been
established to oversee this work, chaired by the CCG and with members from
key partner organisations
If approved, the CCG will aim to agree a Memorandum of Understanding for
April 2016, with full system sign off and model evaluation complete for April
2017. Ms Cushlow confirmed that this is an ambitious programme which the
CCG’s external advisors believe is extremely challenging and not without risk.
Ms Cushlow invited comments and questions.
Mrs Burke commented that the development of an ACO for North Tyneside
offers great potential. She observed that health and social care
commissioners could better respond to the challenges they faced by working
collaboratively together. She remarked on the developing national plans for
devolution and commented that it would be important to get the national,
regional and local developments aligned to achieve the optimum outcomes
for the local population.
Mrs Hayward commented that the Patient Forum had considered this
development and had felt that it potentially offered great benefits. Forum
members had asked that they continue to be involved as plans develop, Dr
Young-Murphy mentioned that she is to chair the communications and
engagement workstream supporting the ACO programme board and that the
patient forum will be represented on that.
Mr Willis commented that he was less optimistic. He asked what was
anticipated by April 2016, as he feared that the task was too large for the
timescale set. Ms Cushlow said that achieving an agreed outline MoU by April
2016 would be good progress. Dr Matthews remarked that that getting the
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relevant parties to the ACO Programme Board had been an achievement in
itself. Dr Wright commented that the process and the real commitment to a
shared purpose have to be developed side-by-side.
Ms Cushlow thanked members for their comments. Members noted the work
to date on the development of an Accountable Care Organisation in North
Tyneside, the establishment of the ACO Programme Board and the
challenging work programme ahead to deliver the ACO approach in the
timescales required.
NTGB/15/123

Winter planning and system resilience 2015/16 (Agenda Item 11.2)
Dr Young-Murphy updated members on local work on winter planning and
system resilience, referring to the paper circulated with the agenda.
It was noted that the North Tyneside Urgent Care Working Group (UCWG)
was responsible for coordinating winter planning and systems resilience
across the local health and social care economy. UCWG group members
have developed their respective resilience plans for 2015/16 and have
reviewed them regularly to ensure that they are based on an integrated
understanding of escalation levels and organisational interdependencies
across the local system.
Dr Young-Murphy added that members of the UCWG are providing NHS
England with assurance of capacity planning and management on an ongoing basis and that North Tyneside UCWG will be working in common with
Northumberland System Resilience Group over the course of winter 2015/16
in order to ensure that the operational management of systems resilience is
integrated and improved.
It was noted that North Tyneside CCG has made a total of £804,000 of
funding available to support local initiative linked to operational resilience and
system capacity during the course of 2015/16. However, the winter readiness
assessment was rated as ‘amber’ due to the disagreement between the CCG
and the main healthcare providers over the distribution of funds. All other
aspects of the assurance process were fully assured.
Members noted the report and the assurance offered.

NTGB/15/124

Transforming Care for people with Learning Disabilities (Agenda Item
11.3)
Dr Young-Murphy updated members on local work on transforming care for
people with learning disabilities, referring to the paper circulated with the
agenda.
This update was to provide a status report on the progress and actions taken
by the CCG following the original Winterbourne View Review Concordant
(2012) and subsequent documents published by NHS England, all of which
have set clear actions for health and social care commissioners to transform
care and support for people with learning disabilities.
Members noted that the report gave a national overview of NHS England’s
key policy drivers in relation to the Transforming Care agenda including plans
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for a national “fast track” programme that will enable health and social care
commissioners to test new approaches in the provision of care and support
for people with a complex learning disability and/or autism whose behaviour
challenges services.
Dr Young-Murphy briefly described the local work undertaken to date
including successful completion of the original Winterbourne View Review
cohort of patients residing in hospitals who have been resettled into
community settings, the ongoing completion of Care and Treatment Reviews
(CTRs) for those patients admitted into CCG funded hospital beds and the
work undertaken by the North Tyneside Learning Disabilities Board in leading
on the learning disabilities transformation agenda.
Dr Young-Murphy commented that the progress made was a testament to the
hard work of the commissioning lead, clinical lead and their colleagues in
partner organisations. She assured members that this work was regularly
discussed at both the Quality and Safety Committee and the Clinical
Executive.
The funding for the ‘fast track’ work was discussed. It was non recurrent
funding, to pump prime service transformation.
Members noted the report and the progress to date.

NTGB/15/125

Governance and Assurance
External Auditor Appointments – revised Audit Committee Terms of
Reference for approval (Agenda Item 12.1)
Mrs Fox advised members of the need for the CCG to appoint its own
external auditors and the proposed change to the Audit Committee terms of
reference to facilitate this. The matter had been discussed at the Audit
Committee.
The Local Audit and Accountability Act 2014 (the Act) brings in a number of
significant changes which impact on the CCG. Guidance on the Act has been
considered by the Audit Committee which had noted that the first step for the
CCG was to set up an Auditor Panel to oversee the appointment of External
Auditors. The panel needs to be in place in early 2016 to ensure contact
award by December 2016.
The Audit Committee recommended that the Governing Body approve the
Audit Committee to act as the Auditor Panel by a change of the terms of
reference of the Audit Committee. The revised ToR were attached to the
report. This included that the Chair of the Audit Committee acts as the Chair
of the Auditor Panel.
Ms Hayman added that she and the procurement team would work together
to ensure a contract can be awarded by December 2016. She confirmed that
the CCG may engage in a joint procurement but that the CCG will award its
own contract.
Members approved the arrangements including the revised Audit Committee
Terms of Reference.
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NTGB/15/126

Committee Minutes for Assurance (Agenda Item 12.2)
There were no minutes to receive at this meeting.

NTGB/15/127

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

NTGB/15/128

Date of Next Meeting (Agenda Item 14)
Dr Matthews advised that the next meeting of the Governing Body would be
held on Tuesday, 26 January 2016 at 10.15am at Hedley Court.
The meeting closed at 12.10pm.
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North Tyneside Governing Body (Public)

Date

25 August
2015

Minute

NTGB/15/087

24 November NTGB/15/121
2015

Action
No.

1

Action

Resp. Officer

Target Date

Status as at
January 2016

A report on the early impact of
the Northumbria Specialist
Emergency Care Hospital to be
brought to the Governing Body
in November 2015

Dr YoungMurphy

November 2015

Deferred

The work of the Patient Forum
be brought to the attention of the
Council of Practices

Dr YoungMurphy

January 2016

Completed.

1
January 2016
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Report to: Governing body
Date: 26 January 2016

Agenda item: 8.1

Title of report: Integrated Quality and Performance Report
Sponsor: Deborah Hayman, Interim Chief Finance Officer & Lesley Young-Murphy,
Executive Director of Nursing and Transformation
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 –
→ Cancer - the percentage of patients seen within 2 weeks following referral for
breast symptom for the CCG was 92.6% in October against the 93.0% standard
and is 92.3% YTD. There were 4 Breaches in October all of which were due to
patients choosing not to be seen within 2 weeks. Analysis of all breach reasons for
the year show that only 8 breaches were due to something other than patient
choice. Underperformance was primarily seen at Newcastle FT (Sept) and
Northumbria FT (July) as a result of increased levels of patient choosing to wait
longer than 2 weeks over summer months, and increased activity due to a ‘Be
Clear on Cancer’ campaign and the cessation of the Sunderland service.
Performance expected to improve over the coming months. Analysis undertaken
to identify practices that have high levels of patient choice to reinforce message at
point of referral showed no clear trends.
→ The number of ambulance handover delays at Northumbria FT decreased in
November reversing the increasing trend of the previous months. Initial data for
December suggests this hasn’t been sustained. The Trust continues to implement
their action plan which includes a number of actions to reduce the number of
handover delays, increase compliance with the use of the handover button, and
improve data quality. Improvements as a result of these actions are expected to
be seen in January and February.
→ Category ‘Red 1’ and ‘Red 2’ response times below the 75% for 8 minute response
times for November in North Tyneside. The Trust have flagged paramedic
vacancies, the change in the pattern of demand since the embedding of NHS 111,
reconfiguration of service provision, and system pressure as issues behind the
reduction in response times. Additionally financial pressures have meant a
reduction in the use of third party provision to increase capacity. A detailed action
is in place focusing on recruitment and reducing the workforce gap, establishment
of a clinical hub and increased hear and treat, and a number of transformational
projects.
NHS Outcomes Framework:
→ 17 indicators are currently performing above their thresholds and are rated as
green.

→ 4 indicators are showing under performance and are rated as amber.
o IAPT recovery rate in November was 43.6%. There has been improvement on
recovery rates in 2014/15 with them now consistently 43-45% but this is still
below the 50% standard. The Trust has now implemented a number of actions
from their recovery plan focussing on individual and team recovery rates,
training, and individual targets. It has also been agreed that Step 4 patients
that do not fall within the national definition of IAPT should no longer be
counted within the recovery rate. Some non-recurrent funding from NHS
England has been made available to fund additional staff to clear the backlog
of patients waiting to access the service, particularly at Tier 3.
o There are 3 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
specific practices have been identified for targeted improvement. The
Transformation team are currently working with 7 practices to implement
improvements. These include supporting workforce planning, telephone
systems, and appointment and admin systems.
→ 1 indicator is rated as Red with the yearend target having been breached.
o There is 1 MRSA infection attributed to the CCG, which means the CCG has
breached the target of 0 set for 2015/16. This is the first MRSA infections
attributed to the CCG in over 2 years. The post infection review concluded that
there were no factors that contributed to the infection that could have been
prevented. A further MRSA case previously attributed to the CGG has now
been attributed to a third party.
NHS Quality Premium – of the measures in the Quality Premium currently 6 out of 7
measures are on target, data for one measure is not currently available. There is
currently a reduction of 20% applied due to NEAS underperformance against the
Category Red 1 response time standard. This is being picked up through the provider
contract meeting.
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 been identified despite
rigorous audit and investigation. Mortality figures have reduced a little in recent months
and audit using HOGAN methodology continues to show levels of avoidable deaths are
fewer than 2%. This has been discussed with NHS England who have no significant
concerns over the HSMR level at this trust.
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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 Owner
of
risk

RTT admitted and
non-admitted
standards

Admitted levels below 90% for CCG in October
Earlier in 2015 a national review of the RTT standards
removed waiting times for both admitted and nonadmitted patients as national standards.

December

Low

JM

Cancer waiting
time standards –
seen within 2
weeks of an
urgent referral for
breast symptoms.

October performance 92.6% for the CCG against the
standard of 93%. YTD performance is also below 93%
for the CCG.
Both FTs achieved the standard for October and the
CCG missed the target with 50 / 54 patients seen within
the 2 weeks. All four breaches were due to patients
choosing not to be seen within two weeks.
Year to date 408 / 442 patients have been seen with 2
week timescale. This is 4 patients short of the 93%
standard.
The largest number of breaches were in Q2 when The
‘Be Clear on Cancer’ awareness campaign (aimed at
breast patients over the age of 70) ran from 13th July to
6th September leading to increased referrals over that
period. Additionally Newcastle FT has also been
absorbing significant increases in symptomatic breast
referrals following the cessation of the service in
Sunderland.
October performance 94.7% patients receiving drug
therapy for a subsequent cancer within 31 days against
the standard of 98%. Both Newcastle FT (97.9%) and
Northumbria FT (97.7%) were marginally under the

Performance for the old standards will continue to be
monitored but there are no contract levers remaining in place
with providers.
Performance by Northumbria FT was below the admitted
standard due to clearing T&O patients within the Trust. The
national incomplete standard continues to be met by all 3
organisations.
CCG: Both acute Trusts have met this standard for 5 out of 7
months this year which doesn’t point to a pathway issues.
Performance dips are attributed to increased patient choice
over the holiday period and increased demand through the ‘Be
Clear on Cancer’ campaign.
Analysis of breach reasons to date has taken place and 27
breaches are due to patient choice, 5 due to capacity, 2 admin
and 1 unknown. Additionally review of breaches for a 12 month
period within Northumbria FT has shown no clear trend of
higher levels of patient choice at any local practices
Continued monitoring of this standard now that the campaign
has completed to ensure recovery.

December

Low

JM

CCG: Underperformance due to very low numbers and no
indication of a pathway issue. Continue to monitor to check
that issue is not sustained.

December

Low

JM

Cancer waiting
time standards

6

A&E 4 hour
standard
Category Red
ambulance
response times

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

standard for October.
There have only been 4 North Tyneside patients treated
after 31 days on this pathway in 2015/16 to date.
Newcastle FT performance of 94.7% just under the 95%
standard in September.
Category ‘Red 1’ and ‘Red 2’ response times below the
75% for 8 minute response times for November in North
Tyneside.
NEAS is not meeting any of the 3 standards at
organisation level. The Trust have flagged paramedic
vacancies, and the change in the pattern of demand
since the embedding of NHS 111, reconfiguration of
service provision, and system pressure as issues behind
the reduction in response times. Additionally financial
pressures have meant a reduction in the use of third
party provision.
In quarter 2 there were 3 operations cancelled for nonclinical reasons at Newcastle 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.
157 over 30 minute and 11 over 60 minute handover
delays in November for Northumbria FT.
This is the equivalent to 5% of ambulance handovers
being delayed.
The Trust has highlighted issues in relation to recording
and handover process and has put in place actions to
improve these. The Trust are also reporting an
increased level of patients arriving at NSECH than
expected and that will also impact on the ability to
reduce handover delays.

Provider: Position recovered with the standard being met in
October.

Completed

Med

JM/MC

CCG: Performance issues have been raised by lead CCGs
with NEAS and a detailed action plan is in place focusing on
recruitment and reduced workforce gap, establishment of a
clinical hub and increased hear and treat, and a number of
transformational actions. There are a number of winter
schemes to increase capacity that are funded through
resilience funds that continue to be implemented.
Work continues with Northumbria FT to reduce ambulance
handover delays and release ambulance resource sooner.

Q4

Med

JM/MC

CCG: Issue raised in contract performance meeting at Trust.
Expectation is that these were all one off cases. Continue to
actively monitor to ensure there not significant increase and
apply contract penalties.
Improvement on quarter 1 seen at both Trusts when Newcastle
FT had 8 and Northumbria FT had 2 that weren’t rescheduled
with the required 28 day timeframe.
CCG: Issue raised with provider and action plan in place and
being monitored. Contract penalties are being applied.

Q3

Low

JM

Q4

High

JM/MC

Provider: actions underway/completed include
• a time and motion study to ensure processes are working
and efficient,
• Implemented Rapid Assessment and Treatment Zone
• purchase of additional trolleys to facilitate an ambulance
crew looking after multiple patients and releasing the other
crew.
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• Working with NEAS to reduce ‘batching’ of ambulance
arrival
• Improve the compliance with timely recording that the
handover has taken place.
• Use of Trust PTS resource to facilitate discharge.
• Rerouting of clinically appropriate minors arriving by
ambulance to A&E front of house.
The impact of these actions is expected to be seen in Jan /
Feb.
A reduction in delays has been seen in November on previous
months but initial figures show this hasn’t been sustained into
December.
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CCG Health Outcomes

Note: QP - Linked to Quality Premium

TBC - To be confirmed

* - North of England Commissioning Support (NECS) calculated data

9

Issues to note CCG Health Outcome indicators:
There are 22 indicators relating to health outcomes. The CCG currently has 17 indicators with a green rating, 4 indicators with an amber rating,
1 with a red rating.

Outcome Synopsis of Issue
measure

Actions taken to resolve issue

Timeline

Level
of risk

Owner

IAPT
recovery

November performance
43.6% against a trajectory of
50%

Q4 15/16

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

Q3

Medium

JM

MRSA

1 MRSA infection attributed
to the CCG in May

An improvement has been seen in recovery rates on 14/15 and is now consistently 43-45%.
Achieving the 50% standard will be difficult due to the service model in place which includes Step 4
patients who see a psychologist. These patients with increase severity will struggle to improve their
assessment scores to a level that qualifies as ‘recovery’ for this standard.
A recovery plan has been agreed and is being monitored with the Trust. The Trust has now
implemented a number of these actions, focussing on individual and team recovery rates, training and
individual targets. It has also been agreed with the Trust that Step 4 patients that do not fall within the
national definition of IAPT should no longer be counted within the recovery rate.
The outcomes of these actions should begin to take effect from February. The CCG continues to work
closely with the Trust to monitor the outcomes and impacts.
The CCG has also been successful in gaining non-recurrent funding from NHS England to fund
additional staff to clear the backlog of patients waiting to access the service, particularly at Tier 3. The
Trust is currently recruiting agency staff to provide this input.
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. The Transformation team is now
undertaking improvement actions with identified practices and are working into 7 practices currently
with improvement actions. These include supporting workforce planning, telephone systems, and
appointment and admin systems.
Post Infection Review (PIR) completed. The May 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.
A further MRSA case previously attributed to the CGG has now been attributed to a third party.

Completed

Low

SH
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Safe Environment - Healthcare Associated Infection (C.Difficile)
North Tyneside CCG has a 2015/16 target of 74 C-diff cases. November
year to date (YTD) data shows that the CCG is within its C. diff trajectory
with 30 infections so far against a trajectory of 53.
There is a reduction in the number of cases of 48% on the same period in
2014/15
Northumbria FT has a 2015/16 target of 30 C. diff cases. November data
is showing that the trust is under its trajectory of 21 with 16 cases YTD.
Newcastle FT has a 2015/16 target of 77 C. diff cases. November data is
showing that the trust is over its trajectory of 64 with 53 cases YTD. The
Trust has appealed against a number of the cases.
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Avoidable Emergency Admissions Measures

→

At an aggregate level the CCG has had 1512
emergency admissions per 100,000 population
October 2015 year to date compared to 1768 per
100,000 population in the same period last year.

→

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

→

Emergency admission levels for all 4 of the measures have decreased in 2015/16 so far compared to the same period in 2014/15 and there is an overall decrease in the composite
measure.

→

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.
12

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 six of the seven Quality Premium indicators with a green rating, with 1 measure 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 four of the five
Constitution measures are being met.

QP measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level of Owner
risk

Data availability

One measure doesn’t have data available
for monitoring
September performance of 98.1% against
a trajectory of 95%. Coding levels of
97.7% against a trajectory of 90%

Data for the PYLL measure won’t be available until 2016.

Sept 2016

Low

JM

CQUIN agreed with Northumbria FT to improve coding of diagnosis
codes in A&E with target of 90% average across Q3 and Q4. Coding
levels have improved and are now above the required level.
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). Performance is now above the 95% standard.
Underperformance is being raised with the provider through the regional
contract meeting with NEAS as described in the constitution section.

Completed

Low

AP/JM

Q3

High

JM/MC

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

Category Red 1
calls responded
within 8 minutes

At provider level NEAS are below the 75%
standard for response times to Category
Red 1 patients.
This measure is based on the region wide
performance of NEAS rather than being
North Tyneside specific.
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Quality Dashboard – December 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

HSMR

Northumbria FT currently an
outlier for the HSMR mortality
measure.
The Trust is no longer an outlier
for the SHMI mortality measure.

Jan 16

Medium

NRLS –
harmful
incidents

Newcastle FT is an outlier for the
proportion of report incidents on
NRLS that are harmful at 48%.

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. The HOGAN rate remains
below 2%. Improvements around sepsis care continue with Sepsis Six methodologies
being adopted, this is expected to improve mortality rates.
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 has been discussed with NHS England who have no significant concerns over
the HSMR level at this trust.
The Trust was previously highlighted in June for this measure. Review of the data
showed that the variation with other Trusts in the reporting harmful incidents are from
the ‘minor harm’ rating and the Trust were undertaking some internal investigation to
understand what this extra proportion of incidents are and why they are reported at
this level. The Trust have been doing a lot of work over the last few years to try and
improve and increase all aspects of their reporting culture and think that there is
potential for the reporting of harm to be over-reported as a result with reporting staff
defaulting to rating incidents as ‘low harm’ even when there is no physical harm
occurring. Action to follow up with the Trust to find out the outcomes of this
investigative work.

Feb 16

Low
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Report to: Governing Body
Date: 26 January 2016

Agenda item: 8.2

Title of report: Quality and Safety Committee Report
Sponsor: Lesley Young-Murphy, Executive Director of Nursing and Transformation
Author: Ruth Marshall, Clinical Quality Manager Officer, North of England Commissioning
Support (NECS)

Purpose of the report and action required: The purpose of this report is to provide
the Governing Body with a summary of activity in December 2015 in those areas of Clinical
Quality not covered by the Quality and Performance Report. This report provides exceptions
taken from the full North Tyneside CCG Integrated Governance report.

Executive summary:
•

Pharmacy Concerns: Northumbria Healthcare Foundation Trust (NHCFT) has seen
a fall in the reconciliation on discharge rates. The Trust confirmed that in the Quality
Accounts they will be stating that they have not achieved their targets in this area for
2015/16 however they have begun planning for 2016/17

•

CQC Inspection: CQC inspection of NHCFT was completed in November 2015 and
the report is expected in January 2016, initial feedback was that there were no major
areas of concern

•

Workforce and Safer Staffing: All 4 main providers are finding recruitment of staff
a challenge, due to national shortages

•

Serious Incidents: Recent CCG SI Panels have seen 6 cases presented with 4
cases closed. There are 38 cases currently ongoing but only 5 have reports overdue
from the Provider. These have been requested

•

SIRMS Incidents: In November and December 2015, 13 North Tyneside practices
reported a total of 88 incidents, which is an average 29% increase on reporting rates
in October 2015

•

Key Quality Indicators: Provider performance has been variable over the reporting
period with exceptions in FFT,VTE, HCAI and catheters with UTI. The details of
providers are in the body of the report
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Provider Quality Review Groups
Quality Review Groups
Quality Review Groups (QRGs) are held on a regular basis with Providers to obtain assurance on the quality of services delivered and take place
every two months for Acute Trusts and quarterly for the Mental Health Trust. QRGs were held for the following providers since the last report:
•

Northumbria Healthcare NHS FT – 15th December 2015

•

Newcastle Upon Tyne Hospitals FT – 26th November 2015

•

North East Ambulance Service FT – 9th November 2015

•

Northumberland, Tyne & Wear FT – 4th November 2015

Northumbria Healthcare FT
Deep dive learning from incidents: The Trust gave a presentation which demonstrated the themes, trends and service improvements of reported
incidents. One of the planned changes included an external thematic review of serious incidents with Northumbria University, including reviewing
the link between the Mortality data. This activity will be underway for 1 year and the Trust will report back to the QRG.
Serious incident and Serious learning events (SLE): The Trust gave a presentation regarding the process in place to classify whether an
incident was a SLE or a SI and how they escalated incidents if needed. All SLE’s are circulated to the commissioners on a monthly basis.
Pharmacy Concerns: The Trust stated that the reconciliation rate on discharge is one of the Trust’s Safety priorities and there is a monthly meeting
in place to discuss performance issues. The Trust confirmed that in the Trust’s Quality Accounts they will be stating that they have not achieved
their targets in this area for 2015/16 however they have begun planning for 2016/17. The Trust will bring a formal update to the QRG in six months.
Excellence in Q&S Q2 2015/16 report: The report highlighted that the Trust’s Pressure Ulcers had increased slightly and that the UTI and catheter
data is reducing although it is still above the national average.
Venous Thromboembolism Root Cause Analysis: The Trust VTE risk assessment levels currently exceedtheir performance target, however their
process and outcomes for root cause analysis requires further monitoring. This is a quality contract requirement and the CCG require assurance
that they are undertaken, which will be provided at the next QRG in February 2016.
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Provider Quality Review Groups
Northumbria Healthcare FT
Mortality and Sepsis Formal Update: The Trust has learned how to calculate the Standardised Hospital Mortality Index (SHMI) internally as there
were different factors which could directly impact how the SHMI was calculated externally which were not necessarily reflected in the published
figures. The Trust explained that the current rate of admissions and 7 day working are likely toimpact the Mortality levels in SHMI and will be higher
than expected.
The Trust confirmed that performance against sepsis targets are good on the SHMI, although they are flagged on Hospital Standardised Mortality
Ratios (HSMR). The CCG understands the Trust position however, need assurances regarding Mortality and sepsis that there are no particular root
causes, themes or trends contributing to the performance. The Trust confirmed on observation of the data there is no specific themes and are well
under the national target with less than 1%. HSMR will always flag because the Trust does not use this tool as it does not recognise variances in
service delivery. The Trust has received their Sepsis 6 figures and their compliance was good, but the biggest challenge will be maintaining it.
Falls Programme: The Trust gave an update regarding their regular Falls review audit for October, the main area for improvement is in the bed risk
assessment during night time hours.
CQC Inspection: The Trust confirmed the visit was complete and the report will be received and the end of January 2016, initial feedback was
there was no reported ‘show stopping’ issues. The CQC inspection report will be shared once received.
Staffing Levels Update: The Trust are still finding recruitment of qualified nurses and Locum doctors a challenge, which is a national issue. An
update will be given at the next QRG in February 2015.
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Provider Quality Review Groups
Newcastle Upon Tyne Hospitals FT
Safeguarding: The Trust has seen a significant workload increase especially regarding Deprivation of Liberties (DoLs) and has appointed a new
Head of Safeguarding who will support the assurance work.
Q1 SIRMS report Trust’s feedback on themes: The Trust advised that they investigated the top theme reported in Q1 which was discharge
issues within the Emergency Department. The Trust advised that they are interested in the themes that are emerging as within the last quarter they
have had a significant increase of patients attending the Trust.
Integrated Patient Experience Report: The Trust presented the report which outlined that FFT feedback continues to be positive; however
response rates continue to be low particularly in A&E. The Trust has introduced a new system whereby they text the patients for feedback after
admission. The report also shows that the Trust look at individual complaints (as opposed to what – what is the context here?) and has re-structured
their patient experience directorate. A new manager has been appointed who receives complaint themes and trends and is in the process of
developing an early resolution system.
PLACE Results (2015): The Trust explained the results show little has changed from 2014 data with the exception of Dementia services where
improvement work is required.
7 Day Working Report: The Trust presented this report and explained that they already deliver a large range of clinical services 7 days a week. A
self-assessment has been undertaken against all of the 7 Day Working Standards and this shows broad compliance. The Trust has identified the 5
what?
Maternity Update (Kirkup Report): The Trust circulated the gap analysis. Trust will provide a progress update to the QRG in March 2016 as it is
anticipated that areas of work will have been completed to allow comparison against the Kirkup Report recommendations
CQC Intelligent Monitoring Report: The Trust delivered an update on the results from the review of Trauma and Orthopaedics and Intracranial
Injury. The review has highlighted two deaths where some areas of care could have been improved. The Trust advised that the patient outcome
would have remained the same and therefore gave assurance that this is not a cause for concern.
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Provider Quality Review Groups
North East Ambulance Service
Integrated Quality and Performance Report (IQPR): Reflects September’s performance and highlighted the non-achievement of all Red
performance targets for the quarter and year to date. The Trust’s 999 call answering performance was below 95% for the third consecutive month
however October and November are starting to show changes with the Ambulance Response Programme and work around Vanguard.
Section 136 Response to Mental Health Patients: NEAS explained that processes are now in place for responding to mental health calls and the
numbers reported appear to be low. Between April and September 2015 there were 5 calls recorded. NEAS has submitted their action plan to the
CCGs in relation to the mental health concordat but have not yet received a response.
Quality Governance Report: The Trust provided an update in relation to SI management and gave assurance that the outstanding reports will be
signed off before the next meeting. Concern was raised relating to capacity to support the Safeguarding team and the Trust advised they have
extended the Band 3, brought in additional support to assist the team and a new role of Safeguarding Lead is in place.
Patient Safety Alert (Satellite Navigation Systems) update: NEAS confirmed that the updates in their control rooms were complete and vehicles
are 69% complete, with the target of achieving 95% by December. This is ahead of the planned schedule.
Annual SI National Ambulance Benchmarking: NEAS confirmed that all data regarding the SI Benchmarking had been submitted nationally and
once it has been collated it will be circulated to the CCG.
NEAS Q1 Response to SIRMS Incidents: NEAS presented a report on how they will respond to the SIRMS incidents and feedback to the group
on what they are doing to address themes and trends. It was agreed this would be presented at the QRG meeting in January and on a four monthly
basis going forward
Workforce Report: NEAS reported a current vacancy level of 119 paramedics however this figure does not take into account the planned take up
of positions from the student cohort and other qualified paramedics awaiting a start date. NEAS are hoping to recruit a further 28 paramedics from
Poland. Within the clinical hub recruitment is active but this is proving challenging given the regional and national shortage of suitably qualified
clinical staff.
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Provider Quality Review Groups
Northumberland Tyne and Wear FT
Safety Programme Update: The Trust has been developing the Sign up to Safety programme which demonstrates the quality priorities going
forward. Themes have been identified around falls in inpatient units, physical health, safer care and violence reduction and these have been
selected for an initial focus.
All Incidents Report Q2 2015/16: The Trust is a high reporter of incidents, which shows a positive patient safety culture, and they are looking to
improve the investigatory process to ensure they are making improvements. There is limited amount of national guidance available and whilst the
Trust advised that whilst consistency is improving nationally there is still a lot of work to be undertaken.
Safeguarding Q2 2015/16 reports and dashboards: The Trust continue to be good reporters and high performers around both adults and
children safeguarding concerns. A theme was emerging within MARAC relating to domestic violence and the Trust has trained their staff regarding
abuse recognition and signs of patients who are victims and perpetrators. The Trust is reporting directly to the CCG’s and regular meetings are
taking place with designated nurses and Newcastle Gateshead CCG/North Tyneside CCG, through a local safeguarding work stream and a similar
process will be put in place for Northumberland CCG.
Safety Thermometer Q2 Update report: An increase in VTE was noted and the Trust advised that this is due to an issue in coding; this has been
rectified and staff have received training.
Addiction Related Deaths (formal action plan): Addiction services are commissioned through Public Health and discussions have taken place
with the Trust and Public Health and the necessary assurance has been provided.
NRLS Report: The report shows that the Trust has reported a significantly higher number of self-harm incidents and incidents resulting in severe
harm and death compared to other mental health trusts. The Trust gave an explanation as to how they have a very complex patient group with
challenging presentations. The CCG accepted this rationale however suggested that if the case mix is different the specialist patients should be
removed from reports to allow the CCG to compare like for like.
Service User and Carer Experience Q2 Summary Report: The number of responses in Q2 saw an 11% reduction and various strategies are
being undertaken to raise awareness of the FFT for service Users among staff and their role in ensuring that patients have the opportunity to give
feedback; in addition to increasing the availability and access of the survey to Service Users.
Patient-led Assessments of the Care Environment (PLACE) results: The Trust advised that the overall performance was good. A wider issue
relating to food was identified and this is being investigated by the Trust.
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Serious Incidents
A Serious Incident closed down panel was held in November 2015 where 6 cases were presented, with 4 SIs closed and 1 case closed
from the action log. Serious Incidents are closed when the panel is assured that the investigation report and resulting action plan is
complete and the provider has demonstrated that, where appropriate, lessons have been learned from the incident and associated
actions have been taken. The graphs below demonstrate:
1) A comparison of North Tyneside CCG SIs reported between December 2014 and December 2015 and the number of those SIs
that were reported and closed by North Tyneside CCG in the same time period.
2) The status of ongoing SIs requiring sign off by North Tyneside CCG.
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Serious Incidents

In the year from December 2014 to December 2015, there were 87 SIs reported that required closure by North Tyneside CCG - 49 of
these were closed and 38 await closure.
Of the 38 SIs awaiting closure, there were 4 SI reports received within timescales, 27 SIs where the reports are not due or additional
information has been requested prior to closure by the Panel and 9 where the SI reports are overdue – NHCFT (n=5), NuTHFT (n=2),
NTW (n=2).
The requirement for providers to produce a 72 hour report within 3 working days of the SI being identified was stipulated in the new SI
Framework published in March 2015. The CCG agreed that th4e completion of the STEIS notification will be accepted as the 72 hour
report in most incidents. However for some incidents as in unexpected deaths a more detailed 72 hour report will be required.
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GP Practice Reported Issues (SIRMS)
All 29 GP practices in North Tyneside are now registered on SIRMS to report incidents. In November and December 2015, 13 North
Tyneside practices reported a total of 88 incidents, which is an average 29% increase on reporting rates in October 2015.
Quarter 2 thematic reports for the main providers were forwarded to the Trusts for review and feedback, the main themes by provider
being:
• Northumberland Tyne and Wear-Clinical documentation, Access/ Admission/Transfer/ Referral and Implementation of care
• Newcastle Upon Tyne Foundation Trust- Discharge issues, Clinical documentation and Access/Admission/Transfer/Referral
• Northumbria Healthcare Foundation Trust- Discharge issues, Clinical documentation and Access/Admission/Transfer/Referral
• North East Ambulance Service- Access/Admission/Transfer/Referral
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Key Quality Indicators
Provider

Pressure
Ulcers
All
Dec 15

Pressure
Falls Catheters
Ulcers
with
new UTIs
New
harm
Dec 15
Dec 15 Dec 15

VTE’s
New
Dec
15

C.Diff*
Dec
15

MRSA* FFT
Dec 15 Nov
15

Key:
Improving/ better than
national average/on target

Northumbria
Healthcare
NHSFT

Performance worse than
national average

The Newcastle
upon Tyne
Hospitals NHS FT

Deteriorating performance/
worse than national average

Northumberland
Tyne & Wear NHS
FT

*NTWFT is not required to provide data for the indicators which have not been completed

•

NHCFT has shown a decrease in reported falls with harm and are back below the national average. In November the Trust went
above the national average.

•
•
•

NHCFT has shown a decrease in reported catheter with UTI and are below the national average.

•

NuTHFT has shown an increase in reported VTE and are above the national average.
NuTHFT remain above YTD target for MRSA.
NuTHFT are above the YTD for C-Diff
NuTHFT has shown a decrease in the response rates for FFT and are now below the national average for both inpatient and A&E.
Recommendation rates of Community postnatal provision are below the national average.
NTWFT has seen a decrease in reported case of falls with harm which has taking them below the national average.
NTWFT has seen an increase in reported catheter with UTI and are above the national average.
NTWFT has shown a decrease in recommendation and response rate for FFT and are below the national average.

•
•
•
•
•
•

NHCFT has reported a case of MRSA in December which is unpublished data and requires confirmation post infection review.
NHCFT has shown a decrease in response rate for FFT, with a decrease in recommendation rate for A&E, maternity birth and
postnatal community provision.
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Other Quality Issues
Complaints
In November and December 2015 there were 8 formal complaints and 5 concerns a received by the NECS complaints team from North
Tyneside CCG residents which were related to NHS providers. All cases were acknowledged within 3 working days and with the complainants
consent were passed to the provider to handle in line with the NHS complaints procedure. 1 case was reopened and 1 compliment was
received.

NHS England: North Region Quality Dash Board (published December 2015)
NHCFT are outliers against the hospital standardised mortality ratio

NuTHFT are outliers in two indicators

OFFICIAL

Report to: Governing Body
Date: 26 January 2016

Agenda item: 9.1

Title of report: 2015/16 Finance and Contracts Report Month 09 –
December 2015, Part 1
Sponsor:

Deborah Hayman – Interim Chief Finance Officer

Author:

Indira Patel – Interim Deputy Chief Finance Officer

Purpose of the report and action required:
•

The report details the North Tyneside Clinical commissioning acute healthcare
contracts and financial position as at month 9.

•

A detailed review of expenditure and projected FRP savings was undertaken at
month 6, resulting in the planned deficit moving from £14.3m to £19.3m.

•

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

1
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1. Executive Summary
1.1

Key Messages

•

Month 9 expenditure is in line with the CCG forecast to deliver a £19.3m deficit.

•

Of the £18.1m gross FRP target, a few schemes began at the start of the year
and the CCG has delivered £4.8m to month 9 and is forecast to deliver £11.9m.

1.2

Overview

North Tyneside Clinical Commissioning Group (CCG) is required to deliver against a
number of national and local financial targets as detailed in the Table 1 below. The
table shows the forecast delivery against these targets.
Table 1 – Key financial targets
Metric

Revenue Limit (Forecast)

Revenue Limit

Annual/ Year
To Date
Metric
(A/ YTD)

Description of Metric

Mandated CCG Plan
Target £'m
£'m

Forecast
Delivery
against
plan £'m

A

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

2.9

(14.3)

(19.3)

YTD

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

2.0

(10.8)

(15.3)

Underlying Surplus

A

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)

(8.3)

Running Costs

A

To operate within the allocated CCG running
cost allowance

4.7

4.7

5.8

1% Non Recurrent Headroom

A

To hold a 1% reserve for non recurrent use

2.9

0.8

0.8

0.5% Contingency

A

To hold a contingency of 0.5%

1.5

1.0

1.0

QIPP/ Financial Recovery Plan

A

To fully deliver against a QIPP target (net)

0.0

(17.6)

(11.3)

Cash Limit

A

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

0.50

0.50

0.50

YTD

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

95%

95%

98.0%

Better Payment Practice Code

Capital Limit

A

Not applicable

0.0

0.0

0.0

Full Value of Gross Risks before Mitigations

A

Gross risks before mitigations

0.0

0.0

(7.5)

Full Value of Gross Risks after Mitigations

A

Gross risks after mitigations

0.0

0.0

(3.4)

Delivery
Rating

(Adverse)/ Favourable

1.3

Context

The CCG started the financial year with a target deficit of £14.3 million (m) inclusive
with a financial recovery plan (FRP) target of £9m. However this position changed as
the budget review work completed in June identified a number of budget pressures
that were not accounted for in the original financial plan that was submitted to NHS
England (NHSE) in May 2015. This resulted in the FRP increasing to £18.1m (During
month 6 discussions took place with the NHSE Area Team on the expected year end
2
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position. The outcome of the discussions led to the agreed year end position
increasing from £14.3m to £19.3m and the FRP reducing to £11.9m). In October a
detailed review was undertaken of month 6 and whilst the expected out-turns of
individual schemes had changed, the overall delivery of £11.9m gross savings is
expected to be delivered.
1.4 Summary Financial Position
The contract information within table 2 below is based on actual information to month
8 (November) extrapolated to month 9 (December) and to the year end outturn.
The year to date position shows a £15.3m deficit which is £4.6m more than originally
planned (the original plan was for £14.3m not £19.3m deficit). It is expected that by
year end the CCG will hit the agreed deficit control total of £19.3m.
Table 2 – 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

298,337

225,997

225,997

0

298,337

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
Contingency
Healthcare Commissioned Services Total

174,410
25,404
28,336
23,547
38,296
4,042
9,622
594
2,709
1,000
307,959

133,353
19,255
21,252
17,660
28,937
3,031
7,217
445
1,564
500
233,214

136,495
19,792
21,382
17,312
28,822
3,038
7,217
422
2,376
0
236,857

3,142
537
130
(349)
(114)
7
0
(23)
812
(500)
3,643

178,983
25,909
28,470
23,082
37,957
4,043
9,622
570
3,210
0
311,845

4,574
505
134
(465)
(339)
1
0
(24)
501
(1,000)
3,887

4,724

3,543

4,464

922

5,803

1,079

Total Expenditure

312,683

236,757

241,321

4,565

317,649

4,966

Total (Surplus)/Deficit

14,346

10,760

15,324

4,565

19,312

4,966

Running Costs Total

Deficit/ (Surplus)

2. Detailed financial position (As detailed in Table 2 and 4)
2.1 Revenue Resource Limit
The annual revenue resource limit at the end of December was £298.3m. Table 3
overleaf 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 in line with the NHS CCG accounting regulations which mandate that
this has to be repaid in the following year.
In month an allocation of £0.3m has been received for the transformation of CAMHS
services.

3
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Table 3 - Revenue Resource Limit
Recurrent

Non Recurrent

Total

£000's
292,786

£000's
0

£000's
292,786

Initial CCG Running Cost Allocation

4,724

0

4,724

Better Care Fund

4,726

0

4,726

0

(6,429)

(6,429)

(81)

0

(81)

302,155

(6,429)

295,726

791

1,820

2,611

302,946

(4,609)

298,337

Initial CCG Programme Allocation

Brought Forward Deficit
14-15 Recurrent Transfer post allocation setting
Total NHS England Allocation April 2015
In Year Allocations
Total Funding as reported in December 2015

2.2 Acute Services
The acute services financial position shows an adverse year to date variance of
£3.1m. Table 4 below shows that the financial over performance is mainly against
elective.
The contract values for the two main acute trusts have been negotiated to include
the reduction for the FRP savings targets. Outpatient and elective activity reductions
are a key feature of the CCG QIPP programme and referrals are currently showing
reductions in those target areas. The QIPP plan anticipates that this will be reflected
in activity in the latter part of this year.
Table 4 provides a position against all acute contracts, covering both activity by the
point of delivery and the associated contract plan and financial impact. The table
also includes a year to date trajectory based on the expected performance of the
contracts after taking into account expected QIPP delivery which shows we are
performing to the expected trajectory to deliver the £19.3m deficit. The financial
position shows an over performance of £3.1m against the acute budgets and £0.5m
over performance against the trajectory.
Table 4 – 2015/16 Overall Acute Contract Performance
Activity (YTD)
Actuals to Month 8 estimate for Month 9
Plan

Trajectory

Actual

Variance
%age
against Plan inc/dec

£000s (YTD)
Actuals to Month 8 estimate for Month 9
Variance
%age
against
inc/dec
Trajector

POD Summary
AandE
Elective
Emergency Readmissions
Emergency Threshold
Excess Beddays
Maternity Pathways
Non Elective
Other Services
Outpatient Diagnostics
Outpatient First
Outpatient Follow Up
Outpatient Procedures
CQUIN
Penalties
Risk Share
Additional QIPP outside of contracts
NEAS
Large NHS NCAs

53,753
23,342
0
0
14,246
3,751
26,289
315
25,948
57,232
151,680
32,150
0
0
0
(4,060)
47,802
0

55,747
23,084
0
0
14,246
3,740
27,887
315
25,948
56,646
151,680
32,150
0
0
0
0
47,802
0

56,603
23,621
0
0
12,761
3,555
26,538
64
24,728
56,582
153,700
30,265
0
1
0
0
48,927
0

2,850
279

5%
1%

856
536

2%
2%

(1,485)
(196)
248
(251)
(1,221)
(650)
2,019
(1,885)
0
1
0
4,060
1,126
0

(10%)
(5%)
1%

(1,485)
(185)
(1,350)

(10%)
(5%)
(5%)

(5%)
(1%)
1%
(6%)

(1,221)
(64)
2,019
(1,885)

(5%)
(0%)
1%
(6%)

Total

432,448

439,246

437,344

4,895

(437,344)

4

Plan

Trajectory

Actual

Variance
against
Plan

5,966
25,399
(570)
(938)
3,182
3,233
35,630
29,569
2,673
7,101
10,605
5,270
1,865
0
26
(1,747)
5,705
381

6,191
25,111
(570)
(938)
3,182
3,275
37,720
29,287
2,673
6,868
10,605
5,270
1,865
0
0
0
5,705
381

6,030
26,129
(455)
(75)
2,759
3,214
36,447
29,357
2,608
7,041
10,705
5,058
1,913
(326)
(125)
0
5,775
437

64
729
115
863
(424)
(19)
817
(213)
(66)
(60)
99
(212)
48
(326)
(151)
1,747
70
55

133,353

136,626

136,490

3,137

%age
inc/dec

Variance
%age
against
inc/dec
Trajectory

1%
3%

(161)
1,018

(3%)
4%

(13%)
(1%)
2%

(424)
(61)
(1,272)
70
(66)
173
99
(212)
48

(13%)
(2%)
(3%)

(2%)
(1%)
1%
(4%)
3%

(136,490)

(2%)
3%
1%
(4%)
3%
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2.3 Mental Health
The contract with Northumberland Tyne and Wear Foundation Trust has historically
been a block arrangement, currently the budget shows a slight underspend due to
the benefit of the reversal of a 2014/15 creditor and the impact of a contractual cap.
Non NHS mental health spend predominately relates to joint commissioning
arrangements with North Tyneside Local Authority. These arrangements cover those
patients that have been sectioned under Section 117 of the Mental Health Act (1983)
and those patients who have a health need and require NHS services as defined
under Section 256 of the NHS Act (2006). These budgets are inclusive of QIPP
targets and are showing year to date and forecast overspend positions.
2.4 Community Services
The majority of community services are provided by Northumbria Healthcare
Foundation Trust and Newcastle upon Tyne Foundation Trust, and have traditionally
been block contract arrangements.
The non NHS community contracts are showing an overall overspend position. The
overspend relates to palliative care at St Oswalds and Marie Curie nursing services
and In-health who provide MRI services. Both being a demand pressure.
2.5 Continuing Health Care
The year to date and the forecast position for continuing health care (CHC) (which
includes funded nursing care) shows a less favourable position in line with the
agreed QIPP target. The position has deteriorated in the main due both to
unexpected high cost cases and the cost of the restitution team who are dealing with
the legacy continuing care restitution cases. For the past two years the cost of the
team was accounted for by NHSE, however this directive has now changed and
these costs are reflected in the year to date and forecast position.
The CCG currently benchmarks high with average costs compared to other CCGs.
We anticipate that the impact of QIPP will reduce the average cost per patient closer
to national averages.
2.6 Primary Care Prescribing
Primary care prescribing data for the period April to October has been extrapolated
and shows a favourable position. The position is reflective of the recent NHSE
advice that the cost of influenza vaccine and its administration will transfer to CCGs
in 2015/16, and the advice from NHS PresQIPP that category M drugs will be a
pressure on CCG prescribing budgets. However recent advice from the regional
drugs and therapeutic centre is that category M drugs are due to reduce from
January to March 2016 by at least 0.5%. This reduction is due to the changes in the
national pharmacy contract. These changes have been reflected in the forecast
position.
Historically, the prescribing budget has been highly volatile with impact of price
changes and new drugs, and could have either a positive or negative impact on the
5
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financial position. It is worth noting that in addition to 2015/16 QIPP schemes the
year to date out-turn also includes the full year impact of the previous year’s QIPP
schemes.
2.7 Primary Care
The primary care budgets include local enhanced services, out of hours, oxygen
services and GP IT costs. These budgets are showing an overall minor adverse
position. The oxygen service is procured nationally on behalf of all CCGs.
2.8 Better Care Fund
The Better Care Fund (BCF) Section 75 agreement between North Tyneside Council
and the CCG is in place. As per national directives the CCG contributed £9.6m
towards Social Care. This includes re-ablement services, carer’s breaks and the
implementation of the Care Act. The health elements of the BCF remain within other
CCG budgets. A full review of all these services is currently underway with the
council.
2.9 Reserves and Contingency
The CCG holds minimal reserves, and primarily these are fully committed. The
NHSE required 0.5% contingency of £1m is being used to support the current
position.
A non-recurrent reserve of £817k was required to fund the national risk share costs
of legacy continuing care restitution cases. From 1 April 2017 the risk share will
cease and CCGs will be required to meet these costs, although most claims at that
point should be fully settled.
A recurrent reserve for overseas visitors is used to fund those visitors that receive
care in line with ‘Responsible Commissioner’ guidance and more recently updated
guidance on Overseas Visitors.
Other recurrent reserves are made up of investments that will be released to support
the delivery of FRP savings, and slippage against these is supporting the year end
position.
2.10 CCG Running costs
The CCG has an annual running cost allowance of £4.7m. The year to date position
shows an overspend of £0.9m. This is due to the cost of interim staff covering key
vacant substantive posts and costs for support for project management and financial
recovery. NECS (North East Commissioning Support Services) have also provided
additional staff to support the process and delivery of FRP. The forecast position
shows an overspend of £1.1m.

3. Cash
The table 5 overleaf outlines the CCGs cash drawings and expenditure for April to
November 2015 and provides a forecast.
6
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Table 5 – 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

Actual
Actual
Actual
Actual
Actual 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

29,228

27,869

26,427

27,435

24,713

25,264

22,257

23,545

(42,954)

(25,601)

(26,303)

(23,728)

(28,927)

(26,996)

(25,952)

(27,232)

(24,644)

(25,134)

(22,162)

(23,495)

285

67

169

162

301

873

475

203

69

130

95

50

At the end of December the CCG holds a cash balance of £69k. At year end it is
expected the CCG meets the NHSE cash target of having a minimum of £50k
excess cash over expenditure.

4. 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 6
below details the number and value of invoices paid from 1 April to 31December
2015 for both non NHS and NHS suppliers. The CCG has paid 98.0% of the total
number of invoices which equates to 99.6% of the total value of invoices.
Table 6 – 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

5,571
5,452
97.86%

42,986
42,515
98.90%

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

1,113
1,100
98.83%

179,241
178,778
99.74%

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

6,684
6,552
98.03%

222,227
221,293
99.58%
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5. Statement of financial position
Table 7 below details the month 8 statement of the financial position of the CCG.
Table 7 – Statement of Financial Control
Nov-15
£000's

Dec-15
£000's

Movement
£000's

0
0
0
0

0
0
0
0

0
0
0
0

Total Current Assets

1,643
16,851
69
18,563

1,787
16,586
203
18,576

(144)
265
(134)
(13)

Total Assets

18,563

18,576

(13)

(6,367)
(19,533)
0
0
0
(25,900)

(5,128)
(18,300)
0
0
0
(23,428)

(1,239)
(1,233)
0
0
0
(2,472)

(7,337)

(4,852)

(2,485)

0
0
0
0

0
0
0
0

0
0
0
0

(7,337)

(4,852)

(2,485)

(7,337)
0
0

(4,852)
0
0

(2,485)
0
0

(7,337)

(4,852)

(2,485)

Non Current Assets

Property, plant and equipment
Intangible Assets
Other Financial Assets

Total Non Current Assets
Current Assets

Current Liabilities

Trade and other Receivables
Prepayments & Accrued Income
Cash and cash equivalents

Trade and other payables
Accruals
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 trade and other payables relate to the timing of approving invoices
over the holiday period.
The movement in accruals relates to the emerging pressures predominately in CHC
and S117 where accruals have been included covering the period month 1 to 9.

6. Financial Recovery Plan (FRP)
The financial plan for the year is based on the revised deficit control total of £19.3m.
This control total is predicated on delivering the £11.9m FRP.
Month 8 contracting data has been used to estimate the delivery for month 8 acute
QIPP schemes, where not available month 7 has been used. At month 8 the total
FRP savings are £4.6m compared to a year to date plan of £9.5m. The CCG needs
to deliver another £7.3m during the final 3 months of the financial year.
There are risks in the delivery of QIPP, specifically around elective QIPP schemes.
8
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7. Risks and mitigation strategies
Table 8 below lays out potential risks totalling £7.6m, and mitigations of £7.6m.
Table 8 - Financial risks
Risk Value
£'m
Risks
Acute SLA over performance
QIPP Slipping to downside scenario
Continuing care and prescribing

(2.5)
(4.7)
(0.4)

Total Risks over and above £19.3m deficit

(7.6)

Mitigations
Manage activity, control expenditure and achieve £11.9 FRP savings

7.6

Net Risk

0.0

The risks cover the over performance over and above the forecast position against
acute contracts, added to which risks remain against the delivery of QIPP in the final
3 months of the financial year. To offset these risks it is anticipated that activity will
be managed and costs will be controlled.

8. Recommendations
The Governing Body is asked to acknowledge the contents of this report, and to take
into account the update on risks and mitigations, and the delivery of the FRP.
Report authors:

Deborah Hayman - Interim CFO, North Tyneside CCG
Indira Patel – Interim Deputy CFO, North Tyneside CCG

Report date:

14 January 2016
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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 £19.3m deficit.

4.

Risks
Refer to section 7.

5.

Equality assessment
Not applicable.

6.

Environment and sustainability assessment
Not applicable.
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Report to: Governing Body
Date: 26 January 2016

Agenda item: 11.1

Title of report: CCG Risk Assurance Framework
Sponsor & Author: Pauline Fox, Head of Governance
Purpose of the report and action required:
This report is to bring the current CCG Risk Assurance Framework to the attention of
members and to invite comments on it.
Executive summary: The RAF is a concise, high level document, to enable the
Governing Body to monitor strategic objectives and identify significant, inherent risks.
The CCG Risk Management policy CCG C014 sets out the requirement for the
Governing Body to review the Risk Assurance Framework (RAF) twice a year. It
was considered by the Governing Body in April 2015. It was thoroughly reviewed and
an updated version was presented to the Governing Body in September 2015. The
RAF remains under review and was considered by the Clinical Executive Committee
in December 2015 and by the Audit Committee in January 2016. The comments
made at those meetings are reflected in the RAF attached to this report.
The principal risks are summarised in Appendix 1.
The changes to the RAF since September 2015 are:
• All risks have been reviewed, with some reworded, some risks on the risk register
have been combined for inclusion in the RAF and some risks have been
realigned from one objective to another
• All controls and assurances have been reviewed and updated, including risk
owners and results from audits incorporated in the assurances where relevant
• Risk 1.5 – this risk was on the corporate risk register and has been reviewed and
revised and is now included in the RAF
• Risk 1.6 has been added as a new risk in the recent review
• A new risk 3.3 has been added, relating to the 2016/17 Financial Recovery Plan
• Former risk 3.3, relating to the Better Care Fund has been subsumed into new
3.4
• Risk 3.4 - has been added as a new risk in the recent review – this incorporates
five former risks relating to costs of acute contracts, continuing care, complex
care, NSECH and the Better Care Fund
• Risk 4.4 and 4.5 – these risk were on the corporate risk register and have been
reviewed and revised and now included in the RAF
• Risks 5.3 – was formerly associated with corporate objective 3 but has been
reviewed and assigned as more appropriate to corporate objective 5.
Recommendation:
Members are asked to note the risk, controls and assurances on the RAF.
Comments on the risks, controls, and assurances as described in the attached Risk
Assurance Framework are invited.
Page 1 of 2
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Appendix 1
2015/16 Corporate Objectives: principal risks
1. Commission high quality care for patients, that is safe, value for money and
in line with the NHS Constitution
1.1 Risk of failure to clearly demonstrate compliance with NHS Constitution rights
and pledges
1.2 Risk of adult or child safeguarding major incident or other significant quality
failure incident
1.3 Risk of commissioning services that are not of sufficiently high quality
1.4 Risk of focus on quality reducing due to focus on FRP
1.5 Risk of inadequate HCAI procedures resulting in patients contracting an
avoidable infection which could prove fatal
1.6 Risk of inadequate implementation of Deprivation of Liberty criteria
2. Develop and grow North Tyneside CCG as a patient focused, clinically led
commissioning organisation
2.1 Risk that the CCG fails to focus on the needs of patients and fails to
commission the right, cost effective services to meet those needs
2.2 Risk of CCG not being able to implement New Models of Care, with the
consequent risk of the population not getting the benefits of this initiative
2.3 Risk of insufficient clinical input into the work of the CCG
3. Deliver year 1 of the Financial Recovery Plan, leading to sustainable
financial balance and delivery of the CCG’s statutory financial duties
3.1 Risk that the CCG 15/16 Financial Recovery Plan is not robust and realistic
3.2 Risk of the Financial Recovery Plan not being fully implemented
3.3 Risk of the 2016/17 FRP not being robust and realistic
3.4 Risk of activity increasing over contracted or formally planned levels, bringing
additional ,unplanned financial pressures
4. Work collaboratively with partners and stakeholders to be responsive to the
population of North Tyneside
4.1 Risk of failure to engage with partners and stakeholders, resulting in
misalignment of plans across the health economy
4.2 Risk of not improving the health of the population
4.3 Risk of inadequate operational resilience, leading to a failure to respond to the
healthcare needs of the population
4.4 Risk of joint working with the LA not being efficient and transparent, resulting
in less than optimum use of public funds
4.5 Risk of CHC restitution processes failing to meet national standards
5. Lead and influence the development of health and social care fit for the
future
5.1 Risk of the CCG lacking capacity to provide system wide leadership
5.2 Risk of a lack of confidence in the CCG as a result of reputational damage,
inhibiting the CCG’s role as a system leader
5.3 Risk of short term finance pressures overriding the need to deliver sustainable
solutions
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Corporate Objective 1: Commission high quality care for patients, that is safe, value for money and in line with the NHS Constitution
Risk of failure to clearly
demonstrate
compliance with NHS
Constitution rights and
pledges
1.1

Deborah
Hayman

4

4

16

Risk of adult or child
safeguarding incident or
other significant quality
failure incident

1.2

Lesley YoungMurphy

4

4

16

• CCG Constitution reflects NHS Constitution
• Regular Provider performance management meetings
• Monthly performance reporting to Clinical Executive, with
corrective actions identified and followed up
• Regular performance reports to Governing Body
• Annual report of year-end performance against NHS
Constitution targets

• CCG Constitution on CCG website, subject to regular review
• Notes of Provider performance management meetings
• Performance reporting to Clinical Executive and minutes of those
meetings
• Performance reports to Governing Body and minutes of those
meetings
• CCG Annual Report and Annual Public Meeting
• Internal Audit review of Performance Management NTC 4812 gave
significant assurance with one issues of note (2014/15)

• Adult Safeguarding Board and Local Children Safeguarding
Boards in place; CCG an active member
• Regular performance reports to the CCG from NHS Providers
to confirm and evidence that they have robust safeguarding
arrangements in place
• Expertise of designated health professionals
• Child and Adult Safeguarding Policies in place (revised
November 2015); CCG staff up to date with Safeguarding
training
• Governing Body provided with Prevent and Safeguarding
training
• Serious Incident Management system in place, compliant with
NHS England framework
• Quality and Safety Committee receive regular reports on
Serious Incidents and safeguarding issues
• Governing Body receive regular reports on safeguarding
issues

• Minutes of Adult Safeguarding Board; Minutes of LSCB
• Designated Professionals Job Descriptions and work plans
• Policies in place, on the CCG website and reviewed as appropriate
• CCG annual report and Governing Body records
• SI policy documents and notes of SI closedown panels
• Verbal report to Governing Body
• Monthly report to Quality and Safety Committee.
• Internal Audit review of Safeguarding resulted in significant assurance
with no issues of note (2013/14) NTC 3804.

• Standard NHS Contracts in place with Providers
• Regular Provider performance management meetings
• CCG is an active member of the Quality Review Groups
(QRG)
• Specific quality issues are actively performanced managed
(e.g. ambulance handover delays) and reported to QRG and
CCG Quality and Safety Committee, escalated as appropriate
• Regular quality reports to Quality and Safety Committee and to
Governing Body
• Quality issues in Nursing Homes and other CHC care settings
are actively monitored and reported to Quality and Safety
Committee
• CCG sign off annual FT Quality Accounts
• Working in partnership with Local Authority to monitor and
improve quality of care in Nursing Homes
• Working in partnership with Local Authority to monitor and
improve quality of services to people with learning disabilities,
including implementing the national programme of work on
'transforming services'
• Structured approach to capturing and acting on soft
intelligence

• Contract documentation - contracts are current, signed and include
quality standards
• Notes of contract monitoring meetings
• notes of Quality Review Groups, received by Quality and Safety
Committee
• quality and performance reports to Quality and Safety Committee
• Minutes of Quality and Safety Committee and Governing Body
• FT Quality Accounts are published and include CCG comments
• Quality of care in Nursing Homes subject of regular reports to Quality
and Safety Committee
• Quality of care for people with learning disabilities subject of regular
reports to Quality and Safety Committee, Clinical Executive and
Governing Body, including progress on 'transforming services'
• Systematic approach to capturing soft intelligence includes the patient
forum (minute and reported to Governing Body), SIRMS (information
collated and reported to Q&S committee), Practice nurse forum (notes),
feedback from complaints and MP letters (reported to Q&S committee)
• Internal Audit review re Quality Monitoring NTC4812 gave significant
assurance with one issue of note (2014/15)
• Internal Audit review re Implementing the findings of External Reviews
NTC 1516/01 gave significant assurance (2015/16)

4

2

8

4

2

8

31/01/2016

28/02/2016
Risk of commissioning
services that are not of
sufficiently high quality.

1.3

Lesley YoungMurphy

4

4

16

Actions to address
the issue of note
identified by internal
audit report

4

2

8

31/01/2016
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• agenda and notes of the control of infection partnership
• agenda and notes of Quality Review Groups
• CCG records of FT Infection Protection and Prevention Control
meetings and HCAI Action Plans
• agenda and notes of CCG Quality and Safety Committee and
Governing Body
• Quality and performance reports to Clinical Executive and Governing
Body
• Internal Audit review re Quality Monitoring NTC4809 provided
Significant Assurance with one issue of note. Actions complete.
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• NTCCG is an active member of the formal control of infection
partnership, covering Gateshead and North of the Tyne
• HCAI is a standard agenda item for Quality Review Groups
• Robust arrangements evidenced in FTs including FT Infection
Protection and Prevention Control meetings and HCAI Action
Plans
• CCG has received and reviewed FT HCAI action plans; HCAI
is included in provider contract monitoring meetings
• CCG HCAI action plan in place, approved by Quality and
Safety Committee, refreshed as required
• HCAI regularly reported to CCG Quality and Safety
Committee, escalated to Governing Body as required
• HCAI included in quality and performance reports to Clinical
Executive and Governing Body
• NECS producing weekly update reports
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• Q&S cycle of business, agenda, papers and minutes of Q&S meetings
• Q&S written and verbal reports to Governing Body meetings
• Minutes of QRGs, Safeguarding Boards, CHC panels, Health Care
Acquired Infection committee, Medicines Optimisation committee
• Role descriptions in CCG Constitution and Job Descriptions for
Director of Nursing and Transformation and Medical Director
• Completed Quality Impact Assessments for QIPP schemes and follow
up actions
• Internal Audit of Quality Monitoring and Improvement (NTC 4809)
(14/15) gave significant assurance with one issue of note
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• Quality and Safety Committee has a robust programme of
work to maintain a focus on quality of services
• Q&S committee provide regular reports to the Governing
Body, providing assurance on quality matters
• CCG is an active participant in Quality Review Groups,
Safeguarding Boards and other formal and informal quality fora,
continuing to give this work a high priority
• Director of Nursing and Transformation and Medical Director
have a continuing commitment to maintaining and where
possible improving quality of services
• In the FRP, QIPP schemes are subject to a Quality Impact
Assessment, with an escalation process in place where
concerns are raised about quality issues
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Risk of unexpected and
unacceptable decline in
quality of services due
to focus on Financial
Recovery Plan

8

28/02/2016
Risk of inadequate
procedures for Health
Care Acquired Infection
(HCAI) resulting in a
patients contracting an
avoidable infection
which could prove fatal
1.5

Lesley YoungMurphy

4

4

16

4

3

12

28/02/2016

1.6

Lesley YoungMurphy

Risk of inadequate
implementation of
'Deprivation of Liberty'
(DoL) criteria leading to
the required Court
Orders not being in
place as required
3

4

12

• CCG employs professional staff with knowledge of DoL
regulations and developing DoL case law
• CCG staff aware of patient group who are the responsibility of
the CCG who may require a DoL assessment
• Process for checking which patients have had or who need a
DoL assessment and who have or who need a court of
protection order (including Orders that have expired or are
about to expire)
• Detailed plans being put in place to ensure relevant court
applications are made
• The financial impact on the CCG (e.g. the cost of the Court
application and associated legal fees) is being calculated

The actions
outlined in the
controls are not yet
complete
The scale of the
work (numbers of
patients) has yet to
be finalised

• Safeguarding Teams have briefed the Head of Patient Safety and the
Executive Nurse
• Reports to Safeguarding Committee and to Quality and Safety
Committee
• Local action plans
• Process for identifying need for DoLs assessor, job description,
recruitment and selection process
3

3

9

31/01/2016
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Corporate Objective 2: Develop and grow North Tyneside CCG as a patient focused, clinically led commissioning organisation.
Risk that the CCG fails
to focus on the needs
of patients and fails to
commission the right,
cost effective services
to meet those needs

2.1

Lesley YoungMurphy

3

4

12

• Lay Member for Patient and Public Involvement in post
• Active Patient Forum, Chaired by Lay Member and facilitated
by CHCF, with programme of work and effective sub groups;
Patient Forum reports to Governing Body
• Communications and engagement services from NECS to
support the work of the CCG
• CCG planning predicated on Joint Strategic Needs Analysis,
which documents the health needs of North Tyneside CCG
population
• Active public and patient engagement in planning,
commissioning and service review
• Clinical Leaders bring direct experience of patient contact to
CCG decision making
• Mechanisms in place for patients to contact the CCG formally
and informally
• North Tyneside Health and Wellbeing Board priorities inform
CCG plans
• Quality Review Groups in place, joint with other CCGs, to
support the delivery of high quality healthcare services
• Service planning and service redesign, including QIPP plans,
based on clinical evidence
• Referral Management System being implemented to support
adherence to good clinical practice

• Role of Lay Member for Patient and Public Involvement set out in CCG
Constitution and evidenced in her work in the CCG
• Patient Forum work programme, meeting notes and reports to CCG
Governing Body
• Communications and engagement strategy in place, supported by
specific plans for identified work streams
• CCG operational plan and Commissioning Plans prepared, approved
by the Council of Practices and published
• Value Based Commissioning Policy on CCG website; Medical Director
identified as CCG decision maker; reported at Clinical Executive
• Reports from public and patient engagement in major service reviews
(e.g. maternity services review, urgent care review)
• Committee reports and minutes show that Clinical Leaders - nurses
and GPs - are involved in all aspects of CCG decision making,
• CCG website shows a number of ways to contact the CCG including
'contact us' , complaints and compliments, opportunity to meet
Governing Body members informally prior to meetings
• Internal Audit review of Patient Experience NTC4805 provided
significant Assurance with no issues of note (2014/15)
• Minutes of Quality Review Groups and reports to Quality and Safety
Committee
• Plans for service redesign, including QIPP plans, maternity services,
urgent care, include reference to available clinical evidence
• Advice of Clinical Senate sought on paediatric care pathway and on
urgent care plans
• Internal Audit review of Strategic Planning NTC 1516/02 provided
significant Assurance with no issues of note (2015/16)

• Key stakeholders engaged in the planning and delivery of New
Models of Care, including Foundation Trusts, LA, Healthwatch,
Patient Forum and LMC
• Council of Practices, as key clinical decision making CCG
committee, committed to this development and the clinical
benefits its will bring
• Clinical Blueprint clearly set out and articulated
• Programme of work to included phased implementation, to
enable continuous learning and improvement
• Expected benefits of New Models of Care clearly articulated
and implementation monitored against KPIs

• New Models of Care Project Board in place, inclusive of key
stakeholders, reports to North Tyneside Integration Board.
• Patient Forum involved in design of New Models of Care, informing its
development and enhancing understanding of and commitment to
• Council of Practices briefed and involved; this discussion minuted
• Clinical Blueprint facilitated by NHS IQ complete
• 3 localities signed up as pilot sites and Whitley Bay implementation
work streams in place
• New Models of Care programme part of QIPP work, with supporting
documents in place, including KPIs
• Minutes and papers for ACO Programme Board and workstreams

3

2

6

28/02/2016
Risk of not being able to
implement New Models
of Care, with the
consequent risk of
services not being fit to
meet the needs of the
ageing population
2.2

Lesley YoungMurphy

3

4

12

3

3

9

31/03/2016
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• Governing Body and Committee Terms of Reference, meeting papers
and minutes
• CCG Constitution and papers and minutes of the meetings of the
Council of Practices
• CCG annual report
• Practice Nurse Forum notes
• Monthly newsletters
• Locality Group meeting notes and reports to the Clinical Executive
• Clinical Chair and Chief Officer programme of joint practice visits, with
follow up actions
• Practice facilitators work programme and achievements
• Internal Audit review of Clinical Engagement NTC4806provided
Significant Assurance with one issue of note (2014/15)
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• CCG Committee membership includes Clinicians - Council of
Practices
, Quality and Safety Committee, Clinical Executive, Audit
Committee, Finance Committee
• CCG Chair is a GP, supported by Medical Director (GP)
, 2 Clinical Directors (GPs)
and a range of Clinical Leads
CCG Governing Body members include an experience
executive nurse and secondary care specialist doctor
• Practice Managers are members of Quality and Safety
Committee and the Clinical Executive
• CCG Constitution sets out matters reserved to Members,
enacted through a structured programme of meetings of the
Council of Practices
• Practice Nurse Forum facilitated by CCG
• Monthly newsletter to all practices highlighting commissioning
issues
• Development of locality working actively supported by CCG
• Clinical Chair and Chief Officer programme of joint practice
visits
• Practice facilitators in post, working into Practices to support
local implementation of FRP
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Risk of insufficient
clinical input into the
work of the CCG if
clinical leaders and
member practices CCG
are not effectively
engaged

9

28/02/2016

Corporate Objective 3: Deliver year 1 of the Financial Recovery Plan, leading to sustainable financial balance and delivery of the CCG's statutory financial duties.
Risk that the CCG
2015/16 Financial
Recovery Plan is not
robust and realistic

3.1

Deborah
Hayman

5

5

25

• Initial preparation of FRP supported by external management
consultancy with expertise in Financial Recovery
• FRP predicated on analysis of CCG performance against
national and regional benchmarking
• Areas of historical high spend identified, benchmarked and
detailed plans prepared to manage spend (e.g. continuing
healthcare)
• Turnaround Director in post to lead FRP preparation
• Draft FRP shared with Council of Practices and then with key
stakeholders to test underlying assumptions and further refine
plan
• FRP developed in conjunction with NHS England Area Team
colleagues
• FRP continues to be refined and developed to ensure it is
based on best practice and up to date analysis
• Extensive GP engagement through locality work, sharing
benchmarking information, support to tackling variation and
newsletters and bulletins
• Year end forecast reviewed mid year and as at November
2015 it was -£19.3m

0 • Version 1 of FRP underpinned by PwC work on benchmarking and
Financial Recovery
• Further local work on benchmarking undertaken to inform QIPP plans
that make up the FRP
• Turnaround Director in post from March 2015 to lead the development
of the FRP
• PwC analysis of CCG performance against benchmarking and draft
FRP shared with Council of Practices and CoP kept involved in further
developments of FRP. Meeting papers and minutes evidence this.
• Key elements of draft FRP shared with key stakeholders to test
underlying assumptions and further refine plan; these meetings reported
to Governing Body (in private) and Clinical Executive
• Discussion with NHS England Area Team colleagues documented,
including Area Team attendance at Private meeting of Governing Body
• Version control of FRP to show how it is refined and developed to
ensure it is based on best practice and up to date analysis; new versions
with major changes and discussed at Finance Committee, submitted to
NHS England and shared with all members of the Governing Body
• FRP forms an essential part of NHS England assurance of the CCG

4

3

12

Monthly
31/01/2016
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0 • Finance Committee papers and minutes, including action plans
• QIPP project documentation, including 'deep dives' reported to QPAC
• Project Management Office staffing structure, job descriptions and
project management process and documentation
• QIPP Programme Assurance Committee ToR, minutes and reports to
Clinical Executive and Finance Committee
• Escalation process in place to provide early warning if actuals don't
match forecast
• Initial Internal Audit advice in July 2015 that QPAC systems and
processes appear to be robust
• Notes and action plans of the weekly monitoring of CCG FRP
implementation by NHS England Area Team
• Practice Activity Scheme in place
• Job descriptions and work plans for Primary Care Development Officer
and Practice Facilitators
• Integrated finance, performance and quality reporting
• 2015/16 signed contracts for Acute and Community, Ambulance and
Mental Health in place
• Notes of monthly contract management meetings and actions arising
from those meetings
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• Finance Committee established in January 2015 to oversee
FRP development and delivery
• FRP includes a wide range of QIPP project plans, each
subject to Project Management including KPIs, Quality Impact
Assessment, clear savings targets
• Project Management Office established and CQI Toolkit rolled
out March 2015 for project management.
• QIPP plan monitoring by the QIPP Programme Assurance
Committee; QPAC formally reports to Clinical Executive and
provides updates to the Finance Committee
• Finance Committee review the QIPP tracker, informed by the
work of the QIPP Programme Assurance Committee
• Weekly monitoring of CCG FRP implementation by NHS
England Area Team
• Practice Activity Scheme launched and being rolled out across
all 4 localities
• Primary Care Development Officer and Practice Facilitators in
place
• Integrated finance, performance and quality reporting tool
developed, as management of acute activity is key to financial
recovery
• 2015/16 Contracts for Acute and Community, Ambulance and
Mental Health in place
• Monthly contract management meetings
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Risk of the Financial
Recovery Plan not
being fully implemented

• Internal Audit are
supporting the CCG
with some focused
work on FRP
implementation
processes

4

4

16

Monthly
31/1/2016
Risk that the CCG
2016/17 Financial
Recovery Plan is not
robust and realistic
3.3

Deborah
Hayman

5

5

25

• Initial preparation of 16/17 FRP led by Turnaround Director,
with significant experience including leading the 15/16 FRP
• FRP predicated on analysis of CCG performance against
national and regional benchmarking
• Areas of historical high spend identified, benchmarked and
detailed plans prepared to manage spend
• FRP developed in conjunction with NHS England Area Team
colleagues
• 16/17 FRP being drafted and developed to ensure it is based
on best practice and up to date analysis

• Draft FRP to be
• draft 16/17 FRP
shared with Council • minutes of Finance Committee and Clinical Executive where draft FRP
of Practices and
discussed
with key
stakeholders to test
underlying
assumptions and
further refine plan

4

4

16

31/01/2016
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• Notes of contract management meetings and 14 Day reviews and
actions arising from those
• Minutes of Finance Committee and QIPP Programme Assurance
Committee (QPAC), including deep dives
• Finance and contract reports and quality and performance reports to
Clinical Executive, Finance Committee and Governing Body with
exceptions highlighted and actions reported
• Minutes of Medicines Optimisation Committee, medicine optimisation
SLA with NECS and medicine optimisation QIPP schemes
• CHC assessment processes and reports to Clinical Executive and
Finance Committee
• CHC Policy
• BCF s75 agreement; signing reported to Governing Body
• BCF Board ToR and meeting papers
• Review by Internal Audit NTC4807 Medicines Management provided
limited assurance (2014/15)
• Review by Internal Audit NTC4811 Monitoring of Performance against
contract - provided limited assurance (2014/15)
• Internal Audit report of BCF, NTC 4810 (2014/15) and Internal Audit
Report NTC 1516/06 both gave significant assurance with no issues of
note
• Review by Internal Audit NTC 1516/03 QIPP Assurance gave
significant assurance with no issues of note (December 2015)
• Review by Internal Audit NTC 1516/08 Performance Management and
Board reporting gave significant assurance with no issues of note (draft
report January 2016)
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• Contract management meetings with variances against
planned contract activity scrutinised forecast out turn
summaries updated
• Finance Committee to oversee investigation into priority areas,
supported by QIPP Programme Assurance Committee (QPAC)
• Detailed finance and contract report and quality and
performance report presented to Clinical Executive, Finance
Committee and Governing Body to enable triangulation of
information
• Medicines Optimisation Services purchased from NECS Medicines Optimisation Committee in place
• Robust CHC assessment processes in place, benchmarked
against other CCGs nationally, robust CHC decision making
processes and budget forecasts
• High cost CHC packages remain under close scrutiny
• CHC Policy approved by Clinical Executive February 2015, to
set out CCG's role in commissioning CHC
• BCF s75 partnership agreement signed
• Metrics and KPIs agreed for each scheme in the BCF
• BCF Board in place to oversee monitoring against plan and
initiate corrective action if required
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Risk of activity
increasing over
contracted or formally
planned levels, bringing
additional, unplanned
financial pressures

16

Monthly
31/01/2016

Objective 4: Work collaboratively with partners and stakeholders to be responsive to the population of North Tyneside
Risk of failure to engage
with partners and
stakeholders in line with
CCG statutory duties,
resulting in
misalignment of plans
across the health
economy
4.1

Lesley YoungMurphy

3

4

12

• CCG an active partner in the North Tyneside Health and
Wellbeing Board
• CCG attends the Overview and Scrutiny Committee, as
required, to present and discuss the work of the CCG
• CCG has regular formal and informal meetings with North
Tyneside Council, local NHS Foundation Trusts, HealthWatch,
local MPs
• Stakeholder engagement plan in place, as part of
communications and engagement strategy, with specific
targeted plans for identified initiatives
• CCG complies with formal duty to consult
• CCG actively engages with stakeholders, public and patients,
including commissioning the Community Health Care Forum to
facilitate the patient forum
• There are regular communication channels between CCG and
Voluntary Sector

• North Tyneside Health and Wellbeing Board and Overview and
Scrutiny Committee meeting papers and minutes
• Minutes and papers of committees of the Health and Wellbeing Board,
Integration Board, Turnaround Board, Urgent Care Board, Primary Care
Commissioning Committee and meetings with MPs
• Communications and engagement strategy
• Communications and engagement plan for key pieces of work including
for example, FRP, commissioning plan, urgent care
• Reports to CCG Governing Body on plans to consult and outcome of
consultation, including, for example, maternity services and urgent care
• Formal agreement with the Community Health Care Forum
• Internal Audit review of Strategic Planning NTC 1516/02 provided
significant assurance with no issues of note (2015/16)
• Internal Audit review of Partnership Governance NTC 1516/04
provided significant assurance with issues of note (2015/16)

0 • Process to
develop
commissioning
intentions.
• Work with
Northumbria
Business School
and system
partners to develop
intentions.

3

3

9

31/01/2016
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• Actions in hand to
address the 'issues
of note' identified in
the audit report
• Work to
commence to
planning for
2016/17 BCF

co

• Better Care Fund s75 signed June 2015
• Relevant signed s256 agreements in place, subject to quarterly
monitoring
• Health and Wellbeing Board, integration Board and Better Care Fund
Partnership Board Terms of Reference and minutes
• Audit of Partnership Governance (ref NTC 1516/04) gave 'significant
assurance' with two issues of note
• Audit of Better Care Fund (BCF) (ref NTC 1516/06) gave significant
assurance with two issues of note. The two issues have been addressed
and this has been reported to the Audit Committee
• Regular updates to the Clinical Executive and Quality and Safety
Committee include reference to informal working and regular dialogue
with LA

ls

• Formal arrangements documented in relevant legal
agreements, including s75 and s256 agreements
• Formal joint working relationships documented and reported
Including Health and Wellbeing Board, integration Board and
Better Care Fund Partnership Board
• Integration Board and supporting committees fully supported
by all partners, including through the role of joint appointments
• Partnership governance policy in place - refreshed and
approved by Clinical Executive 25 February 2015.
• Informal working relationships accorded a high priority by both
partners, with regular dialogue

e

• Robust
programme of work
in place to address
shortcomings
identified in the
HoIAO

4

d
oo

• Clear staff reporting arrangements; job descriptions, appraisal
processes, objectives and work plans, Staff statutory and mandatory
training up to date, monitoring arrangements for the SLA with NECS
including HR and IG
• CCG Constitution is current and on CCG website; committee ToR
regularly reviewed and reported in Annual Governance Statement
• CSU service user reports received by Audit Committee and referenced
in the CCG Annual Report
• IG toolkit level 2 attained in 2013/14 and 2014/15, reported to Q&S
committee.
• Internal Audit review NTC3816 Emergency Planning and NTC3817
Business Continuity Plans gave significant assurance
• 2015/16 EPRR self assessment completed and reported to the
Governing Body
• Urgent Care Working Group/System Resilience Group meeting papers
and minutes
• Clinical Executive papers and minutes
• Comments of partners and NHS England on draft and final plans
• Winter plans including documented system to monitor capacity and
pressure
• Notes of Daily teleconference over the winter period
• Head of Internal Audit Opinion for 2014/15 gave limited assurance

lih

• Robust organisation processes in place, including suitably
qualified and trained staff, a range of policies and procedures,
clear work plans, agreed HR processes and agreed IG
processes
• CCG Constitution in place, with Scheme of Delegation and
clear governance structures
• Service Level Agreement with Commissioning Support Unit in
place
• CCG capacity to deliver FRP and maintain all other essential
business reviewed and staff team strengthened and adjusted
• CCG Business Continuity Management Plan in place
• CCG complies with Emergency Planning, Resilience and
Response (EPRR) requirements under Civil Contingencies Act
• Urgent Care Working Group/System Resilience Group in
place to monitor capacity and direct investment as required.
• Membership of Urgent Care Group includes all relevant
Commissioners and Providers
• Winter plans in place
• Clinical Executive reviews capacity plans as necessary; plans
also subject to review by partners and by NHS England
• System to monitor capacity and pressure in place.
• Daily teleconference between Commissioners, Acute
Providers and NEAS to manage pressures over winter period

nc

• Internal Audit of
Performance
Management
underway - report
awaited
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• Commissioning Plans developed and published
• Regular integrated quality and performance reports to Clinical
Executive and Governing Body; minutes of those meetings and results
of 'deep dives'
• Notes of Quarterly Performance Reviews with the NHS England Area
Team
• Public Health work plan
• CCG Annual Report against CCG health outcomes data set
• Review by Internal Audit of Performance Management (NTC4812)
gave significant assurance with one issue of note (2014/15).
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• Commissioning Plans informed by JSNA to ensure focus on
health needs and health improvement
• Regular reports to Clinical Executive and Governing Body on
progress against health outcomes data set
• Regular Performance Reviews with the NHS England Area
Team
• Joint working with CCG and Local Authority Public Health
department, including Consultant Public Health (Medical)
working within the CCG 2 days per week
• Progress on health improvement reported year-on-year in
CCG Annual Report
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Risk of the work of the
CCG and its partners
not improving the health
of the population in line
with statutory duties
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Risk of inadequate
operational resilience,
or organisational
capacity and
infrastructure, leading to
a failure to respond to
local healthcare needs
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Risk of CCG joint
working arrangements
with the Local Authority
failing to be effective
and transparent,
resulting in less than
optimum use of public
Lesley Young- funds
Murphy
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00/01/1900 • Report to Q&S committee, Clinical Executive and Governing Body on
requirements of 2015 'Previously Unassessed Periods of Care' (PuPoC)
guidance and CCG action taken
• PuPoC Action plan
• Report to Q&S committee, Clinical Executive regarding transfer CHC
restitution work back to neighbouring CCGs to enable NTCCG to
concentrate on own cases
• CHC Restitution progress reports to Clinical Executive, including
benchmarking
• Monthly reports from Restitution team to Finance Committee
• CHC restitution budget and continuing national risk share
• Monitoring and reporting of complaints that arise from CHC restitution
cases

es
R

in

on
C

• CHC restitution team and processes reviewed in line with 2015
'Previously Unassessed Periods of Care' (PUPoC) guidance
• Action plan in place to close gap between current and required
monthly trajectory to ensure national timetable met
• Plans made to transfer responsibility for CHC restitution back
to neighbouring CCGs to enable NTCCG to concentrate on own
cases
• CHC Restitution allocation tracker and progress monitoring
process in place to report on progress and to track this against
national timetable requirements
• Benchmarking against national figures from other CCGs
• CHC restitution costs calculated and accounted for in CCG
financial plans
• National risk share in place to manage the financial impact of
restitution claims
• Agreed process in place to deal effectively with complaints that
may arise from CHC restitution cases
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Corporate Objective 5: Lead and influence the development of health and social care fit for the future.
Risk of the CCG lacking
capacity to provide
system wide leadership
5.1

Maurya
Cushlow

4

4

16

• Governing Body members maintain both an external and
internal focus, working with key stakeholders and partners
• CCG Directors and Senior Managers participate in region wide
groups and fora
• CCG Chairs and leads meetings, acting as system wide leader

• Minutes of Health and Wellbeing Board, CCG Accountable Officers
and Chairs meeting, Primary Care Commissioning Committee,
Integration Board
• Terms of Reference, papers and minutes of Professional meetings e.g.
health care acquired infection partnership
• Terms of reference for Urgent Care working group, practice nurse
forum, QRGs, Medicines Optimisation
• NHS England CCG assurance process

• Standards of Business Conduct policy in place, with clear
conflict of Interest management arrangements in line with
current guidance and good practice
• Robust contracting and procurement process in place
• CCG has access to legal advice
• NHS England actively supporting the CCG to consider and
develop sustainable options for the future
• Robust consultation and engagement processes
• Proactive media relations to promote openness and
transparency on financial position and actions being taken
• ACO Programme Board work-stream on engagement and
consultation re ACO being established

• Standards of Business Conduct policy, quarterly review of declarations,
over seen by Audit Committee
• Minutes of Clinical Executive where procurement decisions made and
recorded
• Reference to legal advice in committee reports
• Notes of weekly discussions between NHS England and the CCG
• Governing Body Meetings held in public, with papers posted in
advance of the meeting
• Internal Audit reports on Conflict of Interest and Governance in
2013/14 both gave Significant Assurance
• CCG Annual Reports and Annual Governance Statements published
for 2013/14 and 2014/15
• Press releases, interviews, website content on financial position to
promoted transparency
• Internal Audit report on Primary Care Co-Commissioning NTC 1516/05
gave Significant Assurance (2015/16)

• CCG Governing Body, Clinical Executive and other key
committees balance the imperative to deliver financial recovery
alongside longer term sustainable health and social care
services
• Turnaround Board established to formally engage key
stakeholders in CCG financial recovery and looking ahead to
longer term solutions
• CCG weekly meetings with NHS England Area Team consider
both immediate issues, forecast end of year position and
development of medium term plans
• CCG programme of work focused on service transformation,
with QIPP projects contributing to enhanced quality as well as
financial recovery
• CCG continues to develop commissioning plans that extend
beyond 2015/16

• Agenda, papers and minutes of CCG Governing Body, Clinical
Executive and other key committees
• ToR and minutes of ACO Programme Board
• Notes and action plans from CCG weekly meetings with NHS England
Area Team
• CCG work programme and QIPP project plans
• CCG commissioning plans

4

2

8

31/01/2016
Risk of a lack of
confidence in the CCG
as a result of
reputational damage,
inhibiting the CCG’s role
as a system leader

5.2

Maurya
Cushlow

4

4
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3

9

31/03/2016
Risk of short term
finance pressures
overriding the need to
deliver sustainable
solutions

5.3

Maurya
Cushlow
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Report to: Governing Body
Date: 26 January 2016

Agenda item: 11.2

Title of report: Proposed changes to the CCG Constitution
Sponsor and Author: Pauline Fox, Head of Governance
Purpose of the report and action required: This report is to note that the Council
of Practices has approved proposed changes to the CCG constitution
Executive summary:
Every CCG must have a constitution that complies with the relevant legislation and
guidance. If the CCG wishes to make changes to the constitution, these must be
approved by the Member Practices and then by application to NHS England.
The current CCG Constitution is version 11.1. It has not been updated since March
2015. The proposed changes to the CCG Constitution as set out below are all
administrative in nature, to reflect changes made in 2015. These proposed changes
were approved by the Council of Practices on 20 January 2016.
Proposed changes:
• Finance Committee to be added to the list of committees of the Governing Body –
this committee was established in early 2015 and was reported in the CCG
2014/15 annual report but has not yet been referenced in the CCG Constitution
•

Update of three GP Practice names – all 29 member practices have to be listed
in the CCG Constitution. To ensure the list given in Appendix B is accurate three
have been amended:
o Mallard Medical Practice (formerly Drs Prestin and Austin)
o Northumberland Park Medical Group (formerly Dr Young and Partners)
o Shiremoor Medical Group (formerly Dr Smith and Partners)

•

Removal of the reference to the CCG Director of Commissioning Development
being ‘in attendance’ at the Governing Body - the post holder has left the CCG
and has not been replaced

•

Correction of two typographical errors – the references to the ‘Joint Locality
Executive Board’ (which is a committee that North Tyneside CCG does not have)
have replaced with the term ‘Governing Body.’

Recommendation:
The Governing Body is asked to note the proposed changes to the CCG constitution
and also to note that a request for the changes will now be submitted to NHS
England.
A full copy of the current CCG constitution is accessible on the CCG
website: http://northtynesideccg.nhs.uk/news-media/publications/constitution/ A copy of the
document with proposed changes marked is available from the author of this paper
on request.
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Report to: Governing Body
Date: 26 January 2016

Agenda item: 11.3

Title of report: Primary Care Committee Terms of Reference - revised
version for approval
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 agree the proposed changes to the Primary Care
Committee Terms of Reference.
Executive summary:
The terms of reference for the Primary Care Committee were approved in March
2015. Changes in personnel at both North Tyneside CCG and NHS England have
prompted a review. This was discussed by the Primary Care Committee at its
meeting in November and amendments to the committee Terms of Reference are
recommended:
•
•
•
•

Section 7 – ‘CCG Director of Commissioning Development’ membership to be
changed to ‘A Director from North Tyneside CCG or deputy’
Section 7 – ‘NHS England Director’ membership to be changed to ‘NHS England
Cumbria and North East Director or deputy’
Section 8 – Change from the ‘Director of Commissioning Development’ to the
‘CCG Director’ as the lead officer for the committee.
Section 20 – Formalisation of the sharing of minutes and action notes from
‘circulation to members of the meeting’ to ‘presenting them to both NHS England
Cumbria and North East and to North Tyneside CCG Governing Body’.

The Terms of Reference, with these changes made, are attached to this report for
ease of reference.
Recommendation:
Members are asked to consider and agree the proposed changes to the Primary
Care Committee Terms of Reference.
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Terms of reference for the North Tyneside Primary Care Committee (final)
Introduction
1. The North Tyneside primary care committee is a joint committee of NHS England
and NHS North Tyneside Clinical Commissioning Group formed with the primary
purpose of jointly commissioning primary medical services for the people of
North Tyneside.
Statutory Framework
2. The National Health Service Act 2006 (as amended) (“NHS Act”) provides, at
section 13Z, that NHS England’s functions may be exercised jointly with a CCG,
and that functions exercised jointly in accordance with that section may be
exercised by a joint committee of NHS England and the CCG. Section 13Z of
the NHS Act further provides that arrangements made under that section may be
on such terms and conditions as may be agreed between NHS England and the
CCG.
Role of the North Tyneside primary care committee
3. The role of the North Tyneside primary care committee shall be to carry out the
functions relating to the commissioning of primary medical services under
section 83 of the NHS Act (except those relating to individual GP performance
management, which have been reserved to NHS England) and such CCG
functions under sections 3 and 3A of the NHS Act as have been delegated to the
joint committee.
4. This includes the following activities:
•

General Medical Services (GMS), Personal Medical Services (PMS) and
Alternative Providers of Medical Services (APMS) contracts (including the
design of PMS and APMS contracts, monitoring of contracts, taking
contractual action such as issuing branch/remedial notices, and removing a
contract);

•

Newly designed enhanced services (“Local Enhanced Services” and “Directed
Enhanced Services”);

•

Design of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);

•

Primary Care needs assessments;

•

Commissioning new GP practices in an area;
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•

Planning new primary care estate;

•

Approving practice mergers; and

•

Making decisions on ‘discretionary’ payment (e.g. returner/retainer schemes).

5. In performing its role the North Tyneside primary care committee will exercise its
management of the functions in accordance with the agreement entered into
between NHS England and NHS North Tyneside CCG, as appended, which sit
alongside the delegation and terms of reference.
Geographical coverage
6. The North Tyneside primary care committee will comprise NHS England
(Cumbria and North East) and NHS North Tyneside CCG. It will undertake the
function of jointly commissioning primary medical services for North Tyneside.
Membership
7. The Committee shall consist of:
a) CCG Deputy Lay Chair (or a lay member nominated by him/her) (Chair of the
committee)
b) One other CCG Lay member (vice chair of the committee)
c) The CCGA Director from North Tyneside CCG of Commissioning
Development or deputy
d) A Director from NHS England Cumbria and North East Area Team or deputy
e) A nominated GP (non-voting member)
To ensure effective management of actual or potential conflicts of interest, the
GP member will withdraw from the meeting as requested to do so by the Chair of
the committee.
Other CCG Governing Body members, GPs, officers, employees and practice
representatives may be invited to attend all or part of meetings of the committee
to provide advice or support particular discussion from time to time. Those
invited to attend will not be entitled to vote.
8. The CCG Director of Commissioning Development will be the lead officer for the
committee, or will nominate a Director to undertake this role.
9. A standing invitation will be made to specified partners in a non-voting capacity,
namely:
a) North Tyneside Health and Wellbeing Board and
b) Healthwatch North Tyneside
Meetings and Voting
10. The Committee shall adopt the Standing Orders of NHS North Tyneside CCG
insofar as they relate to the:
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a)
b)
c)
d)
e)

Notice of meetings;
Handling of meetings;
Agendas;
Circulation of papers; and
Conflicts of interest

11. Each member of the Committee shall have one vote. The Committee shall
reach decisions by a simple majority of members present, but with the Chair
having a second and deciding vote, if necessary, except where:
a) NHS England will have a casting vote for any functions within NHS
England’s statutory obligations.
b) CCG members will have a casting vote on any of the CCG’s statutory
functions that are included within the scope of the joint committee’s
responsibilities.
12. The quoracy for the committee is 3 members, including at least one member
from North Tyneside CCG and one member from NHS England
13. The committee will meet at regular intervals and not less than 4 times per year.
14. Meetings of the Committee:
a) Shall, subject to the application of 14(b), be held in public.
b) The Committee may resolve to exclude the public from a meeting that is
open to the public (whether during the whole or part of the proceedings)
whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted or for other special
reasons stated in the resolution and arising from the nature of that business
or of the proceedings or for any other reason permitted by the Public Bodies
(Admission to Meetings) Act 1960 as amended or succeeded from time to
time.
15. Members of the Committee have a collective responsibility for the operation of
the Committee. They will participate in discussion, review evidence and provide
objective expert input to the best of their knowledge and ability, and endeavour
to reach a collective view.
16. The Committee may call additional experts to attend meetings on an ad hoc
basis to inform discussions.
17. Members of the Committee shall respect confidentiality requirements as set out
in the CCG Standing Orders unless separate confidentiality requirements are
set out for the committee in which event these shall be observed.
18. The secretariat support will be provided as agreed by NHS England and the
CCG.
19. The secretariat to the Committee will:
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a) Circulate the minutes and action notes of the committee with 5 working days
of the meeting to all members.
b)a)
Present the minutes and action notes to Cumbria, Northumberland,
Tyne and Wear Area Team of NHS England and the governing body of NHS
North Tyneside CCG.
Decisions
20. The Committee will make decisions within the bounds of its remit.
21. The decisions of the Committee shall be binding on NHS England and NHS
North Tyneside CCG.
22. Decisions will be published by both NHS England and NHS North Tyneside
CCG
23. The secretariat will produce an executive summary report which will presented
to NHS England Cumbria and North East Area Team and the governing body of
NHS North Tyneside CCG each quarter for information.
Review of Terms of Reference
24. These terms of reference will be formally reviewed by NHS England Cumbria
and North East Area Team and NHS North Tyneside CCG in April of each year,
following the year in which the joint committee is created, and may be amended
by mutual agreement at any time to reflect changes in circumstances which
may arise.

Date approved by CCG Governing Body: 24 March 2015
Date revised and approved by CCG Governing Body [xx January 2016]
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North Tyneside
Primary Care Committee
Minutes of the North Tyneside Primary Care Committee meeting held in Public on 22
July 2015, at Hedley Court
Present:
Mary Coyle
Phil Clow
Christine Keen

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

In Attendance
Wendy Burke
James Martin
Iain Kitt
Julia Bates
Wendy Hume

Acting Director of Public Health, North Tyneside Council
Commissioning & Performance Manager, NT CCG
Board Member, Healthwatch
Public Health, North Tyneside Council
Team Secretary (Minutes)

Apologies:
Dr John Matthews
Councillor Spillard

Clinical Chair, NT CCG
Deputy Chair, Health & Wellbeing Board

NTPCC/15/020

Welcome and Introduction (Agenda Item 1.1)
Ms Coyle welcomed all to the meeting of the North Tyneside Primary Care
Committee.
Apologies for Absence
Apologies of absence were noted as above.
Quoracy
The meeting was declared as being quorate.
Declarations of Interest
There were no declarations of Interest.

NTPCC/15/021

Minutes of the meeting held on 9 April 2015 (Agenda Item 1.2)
The minutes from the meeting held on 18 May 2015 were confirmed as
accurate
Action Log
Minute NTPCC/15/015, action 1 – Mr Clow stated that the Memorandum of
Understanding (MoU) was still being finalised by NHS England. Ms Keen
said the meeting in June between NHS England and the CCGs had been
cancelled but another meeting with the CCGs to finalise the MoU will take
place.
Ms Keen advised the members that the Terms of Reference (ToR) for the
North Tyneside Primary Care Committee meeting would need to be
reviewed as Dr Mike Prentice had been appointed as Interim Regional
1

Medical Director and would no longer be able to attend any of the meetings.
Dr Craig Melrose has been appointed as Interim NHS England Medical
Director but only works part-time. Ms Keen will bring any amendments to
the ToR back to the Committee.
Action 1: Ms Keen to bring any amendment to the ToR back to the
Committee.
Matters Arising
Ms Coyle requested that any matters arising were recorded on the action
log.
NTPCC/15/022

Strategy and Forward View – Draft Local Plan (Agenda Item 2.1)
Mrs Burke gave an overview of the Draft Local Plan stating that this has
been subject to public consultation, but cabinet had not made a decision or
signed off the final draft. Mrs Burke stated that she does not anticipate the
sign off of the final draft until October 2015. Mrs Burke handed over to Ms
Bates who has been working with Mrs Burke on the draft plan.
Ms Bates stated that there are two key proposed developments in
Killingworth and Murton. There are up to 3,000 homes to be built in Murton
and 2,000 in Killingworth, with a potential growth in population of
approximately 10,000. The population for the Borough is estimated to be
about 224,000 by 2032.
Mrs Burke said that as part of the pre-submission documentation the
developers completed concept plans. Mrs Burke asked that NHS England
and North Tyneside CCG think through the implications in relation to
Primary Care. Mrs Burke also said that the draft plan was a very draft plan.
Ms Coyle stated that this was the best time to bring the plan to this
committee. Ms Coyle asked if the decision on how many homes will be built
would be made in October 2015. Mrs Burke replied that the decision would
be made in October 2015. Also the developers had originally requested
7,000 homes over two sites but these were scaled back.
Ms Bates said the pace of the development and the specific number of
homes depended on the economics of the housing market. Mr Clow
advised that he and Mr Martin had recently picked up with the Council
planning department on the potential future developments in North
Tyneside and the extra population would bring additional health needs.
James Martin to find out how regularly CCG budgets are reviewed against
population change and inform members at the next meeting. Mr Clow said
there would be no income from government for extra Primary Care needs in
the area. Mrs Burke that the council were talking to the developers about
building the necessary facilities instead of making available a bond to invest
in facilities, as often happens now. Mr Kitt commented that it is important to
have a clear vision on communities and population profiles. Ms Bates
stated that the planners have a lot of detailed demographic housing
available to colleagues in Primary Care. Ms Keen commented that some
people may move within North Tyneside and stay registered at a practice,
so making primary care development more complex. The biggest concern
is if new Primary Care facilities where built where would the work force be
2

sourced and how would we meet the needs of the people in the future.
Action 2: James Martin to find out how regularly CCG budgets are
reviewed against population change and inform members at the next
meeting.
Mrs Bates stated that many factors are being considered associated with
the development for example, metro, schools, green space. If there is a
need for Primary Care on the sites this needs to be flagged up now. Ms
Bates said that it would be very useful if a colleague from this committee
could work with the planners as input and a point of view from the
committee would be welcome from a premises point of view.
Ms Keen said that Murton area had three practices and asked what the
physical space in those buildings was. Mrs Burke said that Monkseaton
Medical Centre was a big new practice but they appear full to capacity.
Ms Keen stated that any business cases going forward for new Primary
Care estate would need us to look into how we would deliver new models of
Primary Care. Ms Keen stated that we need to pick up going forward. Mr
Clow and Mr Martin to work with Ms Keen on this. Ms Bates to provide
contact details and set up an initial meeting with Martin Craddock, Mr Martin
(CCG Lead) and an NHS England lead to be identified by Ms Keen.
Action 3: Ms Bates to provide contact details and set up an initial meeting
with Martin Craddock.
Action 4: Ms Keen to identify an NHS England lead for a meeting with
Martin Craddock.
NTPCC/15/023

Governance (Agenda Item 3)
There were no items to discuss.

NTPCC/15/024

Operational Performance – Section 106 agreement (Agenda Item 4.1)
Mr Clow stated that the report was to note the application to access
available Section 106 funding by Woodlands Park practice and approve the
release of those funds.
In 2011 a S106 agreement in relation to a residential development including
279 residential units and a three storey 51 bed sheltered housing scheme
on and to the East of Great North Road (5 Mile Park) was agreed. This
included funding of £166,438 in relation to primary care facilities. These
funds were received by North Tyneside Council in 2014.
There have been proposals from two practices in the area, Woodlands Park
and Wideopen Medical Centre. The proposal from Woodlands Park has
been approved by NHS England property services. Wideopen Medical
Centre is in the process of doing their application, so this has not yet been
approved.
Dr Matthews asked through Ms Coyle (Chair)
I note that the committee is being asked to approve the release of S106
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funds amounting to £166k. I would like to raise a question via the chair as
to whether the committee thinks that the applications should be considered
in the light of the CCG 5y strategic plan which is to create primary care hubs
which will be better resourced to support provision of extended access to
primary care. This money could be used to develop one premise that would
enable the practices to work together to provide the increased capacity
required by the new housing development rather than two.
This is a specific amount of money and meetings have been held with the
council planning department. The money has to be used within five years
of being available.
Mr Clow said that with larger future developments we can take the approach
that Dr Matthews suggests, but within the timescale we have this would not
be feasible for the Wideopen section 106 funding.
Ms Keen stated that her concern was that Woodlands Park has already
been approved by NHS England. Mr Martin said that each Section 106 is
legally binding and investment is required within the vicinity of the housing
development. When we are looking at future developments we will aim to
build in more flexibility where we can to support Primary Care Hubs. Ms
Coyle acknowledged that on this occasion we could not take the approach
suggested by Dr Matthews.
Action 5: Ms Coyle asked Mr Clow to feedback to Dr Matthews.
The Committee supported the recommendations.
Action 6: Ms Coyle asked Mr Clow to write to the council and contact the
practices of the decision.
NTPCC/15/025

Operational Issues (Agenda Item 4.2)
Mr Clow advised the members that the Care Quality Commission (CQC)
had published their report stating that Spring Terrace Health Centre was
assessed as being in special measures.
Ms Keen said that CQC has recently changed their processes. When a
practice is accessed as inadequate CQC do share this with NHS England
for two purposes:
• Delivering an action plan on how the practice addresses the
shortcomings.
• Patient Safety Issues.
Ms Coyle asked what role the CCG has in providing support to the practice.
Mr Clow replied that Dr Martin Wright and Dr Lesley Young-Murphy have
been in conversation with NHS England and the CCG has offered support
to the practice.
Ms Keen stated that the support can range from:
• Putting a Practice Manager in touch with other Practice Managers
• From a contractual point of view the practice could be served with a
breach notice, this sets out clearly what needs to be done and varies from
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practice to practice.
The practice has to own the problems and address issues in the action
plan. CQC will revisit the practice after six months and review the rating.
Mr Kitt asked what steps have been taken to inform the patients and is
there specific measures given to patients. Mr Clow explained that the
information is publically available on the CQC website and has been in the
press.
Mrs Burke said that the Local Authority has contracts with all practices in
the borough and they were not informed about Spring Terrace Health
Centre. Mrs Burke asked that Public Health be informed of these
assessments and Mrs Burke will be writing to Spring Terrace Health Centre.
Ms Keen commented that a much more rigorous system was needed so
that all commissioners were contacted. Ms Coyle asked is it NHS
England’s responsibility to inform commissioners. Ms Keen replied that
CQC inform NHS England and NHS England contact the CCG and should
inform the Director of Public Health at the Local Authority.
NTPCC/15/026

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

NTPCC/15/027

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 10:05

NTPCC/15/028

Future Meeting dates
• 24 September 2015, 10:00 – 11:30
• 19 November 2015, 13:00 – 14:30
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