NHS UNCLASSIFIED

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 27 January 2015, 10:15am – 12:00noon, at Hedley Court
Members of the public are invited to meet members of the CCG Governing Body informally,
prior to the meeting, at 10:00am – 10:15am
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North Tyneside CCG Governing Body

Minutes of the Governing Body meeting held on 25 November, at Hedley Court,
10.15am – 12.00noon.
Present:
Dr John Matthews
Mary Coyle
Maurya Cushlow
Eleanor Hayward
Alison Thompson
David Willis
Dr Martin Wright
Dr Lesley Young-Murphy
Mr Kyee Han
In Attendance:
Philip Clow
Marietta Evans
Pauline Fox
Sheila Watson

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

Director of Commissioning Development
Director of Public Health, North Tyneside Council
Head of Governance
Strategic Commissioning Manager – Older people, North
Tyneside Council (for items 1 – 8.2 only)

Apologies for Absence:
There were no apologies for absence.
NTGB/14/103

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

NTGB/14/104

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

NTGB/14/105

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

NTGB/14/106

Minutes of the Previous Meeting held on 23 September 2014 (Agenda
Item 5)
The minutes of the meeting held on 23 September 2014 required slight
amendment. Mr Willis queried the reference in the Chair’s report to ‘smoking
at the time of delivery’. Mrs Evans confirmed that was the correct
terminology. There was a typing error on page 8, reading £1,5m rather than
£1.5m. With the typing error amended the minutes were accepted as a true
record of the meeting.
1

NTGB/14/107

Matters Arising from the Previous Meeting held on 23 September 2014
(Agenda Item 6)
Dr Matthews referred to the action log that had been circulated with the
agenda. It was noted that actions 1, 2 and 3 from the September 2014
meeting and action 4 from the April meeting (regarding maternity services)
had all been completed. Action 3 from the July 2014 meeting, regarding an
update report on actions taken to better understand mortality rates at
Northumbria Healthcare NHS Foundation Trust, would be completed in
January 2015.
Dr Wright referred to the report on Quality Indicators at the last meeting
(minute reference NTGB/14/092, page 5). He had indicated that he was
following up the reporting of medication incidents, particularly the two
practices that had not been registered in the reporting system. Dr Wright
confirmed that he had indeed followed this up and would continue to do so.
Dr Wright reminded members of the brief reference at the last meeting to the
suggestion that responsibility for primary care commissioning may pass to
CCGs. He advised that the recently published national guidance on this
would be considered in detail at the December meeting of the Council of
Practices.

NTGB/14/108

Report from the Chair and Chief Officer (Agenda Item 7)
Dr Matthews, Clinical Chair, reported that he had attended the National
Commissioning Assembly at the end of October, where the challenges facing
the NHS over winter had been discussed at length. There had also been
discussion about the opportunities and challenges posed by the proposed
changes to primary care commissioning arrangements. Finally, Dr Matthews
referred to the 5 year ‘Forward View’ published at the end of October, an
important document for everyone to consider.
Ms Cushlow, Chief Officer reiterated the comments about system pressures
over winter. Additional funds had been recently allocated to develop capacity
in hospital and community settings. Ms Cushlow was confident that the
Governing Body could be assured that this remained a high priority for the
CCG, with significant attention and on-going scrutiny.
Ms Cushlow reported that a ‘whole system’ meeting had taken place in
November in Leeds involving Simon Stevens and leaders from across the
NHS, together with Monitor and the NHS Trust Development Authority. The
importance of all agencies working together to support the local population
had been stressed, looking at health and wellbeing, care and quality and
finance and performance.
In respect of the 5 year forward view, Ms Cushlow confirmed that local plans
would be developed in line with the aspirations it expressed.

NTGB/14/109

Strategic items:
North Tyneside Integration Programme (Agenda Item 8.1)
Ms Cushlow presented this report, circulated with the agenda. She
emphasised the importance of the integration agenda across North Tyneside,
with involvement from health and social care, the community and voluntary
sector and Healthwatch. The report provided an update on progress, a
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description of the refreshed committee structures and an outline of the
reporting arrangements and described the key areas of focus for the
integrated arrangements. A full report had been made to the Health and
Wellbeing Board in October.
Mrs Thompson referred to section 3.2 of the paper, where the sub groups of
the older peoples’ board were described. She advised members that the
group dealing with older peoples’ mental health included active
representation from Northumbria Healthcare NHS FT, as the main providers
of psychiatry of old age services in North Tyneside. Mrs Thompson referred
to the newly formed integrated commissioning board for people with a
learning disability and suggested that a finance representative be included.
Dr Young Murphy advised that finance and communications and engagement
collages are involved in all the partnership boards.
The Governing Body received the report and noted the progress being made
on integration in North Tyneside.
NTGB/14/110

Integration: a presentation in the achievements of the Integration
Programme, to incorporate details of older persons care (Agenda Item
8.2)
Dr Matthews introduced Sheila Watson, Strategic Commissioning Manager –
Older people at North Tyneside Council who had joined the meeting for this
item. Members had asked for an update on the older peoples integration
work.
Dr Young Murphy and Ms Watson proceeded to make the presentation,
outing progress to date. This work was jointly led by the CCG, the local
authority and Northumbria Healthcare FT; Dr Mira Doshi was the lead medic
but had been unable to attend this meeting to participate in the presentation.
The benefits and challenges of the aging population were summarised, the
engagement and service mapping work was explained and the top priorities
as identified by service users, carers and staff were highlighted. These
concerned patient centered, integrated, well-co-ordinated care, with improved
communication.
The next steps for the older peoples service transformation programme were
explained, including a workshop planned for 8 December 2014.
The presentation was well received and a number of questions were asked.
Mrs Hayward inquired about work to tackle current ‘bottle necks’ in the
system. Dr Young Murphy referred to the ‘mapping’ exercise, where a
number of ‘pressure points’ had been identified. These were being tackled,
and the support of staff, service users and carers, the patient forum and other
partners (e.g. Age UK) in identifying and addressing areas for improvement
was much appreciated.
The Governing Body noted the report and the significant work undertaken.
Ms Watson left the meeting.

NTGB/14/111

New Models of Care: update (Agenda Item 8.3)
Dr Wright gave a verbal update on the development of the New Models of
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Care work. He referred to direct links between the transformation of older
people’s services and the development of new models of care. Dr Wright also
highlighted the congruence between the local new models of care work and
the direction of travel indicated in the national five year forward plan.
Dr Wright explained that patients with complex and multiple conditions
needed complex care but were too often faced with complex systems to
deliver that care. Such systems were time consuming and sometimes
overwhelming for patients and members of staff.
The new models of care work seeks to focus on the 4% of patients who use
50% of the resources, to introduce the use of the ‘extensivist’ model.
Progress to date included being accepted on the national ‘accelerate’
programme, two successful stakeholder meetings, significant engagement
with practices, benchmarking and scoping work and identification of a project
manager. Current work includes the development of the local ‘blue print’ and
identifying which practices/ localities will act as the pilot area.
Dr Young Murphy added that the older peoples service transformation work
and the new models of care work aim together to support people to ‘age well’
and to direct services to people who need them in an optimum way.
Ms Cushlow asked for elaboration on how GPs and practices were connected
to this important work. Dr Wright advised that the project manager is meeting
individual practices to ensure their involvement in the development of the
local blue print. Mrs Thompson asked about the pilots and how this would be
evaluated. Dr Wright explained that it was part of a structured national
evaluation.
The Governing Body noted the report and the significant work undertaken.
NTGB/14/112

Better Care Fund: update (Agenda Item 8.4)
Mr Clow gave an update on the development of the Better Care Fund plans,
referring to the report circulated with the agenda. Members were reminded
that this national initiative seeks to shift £3.8bn investment into community
and social care services, with the North Tyneside Better Care Fund
amounting to £16.6m for 2015/16.
The North Tyneside plan had been approved by the Health and Wellbeing
Board and was submitted as required in September 2014. NHS England had
considered the plan to be ‘approved with conditions’ and requested a
resubmission in mid-December. This was being prepared. The relevant
section 75 agreement was also being prepared and would be brought back to
the Governing Body for support.
Mr Willis asked about the ‘conditions,’ in particular the additional reduction in
emergency admissions. Mr Clow explained that local agreement was for a
proposed reduction of 1.8% but that national requirement demanded a
planned reduction of 3.5%.
Ms Coyle asked for further clarification about the pooled budget. Mr Clow
explained that this was an arrangement between the CCG and the Council.
Ms Cushlow explained that the CCG, the Council and the Foundation Trust
Page 4 of 8

were developing a ‘risk share’ agreement, as the requirement to reduce
emergency admissions and shift funding carried risks for all parties.
The Governing Body noted the report and the work undertaken.
Action 1: Mr Clow to bring a further report on the Better Care Fund to the
next meeting of the Governing Body.
NTGB/14/113

Maternity Services update (Agenda Item 8.5)
Mr Clow gave an update on maternity services, referring to the report
circulated with the agenda. The Governing Body had discussed the future of
maternity services at length at the meeting in April and had requested an
update at the November meeting.
Mr Clow outlined the enhancement of postnatal services in North Tyneside,
referring to the development of healthcare assistant roles, integrated teams
and the development of breastfeeding services.
Travel to the new Specialist Emergency Care Hospital had been a cause for
concern at the time of the consultation on maternity services plans. Mr Clow
referred to the travel plan being developed by Northumbria Healthcare NHS
FT. Dedicated shuttle bus services from main transport hubs were being
planned.
The Governing Body noted the report and the work undertaken.

NTGB/14/114

Quality items
Quality and Safety Committee report (Agenda Item 9.1)
Dr Young Murphy gave an update on the key issues discussed at the Quality
and Safety Committee meetings in September and October, referring to the
report circulated with the agenda.
Dr Young Murphy highlighted the on-going work to roll-out the SIRMS
(Safeguard Incident and Risk Management System) to support reporting and
acting on incidents in primary care. Dr Young Murphy reported that the
Foundation Trusts had given assurance on their work on the
recommendations of the Savile Inquiry. She referred to pro-active work
underway to address Health Care Associated Infections. In response to a
question, Dr Young Murphy explained that the Designated Nurse
(safeguarding children) was retiring on 31 March 2015 and a replacement
had been recruited, to give some handover time.
Dr Wright continued the report. He advised of the work being undertaken by
Northumbria Healthcare NHS FT on Sepsis. He explained that the SIRMS
work was initially focussed on reporting and addressing medication errors.
Mrs Evans asked if community pharmacists were being involved in this and
Dr Wright confirmed that they are.
The Governing Body noted the report.

NTGB/14/115

Integrated Quality and Performance report (Agenda Item 9.2)
Mrs Thompson presented this report, advising members that due to two
errors she had a revised document to table.
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Mrs Thompson highlighted the key performance issues as outlined in the
report. In respect of the NHS Constitution, Newcastle Hospitals FT had
missed the referral to treatment standard for admitted patients in August, due
to a national backlog clearing initiative. In respect of the targets in the NHS
Outcomes Framework, seven indicators were performing above their
thresholds and rated as green, 15 indicators were showing under
performance and rated as amber and the September year to date data was
showing that the CCG was currently very close to breaching its year end Cdiff trajectory with 47 cases against a trajectory of 52. With 6 months still to
go realistically this is not a position that is recoverable for 2014/15. Recently
published patient experience data shows that both the experience of acute
inpatient and GP services had improved.
Mrs Thompson then referred to NHS Quality Premium, where four out of six
measures were off target - Improving Access to Psychological Therapies
(IAPT), Dementia, emergency admissions composite measure, and the
reporting of medication errors. Data is unavailable for two measures. In
respect of other Quality Measures, the NHS Quality Dashboard showed
concerns relating to Northumbria Healthcare NHS Foundation Trust as a
national outlier for HSMR. For the activity trajectories, Mrs Thompson
reported that provider monthly activity returns indicated that non-elective
activity, first outpatient appointments and mapped A&E admissions are
performing over trajectory for August 2014 year to date.
The Governing Body noted the challenging position and received the report.

NTGB/14/116

Finance and contracting
2014/15 Financial position (Agenda Item 10.1)
Mrs Thompson reported the financial position, referring to the report
circulated with the agenda. The year-to-date position was £2m over plan, with
claw back anticipated in the latter part of the year. A year end position of
break-even with £500k surplus was still predicted, but at the current time
there were £3m unmitigated risks. The pressures being faced included rising
acute, non-elective admissions, pressures on drugs costs, pressured in the
continuing health care budget and pressures arising from NHS England
passing on some costs to CCGs. Mrs Thompson advised that budget
planning for 2015/16 was progressing. Mrs Thompson advised that the
contract specification and KPIs with North of England Commissioning
Support Services (NECS) were being finalised.
Mr Willis asked what level of confidence there was about the predicted
surplus being delivered. Mrs Thompson advised that efforts were focused on
this. Winter pressures monies had been received and disbursed to providers.
A Quality Premium payment of £650k had been received in respect of
2013/14 performance. The detailed financial recovery plan was in place and
being closely monitored.
The Governing Body noted the challenging position and received the report.

NTGB/14/117

Public and Patient involvement
Report of the Patient Forum (Agenda Item 11.1)
Dr Young Murphy and Mrs Hayward gave a verbal report on the recent
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meeting of the Patient Forum. Members know that their contribution is
valued. Mr Clow had attended and presented the five year forward plan.
Members were championing the friends and family test in GP practices.
The work of the sub groups was continuing with vigour. The older peoples
group had been very active in supporting the older peoples work programme.
The work of the self-care group was being extended to look at eczema,
including tackling eczema in children and young people and the group plans
to look at back-pain next. Mrs Hayward reported that the Health and
Wellbeing sub group has met, chaired by Wendy Burke, Consultant in Public
Health. This group had great potential; it was overseeing the development of
the practice based walking groups.
Dr Matthews asked how many practices were now represented at the forum.
Mrs Hayward replied that the forum continues to grow with new members
attending the most recent meeting; 23 of 29 practices are now represented.
Dr Young Murphy and Mrs Hayward commended the work undertaken by the
Community Health Forum to convene and support the work of the patient
forum and the sub groups, which is much appreciated by GP practices and
by forum members.
Mr Clow remarked that he had very much appreciated the chance to attend
the forum and confirmed the importance of the work of the forum and the
work of the CCG remaining aligned. He suggested, for example, that the work
on back pain could link into the CCG work on musculo-skeletal services. Mrs
Hayward reported that the patient forum work plan remains under review.
Dr Matthews thanked Dr Young Murphy and Mrs Hayward for this report and
complimented the Patient Forum on its work to date.

NTGB/14/118

Governance and assurance
Proposed changes to the North Tyneside CCG constitution (Agenda Item
12.1)
Mrs Fox presented this report, which had been circulated with the agenda.
The proposed changes had been considered and approved by the Council of
Practices on 5 November 2014. The Governing Body was being asked to
note the proposed changes.
The proposed changes to the constitution were required to enable the CCG
to form joint committees to share responsibilities with NHS England (still
formally called the NHS Commissioning Board) and/or other CCGs, for
example to co-commission services. The possibility of forming such
committees had been enabled by the legislative reform order (LRO) which
had been recently passed through Parliament.
Mrs Fox explained that the CCG Clinical Executive had the delegated
authority for approving the arrangements for co-ordinating commissioning
with other CCGs and/or local authorities. It was therefore proposed that the
CCG constitution be amended to enable the Clinical Executive to establish
new committees and to delegate appropriate functions on behalf of the CCG.
Three other proposed changes to the CCG constitution had been considered
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and approved by Member Practices. These were to provide greater
clarification about what individuals can sit on committees of the Governing
Body, clarification that decisions of a Committee of the Governing Body are
valid even if there is a vacancy in its membership or some subsequently
discovered fault in the calling of the meeting or appointment of members and
a proposed minor amendment to the Scheme of Reservation and Delegation
(SoRD) to show that residual functions of the CCG that are not otherwise
reserved or delegated are delegated to the Clinical Executive, to avoid unlawful sub-delegation.
The Governing Body noted the detailed report with each proposed change
clearly set out and the approval of the Council of Practices. It was noted that
application for the proposed changes would now be made to NHS England.
NTGB/14/119

Items for Information (Agenda Item 13)
The ‘North Tyneside Health and Wellbeing Board - a protocol for joint
working’ was received for information. The signatories on the document were
noted, including the CCG, the Council, the local NHS Foundation Trusts, Age
UK, Healthwatch and the community and voluntary sector. There were no
other items for information.

NTGB/14/120

Date of the next meeting
Dr Matthews thanked the members of public in attendance.
Dr Matthews advised that the next meeting of the Governing Body would be
held on Tuesday 27 January, 10:15am.
The meeting closed at 12 noon.

Page 8 of 8

NHS UNCLASSIFIED

North Tyneside Governing Body (Public)
Date
25 November
2014

22 July 2014

Minute
NTGB/14/112

NTGB/14/072

Action
Action
No.
1

3

Mr Clow to bring a further report on
the Better Care Fund to the next
meeting of the Governing Body.

Dr Wright to bring a report on
mortality rates at Northumbria
Healthcare NHS FT to the November
meeting of the Governing Body.

Resp. Officer

Target Date

Status as at 20
January 2015

On the agenda
Mr Phil Clow

Dr Martin Wright

January 2015

November 2014

This matter
being
considered by
the Quality and
Safety
Committee in
January 2015
and will be
included in the
verbal update at
the Governing
Body

12 January 2015
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 8.1

Title of report: Quality and Safety Committee report
Sponsor: Lesley Young-Murphy, Executive Director of Nursing & Transformation
Author: Sharon Haggerty, Head of Quality & Patient Safety
Purpose of the report and action required:
This report is to provide the Governing Body with a briefing of the risks and
assurances brought to the attention of the Quality and Safety Committee in
November 2014. The Governing Body is asked to note the content of this report.
Executive summary:
This report provides the Governing Body with a briefing of the risks and assurances
brought to the attention of the Quality and Safety Committee in November 2014.
Agenda items at the November 2014 meeting of the Quality and Safety Committee
included:
•
•
•
•
•
•
•
•

Safeguarding – Children and Young People
Safeguarding Adults
Integrated Governance Update Report
Primary Care Assurance Process
Transforming Care (Update on Winterbourne View Review)
New CQC Framework for the Inspection of GP Practices
Risk Assurance Framework
CCG Major Incident and Business Continuity Plan

Recommendation
The Governing Body is requested to note the content of this report.
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 8.1

Title of report: Quality and Safety Committee report
Sponsor: Lesley Young-Murphy, Executive Director of Nursing & Transformation
Author: Sharon Haggerty, Head of Quality & Patient Safety
Purpose of the report and action required:
This report is to provide the Governing Body with a briefing of the risks and
assurances brought to the attention of the Quality and Safety Committee in
November 2014. The Governing Body is asked to note the content of this report.

1.

Introduction
The Quality and Safety Committee is established as a sub-committee of the
CCG Governing Body, in accordance with the constitution, standing orders and
scheme of delegation. This report is intended to provide the Governing Body
with a briefing of the risks and assurances brought to the attention of the
Quality and Safety Committee in November 2014. The Committee did not meet
in December.

2.

Agenda Items
Standing agenda items include:
 Safeguarding – Children and Young People
 Safeguarding Adults
 Integrated Governance Update Report
Agenda items at the November 2014 meeting included:
 Primary Care Assurance Process
 Transforming Care (Update on Winterbourne View Review)
 New CQC Framework for the Inspection of GP Practices
 Risk Assurance Framework
 Major Incident and Business Continuity Plan

3.

Key points from the meetings

3.1 Safeguarding Children & Young People
Audit Report
The committee was presented with the results from an audit undertaken by the CCG
Designated Nurse and Doctor regarding Safeguarding training levels for CCGs
member practices. This was the first comprehensive Audit completed on this subject;
a further audit is scheduled to be presented at the Quality and Safety meeting in
April/May 2015.
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3.2

Safeguarding Adults Report
The focus of the November 2014 report was related to current standards of
care being delivered in Nursing Homes across North Tyneside. The
committee’s attention was drawn to the amount of proactive work being
undertaken to assist the Homes in the delivery of quality care.
The committee also received assurance regarding the robust system in place
for the collation of Safeguarding data within the CCG.
It was noted that the annual joint CCG/Local Authority inspection of Care
Homes across North Tyneside was underway, the resulting report would be
provided in the January 2015 meeting.

3.3

Integrated Governance Update Report
The integrated governance report was presented to the Committee. It
included information regarding serious incidents, highlights from the
discussion at the Quality Review Groups, the Friends and Family Test, the
NHS 111 Service and C. Diff trajectories.
The committee received information on the numbers of Serious Incidents
reported by providers which have reduced by 28% in comparison with the
same period last year. Reports produced as a result of a Serious Incident are
reviewed by the CCG’s Serious Incident Closedown Panel.
There has been an increase in the number of community cases of C.Diff
however this increase will be monitored closely by the Health Care Associated
Infection (HCAI) Reduction Partnership, at which the CCG is represented by
the Head of Quality and Patient Safety.
‘Harm free care’ in the CCGs two main acute providers, as identified in the
NHS Safety Thermometer will also continue to be monitored by the Quality
Review Groups.

3.4

Transforming Care (Update on Winterbourne View Review)
The committee was presented with an update report which outlined the CCGs
progress regarding the implementation of the recommendations from the
Winterbourne View review.
Of the original eleven individuals identified as requiring a review, two have
been transferred to specialised commissioning, and eight have been
discharged into a community setting. One patient has yet to have a credible
discharge plan in place due to both physical and mental health complications.
Two additional patients have been admitted since the original cohort was
identified, but both patients have credible discharge plans and discharge
dates are imminent.

3.5

Primary Care Assurance Process
Information regarding the framework by which NHS England will manage GP
Practices identified as outliers on a range of contract compliance indicators
was provided. The framework introduced a set of measureable indicators for
general practice. The indicators are published for practices to view via the
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Primary Care Web Tool and have been grouped across the five NHS
Outcome Framework domains of; premature mortality, long-term conditions,
recovery from illness/injury, patient experience
3.6

New CQC Framework for the inspection of GP Practices
Information regarding the changes made to the GP practice inspection
process was presented to the Committee
13 out of North Tyneside CCG’s 29 member practices will be inspected before
March 2015. The CQC inspections will obtain assurance that member
practices provide care which is safe; effective; caring; responsive and welllead. The committee were informed of work underway to provide practices
with information, tools and support to assist in the inspection process.

3.7

Improving Incident Reporting and Sharing of Information in Primary
Care
The committee discussed guidance for Primary Care provided by NHS
England regarding incident reporting and Serious Incident criteria. The
Committee felt that further work was required before it was circulated to
member practices. NHS England confirmed that the information was to be
reviewed before dissemination.

3.8

Risk Assurance Framework
The committee were asked to review the changes to the risks identified
against Corporate Objective 1: Commission high quality care for patients: safe
value for money.
Changes to the framework related to Corporate Objective 1 included the
residual risk rating for Risk 188 regarding Healthcare Associated Infection
rates. This had been decreased on review; a subsequent review resulted in
the rate returning to its former score. Three new risks were added, these
included; capacity and resilience of the Health and Social Care system over
the winter period, the reputational and financial risks regarding the CCGs
decision making and the failure to introduce new models of care resulting in
resilience and financial pressures.

3.9

4

Major Incident and Business Continuity Plan
The committee approved the recently revised CCG Major Incident and
Business Continuity Plan. The plan had been reviewed and revised to
ensure the CCGs compliance with the NHS England Core Standards for
Emergency Preparedness, Resilience and Response

Recommendations
The Governing Body is requested to note the content of this report.
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5

Governance and Compliance
Links to corporate objectives
2014/15 corporate objectives

Item links to
objectives √

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

Report author:
Report date:

√
√
√
√

Sharon Haggerty, Head of Quality & Patient Safety
January 2015
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 8.2

Title of report: Integrated Quality and Performance Report
Sponsor: Rob Robertson, Interim Chief Finance Officer
Author: James Martin, Commissioning & Performance Manager
Purpose of the report and action required: To report progress against the CCG quality
and performance measures. Members are asked to note the 2014/15 performance
measures and the current progress.
Executive summary: In 2014/15 the CCG report integrates quality and performance to
ensure both are considered together. The CCG will be held to account by the NHS
England Area Team for delivery of the NHS Constitution, CCG Health Outcomes and
Quality Premium. The performance to note identified in this report is:
NHS Constitution – in October Newcastle hospitals missed the referral to treatment
standard for admitted patients. This was due to a national backlog clearing initiative.
Work is continuing to address the over 18 week waiters at both Acute Trusts and
additional monies have been made available from the Area Team. Both Trusts have now
delivered the agreed additional activity for October and November.
NEAS performance at Trust level has dropped off significantly in Quarter 3 and the
Category Red 1 8 minute response was missed for North Tyneside patients in November.
Due to continued pressures over winter recovery is looking unlikely in the short term.
NHS Outcomes Framework:
→ 10 indicators are currently performing above their thresholds and are rated as
green.
→ 16 indicators are showing under performance and are rated as amber.
→ 1 indicator is rated as red. The November year to date data is showing that the
CCG is has now breached the year end C-diff trajectory with 58 cases against a
trajectory of 52. This is due to a large increase in non-acute (community) cases in
2014/15.
NHS Quality Premium – 4 out of 6 measures are currently off target. Currently the CCG
is not achieving trajectory for Improving Access to Psychological Therapies (IAPT),
Dementia, emergency admissions composite measure, and the reporting of medication
errors. Data is unavailable for two measures. There has been encouraging recent
improvement in the dementia measure.
Other Quality Measures - The NHS Quality Dashboard shows concerns relating to
Northumbria Healthcare NHS Foundation Trust who are a national outlier for HSMR.
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NHS Constitution

Note: QP - Linked to Quality Premium

4

Issues to note constitution indicators:
Referral to treatment – Trusts continue to treat additional patients as part of a national initiative to reduce long waiters. To
facilitate this initiative additional treatments are funded from a national pot of money, and while this additional activity is completed
there is a national agreement that contract penalties will not be applied from July to November. This explains the decrease in
performance seen at Newcastle FT in October. The initiative was extended from September to the end of November and a further
58 planned treatments have been completed at Northumbria FT as a result.
Cancer – Northumbria FT missed ‘The percentage of patients treated within 62-days of an urgent GP referral for suspected
cancer’ standard in October. The Trust is achieving this measure for 2014/15 year to date, but have now missed this standard two
months in a row. Closer monitoring is needed to check this isn’t a sustained drop. At a CCG level ‘The percentage of patients
treated within 62-days of an urgent referral from an NHS Cancer Screening Service’ was missed in October, although there
was only one patient treated under this standard in the month. 25 out of 28 patients have been treated within 62 days under this
standard so far in 2014/15.
Ambulance – NEAS performance at Trust level has dropped off significantly in Quarter 3 with all of the ambulance response time
standards being missed. Due to its geography and urban setting response times for North Tyneside patients are usually maintained
even when the Trust is not meeting the standard overall. In November the Category Red 1 8 minute response was missed for North
Tyneside patients. NEAS have flagged up some issues following a change in definition to include peri arrest cases 1 within the Red
1 category, a change in demand profile, and a shortfall in qualified paramedics as reasons behind the underperformance. As part of
the operational resilience process significant funding has been allocated to NEAS from CCGs to provide sustainability over the
winter but the Trust have flagged up continuing capacity issues and recovery is unlikely to happen in the short term.

1

peri-arrest period (pe-ri-ă-rest) n. the recognized period, either just before or just after a full cardiac arrest, when the patient's condition is very unstable and care must be taken to prevent
progression or regression into a full cardiac arrest.

5

CCG Health Outcomes

Note: QP - Linked to Quality Premium

TBC - To be confirmed

* - North of England Commissioning Support (NECS) calculated data
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Issues to note CCG Health Outcome indicators:
There are 27 indicators relating to health outcomes. The CCG currently has 10 indicators with a green rating, 16 indicators with an amber
rating, and 1 indicator with a red rating.
Improving Access to Psychological Therapies (IAPT) – Current performance shows that as at the end of November 2014 the CCG has an
expected IAPT end of year access rate of 13.8%, which remains below the year end trajectory of 15.5%. Northumbria Healthcare FT is required
to undergo a procurement process for the element of the service model which requires collaboration with another organisation. To date, this
has been provided by the Richmond Fellowship. However, the impact of the procurement process has resulted in vacancies arising in the part
of the service provided by the Richmond Fellowship, which cannot be filled until the procurement process is complete at the end of January.
This is having an adverse impact on Access targets and the Trust is now reporting that it may not achieve the 15.5%.
Actions in place to improve the situation include:
• Big White Wall is now available to appropriate patients in North Tyneside, offering access to a Support Network and Live Therapy where
appropriate. The service is facilitated 24hrs per day and works to full governance, CQC and NHS security requirements.
• IAPT licences have been obtained for counselling staff, meaning previously uncounted counselling activity can be included in the
returns.
• The Trust and NECS are working together to appropriately apply the reporting guidance.
• The self-referrals process will be developed and operationalised in such a way as to prevent the service being swamped.
• The Trust is identifying opportunities to further improve the quality and efficiency of the service.
IAPT recovery rate – there has been variability in performance since April 2013 against the 50% target, which will have been particularly
impacted by the re-procurement process, in terms of staff turnover and recruitment. The latest performance in November 2014 stands at
37.8%. This is being picked up through contracting routes as an area to target to improve as a priority.
Antenatal assessments <13 weeks – The latest published data for Q3 2014/15 shows that 165.4% of women in North Tyneside have had a
maternal assessment by 12 weeks and 6 days of pregnancy. The numerator and denominator for this measure are from different data sources
which can lead to data quality issues when they are compared. Northumbria Healthcare NHS Trust have flagged that a high proportion of the
women they assess and provide community antenatal (and postnatal) care for do not deliver with the trust, but deliver with Newcastle Hospitals.
This is likely to be the reason for the high number shown.
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Maternal smoking at delivery – Survey data for this measure shows a positive reduction in mothers smoking at the time of delivery in North
Tyneside from 13.7% to 12.6% in Q2 2014/15 compared to the same period in 2013/14. This is the second lowest level in the North East.
Breastfeeding prevalence at 6-8 weeks – Published data for this measure shows that the prevalence of breastfeeding at 6-8 weeks from
delivery was 39.2% in Q1 2014/15, an increase of 1.9% on Q1 2013/14. This is the second highest level in the North East.
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Safe Environment - Healthcare Associated Infection (C.Difficile)
North Tyneside CCG has a 2014/15 target of 52 C-diff cases which is a reduction
on 2013/14 due to strong performance. November year to date (YTD) data is
showing that the CCG has breached its C-diff trajectory for the year with 58
cases.
Both acute providers are within their YTD trajectories which suggest the
increases seen this year are in community cases. There have been 37
community acquired cases in 2014/15 so far compared to 21 at the same point
last year, an increase of 76%.
The 2013/14 HCAI action plan is being reviewed and refreshed to go to the
Quality & Safety committee in January for sign off. A focus of this plan will be
community acquired infections.
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Experience of Care – Friends and Family Test (FFT)

→ Both providers have a response rate above the 15% threshold for both A&E and Inpatients.
→ The headline measure for the Friends and Family test has now changed from the net promoter score to the percentage of respondents that would recommend
the service. This is calculated using the following equation
𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 + 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙
𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅𝑅 (%) =
× 100
𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 + 𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙𝑙 + 𝑛𝑛𝑛𝑛𝑛𝑛𝑛𝑛ℎ𝑒𝑒𝑒𝑒 + 𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢 + 𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒𝑒 𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢𝑢 + 𝑑𝑑𝑑𝑑𝑛𝑛′ 𝑡𝑡 𝑘𝑘𝑘𝑘𝑘𝑘𝑘𝑘
→ For inpatients both Northumbria FT (95.6%) and Newcastle FT (97.4%) had percentage recommended score well above the England figure (93.7%) October.
Scores have remained above the England figure through the year.

→ For A&E 90.3% of patients would recommend Newcastle FT in October, and 90.5% of patients would recommend Northumbria FT. Again both well above the
England figure of 86.9%.

→ From 1st December 2014, it is a contractual requirement that all GP practices implement the NHS Friends and Family Test (FFT). The first upload of data will be
at the end of January with data published from April 2015.
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Avoidable Emergency Admissions Measures

→

At an aggregate level the CCG has had 1,744
emergency admissions per 100,000 population in
2014/15 year to date to Oct compared to 1,340 per
100,000 population in the same period 2013/14.

→

All measures have seen an increase in 2014/15 on
2013/14

→

Emergency admissions for acute conditions that
should not usually require hospital admission
makes up the vast majority of admissions with
1,079 per 100,000.

→ Emergency admission levels are still being influenced by the coding change at Northumbria FT of ambulatory care patients to an emergency admission.
→

Analysis of these measures with ambulatory care data stripped out demonstrates that a large proportion of the increase is due to the inclusion of ambulatory care patients as
admissions. But also suggests that there is still an underlying increase in emergency admissions for these measures at both Newcastle FT and Northumbria FT.

→

Further deep dive analysis of the reasons for the increase will now be explored and included in a future performance report.

→

Reducing emergency hospital admissions remains a key initiative for the CCG and there are
11 many actions underway, to do this inclusive of the ‘proactive care patient
programme’, ‘advanced care planning’, condition specific developments re LTCs and the investment of operational resilience funding.

Dementia estimated diagnosis rate

→ The estimated dementia diagnosis rate for November is 61.1%, and increase of 2.4% on October.
→ It’s still unclear which population figure will be used nationally to calculate performance for this measure. Until this is clarified we will use the
methodology using practice list size as the population.
→

Actions in place to improve the position include individual practice level support
12 from the clinical lead, use of an audit toolkit to identify potential
patients who may have dementia but not been coded as such on practice systems, a pilot of the Cantabmobile memory test app at 4 practices,
and encouraging practices to access patient information held by Memory Clinics for patients who may have received a diagnosis for mild
cognitive impairment and may now require another assessment for dementia.

2014/15 Quality Premium
Funding Linked
calculation
to

Requirement

Period

Threshold

Actual

Potential years of lost life from causes
amenable to healthcare

3.2% Reduction in 2014
against 2013

Annual

2013

TBC

Passing

15.0%

£161,985

Improving access to psychological therapies

Increase in IAPT access
Nov 2014 ytd
levels during 2014/15

15.50%

Projected 13.8%

Failing

15.0%

£161,985

OF

1340.1

1744.1

Failing

25.0%

£269,975

OF

Passing

15.0%

£161,985

National

Emergency admissions composite measure

Reduction in 2014/15
against 2013/14

Sept 2014 ytd

Further roll out, support
and action plans in place

Throughout
the year

Friends and family test and patient experience
Increased patient
experience of hospital
care

Local

Passing /
Weighting
Failing

Measure

Quarterly Patient Experience
meetings in place to discuss
performance, support and actions.

NHCFT - 82.2
Annual survey
NUTHFT - 82.7

Value

£161,985

£161,985

OF

OF

TBC

Improved reporting of medication safety
incidents

specified increased level
of reporting of
medication errors
between Q4, 2013/14
and Q4, 2014/15

Dec ytd

58 (2 reported
incidents per
practice)

20

Failing

15.0%

£161,985

NHSE

Increased estimated diagnosis rate for people
with dementia

Increase dementia
diagnosis rate to 67% by
March 2015

Nov-14

65.5%

61.1%

Failing

15.0%

£161,985

OF

Total Value

£1,079,900

Pre-conditions
Financial plans on target
Significant quality failure
NHS Constitution measures
% patients waiting for initial treatment on incomplete
pathways within 18 weeks
% patients spending 4 hours or less in A&E or minor injury
unit
% of patients seen within 2 weeks of an urgent GP referral
for suspected cancer
CAT A Red 1 calls responded with 8 mins

£323,970

30.0%

Pass / Fail

Weighting

Value

Funding
calculation

Passing
Passing

100%

£1,079,900

£323,970

Organisation

Period

Threshold

Year to date

CCG

Oct 2014 ytd

92.0%

94.0%

Passing

25%

£0

£323,970

C

CCG mapped

Nov 2014 ytd

95.0%

96.9%

Passing

25%

£0

£323,970

C

CCG

Oct 2014 ytd

93.0%

97.0%

Passing

25%

£0

£323,970

C

NEAS

Nov 2014 ytd

75.0%

71.3%

Failing

25%

£80,993

£242,978

C

£0

£242,978

Adjusted total

13

Passing

Failing

Passing /
Weighting
Failing

Adjustment

Funding Linked
to
calculation

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

NHSE - Linked to Strategic Plan

C - Linked to NHS Constitution

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

Quality Premium – Medication incident reporting in general practice

→ Data is the attached graph is taken from the SIRMS incident reporting system.
14
→ Currently 14 out of 29 practices have reported a medication incident.
→ A recovery action plan has been produced. This focusses on promoting SIRMS, raising awareness of this measure, and supporting
practices with the use of the reporting system.

Quality Dashboard

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

15

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. The main concerns relate to Northumbria Healthcare NHS Foundation Trust who is a national outlier for HSMR.
Learning Disabilities Health Checks – The CCG met the requirement of 70% within the 2013/14 quality premium. 236 health
checks had been completed by the end of October 2014 giving a year to date percentage of 21.1%. This is higher than at the same
time last year. The majority of checks are completed in Q3 and Q4 as they are annually reviewed.
Deaths at Home - The CCG failed to deliver the requirement of 51.5% within the 2013/14 quality premium although we had the
best rate within the North East and were commended for best practice within this field by the local area team. We will continue to
monitor this measure throughout 2014/15 although we do not have any data as yet.
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 9.1

Title of report: 2014/15 Financial Position as at 31st December
2014
Sponsor and author: Rob Robertson, Interim CFO, NHS North
Tyneside CCG
Purpose of the report and action required:
This report presents the NHS North Tyneside CCG Financial Position for the
period ending 31 December 2014.
The Governing Body is asked to note the financial position for the period to 31
December 2014.

1. Background
As a clinical commissioning group North Tyneside CCG has a statutory
requirement to ensure expenditure in a financial year does not exceed its
allocated resource.

2. Key points
2.1 Overall Financial Summary
The CCG identified a number of financial challenges emerging in the early stages
of 2014/15, including the need to achieve £8.9m in QIPP initiatives in-year to
achieve the planned surplus of £500k.
At month 9 the CCG is expected to confirm the forecast outturn position as part of
routine monthly reporting to NHS England, including any risks to the achievement
of financial balance. The CCG undertook a detailed financial stock take as at
month 6, which identified further pressures, mainly due to contract over
performance and increased charges for continuing healthcare.
The total financial risk faced by the CCG, before mitigation (gross risk), is
£12.6m, which includes the impact of the agreed CNTW CHC legacy rebate risk
share. Further mitigating actions have been identified that are still to be
confirmed, which reduce this risk to a net £6.6m, which is the confirmed month 9
position reported to NHS England.
The position reported is shown in the summary table below.
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Further areas for cost recovery are being discussed by the CCG executive and
NHS England, any further actions agreed would reduce the net risk to be
mitigated by the end of the year.
2.2 Areas of risk
Further to the pressures outlined above, there remain risks within the CCG
financial plan that require significant action if they are to be mitigated, these are
outlined below.
a. Contract Performance – The CCG faces significant pressures within acute
contracts, most notably with Northumbria Healthcare NHS FT (forecast
£7.6m) which mainly relates to Non Elective activity and Ambulatory Care
charges.
b. Continuing Healthcare – The CCG received the Q2 activity data from the local
authority in month which has seen increases in activity and costs, This has
been projected forward to understand the potential overall risk facing the CCG
Page 2 of 6
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(£3.9m). There is a great deal of work ongoing in CHC presently jointly with
the local authority to minimise the cost of cases and put review high cost
cases and fast track packages. It is anticipated that this work will reduce the
overall risk facing the CCG.
c. Prescribing – Revised BSA forecasting as at month 8 increased the forecast
pressure further than anticipated (£1.2m), and this has impacted on all CCGs
nationally. Further forecasting work is under way both nationally and locally
which is expected to reduce the forecast prescribing overspend by the end of
the year.
d. QIPP – as described in section 2.1, QIPP initiatives totalling £8.9m were
required in-year for the CCG to achieve financial balance. Delivery against
these schemes has not progressed as quickly as anticipated (c£4m pressure),
and although the CCG has secured other sources of funding to offset some of
the risk, not all of this risk has been mitigated.

3. Contract Performance
Contract performance information for our two main acute providers is moniotored
in detail at the CCG's monthly contract and performance group meetings. In
summary:
a. Northumbria Healthcare NHSFT
The most recent validated contract position available from NECS at the time of
writing relates to month 7, at which point the contract was £3.6m over spent
(5.9%). The main areas of over performance relate to Non elective spells (£3.1m
/ 17.4%) and Ambulatory Care (£0.4m / 18.2%).
b. Newcastle Upon Tyne Hospitals NHSFT
The validated month 7 contract position shows a £0.5m over spend (1.4%). The
main area of over performance relates to high cost drugs (£0.4m / 30.9%).

4. Statement of Financial Position
The Statement of Financial Position (below) shows the closing positions at the
end of December 2014 together with a comparison to the previous month.
The main movements in month are:
Current Liabilities reduced by £3.56m – This mainly relates to the payment of
validated healthcare invoices.
The CCG is expected by NHS England to proactively manage the cash it draws
down each month and the amount it actually spends. The target is to have no
more than 5% of the monthly draw down left in the main bank account each
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month. The cash balance at the end of December 2014 was £0.06m which
equates to 0.25% of the December draw down, and meets the target level.

5. Better Payment Practice Code for year to 31 December 2014
The Better Payment Practice Code requires that all valid invoices should be paid
by their due date or within 30 days of receipt, whichever is later. The CCG is
measured against a target of 95% achievement.
The table below shows the cumulative value of NHS invoices paid within 30 days
at 31 December was 99.87% as a percentage of invoice value and 97.04% by
invoice count. The cumulative value of Non NHS invoices paid within 30 days at
31 December was 97.03% as a percentage of invoice value and 96.94% by
invoice count.
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6. Recommendations
The Governing Body is asked to note the financial position for the period to 31
December 2014.

7. Further information relevant to the report
None
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8. Governance and Compliance
Links to corporate objectives
2014/15 corporate objectives
Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
Develop and grow North Tyneside CCG as a patient
focused, clinically led commissioning organisation
Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside
Lead and influence the development of health and social
care fit for the future
Deliver financial balance

Item links to
objectives √
√
√
√
√
√

Consultation and engagement
The Council of Practices has been consulted on the format of financial
information and GP Practices will continue to be consulted regarding the format
of the monthly financial information they receive.

Risks
Potential risks identified are explained in section 2.

Equality assessment
No impact

Environment and sustainability assessment
No impact
Report author: Rob Robertson, Interim CFO, NHS North Tyneside CCG
Report date:
19 January 2015
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 10.1

Title of report: Winter brief and update on operational resilience and
capacity planning for 2014/15
Sponsor:
Dr Shaun Lackey, Clinical Director and Phil Clow, Director of
Commissioning Development
Author:
Helen Steadman, Commissioning Manager
Purpose of the report and action required
• To brief the Governing Body on the pressures being experienced during
winter 2014/15;
• To provide an update on operational resilience plans and funding; and
• To note the contents of the report.

Executive summary:
1 Background
1.1 Operational resilience and capacity planning for 2014/15
1.1.1 NHS England published new guidance on the 13th June 2014 entitled
“Operational Resilience and Capacity Planning Guidance for 2014/15 – a
briefing”. This guidance informed Urgent Care Working Groups across
England of the operational resilience and capacity planning requirements for
2014/15.
1.1.2 North Tyneside’s Urgent Care Working Group, led by the CCG, developed and
submitted its operational resilience and capacity plans for 2014/15 to the Area
Team of NHS England in accordance with the published deadlines.
1.2 Funding.
1.2.1 NHS England allocated £1,563,233.00 (tranche 1) to NHS North Tyneside
Clinical Commissioning Group (NTCCG) in order to fulfil the operational
resilience and capacity planning requirements. The CCG agreed projects that
would support and improve the North Tyneside system, through a coordinated
multi-organisational approach.
1.2.2 An additional £71 million was allocated for NHS Trusts in the North region –
tranche 2. Monitor and the NHS Trust Development Authority discussed and
agreed with NHS Trusts their additional funding allocation. The CCG passed
these funds directly to providers ‘without additional conditions’.
1.2.3 Additional funding of £2,612,520 was invested in our two main acute trusts
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(tranche 2) as well as an additional £131,000 targeted resilience funding for
mental health services.
1.2.4 NHS England has developed a system for the tracking of operational resilience
monies for 2014/15. The CCG was required to identify a high level KPI for each
initiative, along with a monthly baseline and monthly target. The first
submission was made on the 1st October 2014, which included tranche 1
schemes only. A further submission was made on the 21st November 2014 to
include all schemes identified to be funded out of additional funding, including
tranche 2 and mental health monies. The CCG are required to submit data for
each KPI outlining actual activity and spend per scheme on the 15th of each
month.
1.3 Winter resilience for primary care
On the 14th of November 2014, NHS England outlined that funds had become
available for the purpose of ‘primary care operational resilience’. The funds
available were specifically for new approaches relating to primary care provision
and admission avoidance over the winter months.
North Tyneside submitted a proposal to stand up two pilot models over the winter
period which consisted of:
•
Model A (Locality GP Practice) - A locality based approach, utilising the
111 service with one practice from the locality opening on the 26th - 29th,
8am to 8pm, covering all patients within the locality, and;
•

Model B (A&E Satellite Primary Care Clinic) - A primary care clinic on
behalf of all GP Practices that consists of GP’s working alongside A&E for
the duration of 26th – 29th December, 8am – 8pm then rolled out at
weekends for the remainder of the winter months (8 weekends)
On the 10th December 2014 it was confirmed that the CCG had been allocated
funding of £185k for primary care operational resilience.
Due to the limited timescales, both Tyne Health (GP Federation) and Northern
Doctors were unable to give the CCG assurances that Model B could be safely
operationalised by the 26th December and therefore this was put on hold.
Assurances were however given that Tyne Health could operationalise Model A,
albeit only in three localities (North Shields, Wallsend and Whitley Bay) from 9am
to 5pm, with a total of 560 patient appointments being made available.
The results have been evaluated against the following:
• Activity/Uptake – From the 560 patient appointments available across the
three localities, 210 appointments were filled equating to a 37% uptake.
•

Operations – IT interoperability amongst locality practices worked well which
allowed the locality practice to view records from other North Tyneside
practices where permissions were given. What did not work as well was the
referral process with NHS 111 service. Practices were fielding a lot of calls
from the service for patients who were not either North Tyneside residents or
registered with a North Tyneside practice, with one locality passing back 67%
of calls as inappropriate. Although the process in place worked well, if such a
model was stood up in the future, the guidelines with regards to making sure
the referrals are appropriate would need to be looked at.
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•

Patient Experience - The patient experience was very positive with100% of
patients completing a GP Friends and Family survey recommending the
service.
1.4 Winter monitoring
The national winter monitoring period commenced on Monday 3 November
and reporting requirements will be reviewed at the end of February 2015.
Daily reports are provided by: 10 acute hospitals trusts across the North East
and Cumbria including community services if appropriate; the ambulance trust
and the GP out of hours services.
The reporting covers the previous 24 hours up to 8am that day. The daily
reports (except weekends) are supported by daily provider teleconferencing
facilitated by the North of England Commissioning Support Services (NECS).
The reporting supports whole system management as it alerts commissioners
and providers to operational issues and pressures. The following areas are
covered in the daily situation report (SitRep):
−
−
−
−
−
−
−
−
−
−
−

Trust NEEP (North East Escalation Plan) level;
A&E closures;
A&E sites;
A&E attendances;
A&E diverts;
A&E performance (95% standard);
Patients waiting over 4 hours;
4-12 hour waits;
Trolley waits over 12 hours;
Cancelled operations;
Bed availability, including escalation beds, occupancy and closed/affected by
D&V/Norovirus;
− Delayed transfers of care; and
− Ambulance handover delays within 30, 60 and 120 minutes.
2

Key points

2.1 Common themes reported from the period 4 November 2014 to 5 January 2015
are:
• A high level of acuity;
• Bed occupancy in the hospital trusts is significantly higher than the national
85% recommended average;
• There has been a significant increase in the number of outliers reported in the
last two weeks in December and the first week in January;
• The number of escalation beds reported increased in the last two weeks in
December and the first week in January.
2.2 The table below shows the number of times each NEEP level was reported by
each acute trust from 3 November to 5 January:

Page 3 of 5

NHS UNCLASSIFIED
North East Escalation Plan (NEEP) levels
Provider

No. of times each escalation
level was reached

%age Split

NEEP
1

NEEP
2

NEEP
3

NEEP
4

NEEP
1

NEEP
2

NEEP
3

NEEP
4

Northumbria FT

15

16

9

2

36%

38%

21%

5%

Newcastle Hospitals FT

5

30

6

1

12%

71%

14%

2%

Gateshead FT

7

20

14

1

17%

48%

33%

2%

South Tyneside FT

1

20

17

4

2%

48%

40%

10%

City Hospitals
Sunderland FT

4

27

10

4

10%

64%

24%

10%

County Durham and
Darlington FT

0

24

13

5

0%

57%

31%

12%

North Tees and
Hartlepool FT

5

8

19

10

12%

19%

45%

24%

South Tees Hospitals
FT

18

21

2

1

43%

50%

5%

2%

-

-

30

12

-

-

71%

29%

NEAS (REAP levels)

(Source: NECS, January 2015)
2.3 Pressure started to build from week commencing 15th December culminating in
all trusts being at NEEP 4 (severe pressure), week commencing 5 January
continuing into week of 12 January. Due to the numbers of poorly patients
needing to be admitted all trusts had opened escalation beds; numbers of
additional beds ranged from 20 escalation beds at South Tees Hospital FT to 75
at Newcastle upon Tyne Hospitals NHS FT on 5 January.
2.4 Once trusts escalated to NEEP 4, they were asked to start to look at cancelling
their elective programmes and deploying other actions in accordance with their
organisational escalation plans, e.g re-deploying corporate clinical staff into
clinical roles; bringing community staff into the hospitals.
2.5 North Tyneside’s Urgent Care Working group, along with other UCWGs/System
Resilience Groups (SRGs) in the region, held exceptional meetings via
teleconference week commencing 05 January to discuss and explore additional
actions that could be taken to ameliorate the situation.
2.6 Teleconferencing with providers and commissioners occurs twice a day, at
12.30pm and 4.30pm.
2.7 CCG Chief Officers of the Northern CCG Forum met with Foundation Trust Chief
Executives (or their representatives) on 15 January to discuss the current
situation and actions that have been taken to alleviate pressure and how we can
work better together as a system in the future to co-ordinate surge.
Page 4 of 5

NHS UNCLASSIFIED

3 Next Steps
•
•
•

To continue to monitor the system pressures through the daily reporting with
oversight of the Area Team of NHS England (NHSE) supported by NECS;
North Tyneside’s UCWG to review the pressures experienced at the February
meeting; and
To monitor the delivery of the initiatives through the UCWG including reporting to
the Area Team of NHSE.

4 Recommendations
This paper recommends that the Governing Body note the pressures being
experienced, the actions to support system resilience and the update in relation to
additional investment made.
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NHS North Tyneside CCG
New Models of Care
Background:
Pressures on the NHS are increasing with a deficit of 30billion pounds forecast over the
next 7years and a demographic shifting with a greater number of older patients with
increasingly complex medical, psychiatric and social problems. Primary Care, especially
General Practice, and a shift of services to the community is understood to be a way out of
this, in part. This is in the context of increasing pressure on GPs’ work load, low morale,
and retention.
NHS Chief Executive Simon Stevens’ “Five Year Forward View” summarises how new
models of care can be part of the solution, hand in hand with increasing funding. The
proposed North Tyneside model fits in well with this vision and offers a solution to these
conflicting issues.

Work so far:
NorthTynesideCCG took up the opportunity to work with Oliver Wyman on new models
that were proposed by NHSE early in 2014. This work was based upon international
models that have established quality and cost improvements. Our proposed plans were
accepted as one of 6 CCGs to be part of the NHSE Accelerate programme. This allows
us access to learning and networking with the other CCGs and NHSE.
Building this work for the region and localities through an iterative, ground up process is
vital. We have had several preliminary discussions with key players across the system
from health, social care, mental health and patient groups; presentations at the CCG
Council of Practices and the first project group meeting in October 2014. An impact group
has been set up including key players across the system. Further impact group meetings
are planned over the next few month and North Tyneside were represented at the national
Accelerate meeting in November 2014.
A project team has been established. The project has gone through a scoping process
and we are now at the point of establishing the blueprint of the model in more detail in
February 2015; this will be done through an accelerated learning event involving key
players over a two blocks of days. We have been very lucky to get substantial support
from NHS Improving Quality and they have agreed to support and facilitate this process.
This will need to be robust and have enough shared agreement that it can be implemented
in the new year after ratification through the Council of Practices.

Principles of the model:
• This is an innovative model; it builds upon work previously carried out eg the High Risk
Patient Programme where high risk frail patients were selected and managed via GP,
community, reablement and geriatric services.
• Care comes to patient in the community; hospital by exception.
• Based on 4 traditional localities in North Tyneside: North West; Wallsend; North
Shields; Whitley Bay.
• A group of frail elderly patients are identified using established tools. 40% of resources
are used by 4% of the population and these patients, or a subgroup of them, become the
responsibility of the Extensivist Team: a wrap around service including Health Coaches
and sign-posters, mental health, community nursing, social services, GPs with special
interest and Geriatricians.
• These patients will not leave the GP list. These patients however will not be directly
looked after by their GP or practice. Some GPs have expressed a view that they wish to
continue being involved with their patients and the Extensivist Team and this should be
facilitated. In saying that the Extensivist Team and NMC must be able to stand alone
and not rely on this input, otherwise an opportunity to reduce variation will be missed for
patients.
• The GPs income is not reduced but there will be a compact developed where the
practice will spend time developing their practices and related services. This should
include consideration of:
★ Developing locality urgent care services based on key times eg day and
evenings, just evenings or addressing the 7 day working agenda. Recent pilot
work around Christmas opening of practices shows this is possible, with
patients being seen in neighbouring surgeries and records being electronically
shared.
★ Developing Long Term Conditions management in the community. This
has been called Enhanced Primary Care in some models. It depends upon
building on existing LTC management in General Practice, Quality outcomes
Framework, care planning and rehabilitation work . There is an opportunity to
develop this further in a more integrated way, again using the benefits of
locality working across practices where appropriate and using resources and
skills from secondary services. This will also help keep patients healthier and
slow down their movement into frailty.
★ Developing work already done in North Tyneside practices introducing
Improvement Methodology and project work using this knowledge and skills. If
the NMC is to be useful to patients and practitioners it must continue to
develop and improve based upon observations and feedback at the ground
level. Examples of this continuous improvement include 1Microsystems in
Jönköping, Sweden and the Virginia Mason system, USA. Ways of facilitating
rapid improvement will not only hone the NMC in North Tyneside but also
keep it relevant and productive.
★ An opportunity to develop other projects, innovations and improvement work
should be encouraged wherever possible eg Shared Decision Making.

1

1The Qulturum uses the definition of clinical microsystems provided by Paul Batalden: “A clinical micro
system is a small group of people who work together on a regular basis to provide care to discrete
subpopulations of patients. It has clinical and business aims, linked processes, and a shared information
environment, and it produces performance outcomes.”

• Everyone should be working as far as possible to the limit of their license, with safe,
efficient skill mixing wherever possible.
• The NMC developments must not be seen or operate in isolation, in silos or be
introverted. It must integrate with the wider system and develop in that sense. Work
being carried out developing Integrated Elderly Care services dovetails with the NMC
and could be seen as the primary care wing of this work.

Priority developments:
• The aspiration is to set up at least two pilot sites as early as possible in 2015. The
blueprinting event is the vehicle to this.
• Developing the segment of patients in more detail that are to be looked after by the
Extensivist Team. Models established by Prof John Young and coding on EMIS and
SystemOne General Practice IT systems can be used to identify frail elderly patients.
There appear to be 3 subgroups within this:
★A middle frailty group which are elderly, have multiple LTCs, and are
amenable to medical, mental health and social care input but particularly will
benefit form higher skilled medical care included in the full Extensivist Team.
★A higher frailty group which may benefit more from social care, support from
Health Coaches and support workers; this group may include patients at the
end of their lives, palliative care patients or patients in the terminal stages of
LTCs. There is an argument for GPs being more involved with this group, and
less involvement from the whole Extensivist Team, especially the specialist
medical part; there is also a case for their being supported by the other parts
of the Extensivist team still, however. This demonstrates how the NMC team
would tailor their care to the patient’s needs.
★A lower frailty group which may segue with the LTC patient developments in
General Practice as described above.
• Establishing the workforce requirements to run the Extensivist Team, especially the
specialist Geriatrician and GPSIs that are needed.
• A three way modelling exercise is needed looking at: the finances available, especially
for pump priming; the availability of specialists and other key members; the numbers
in the segments that would be included in the model. In other words the patients
identified and involved with the Extensivist Team would need to reflect to money and
workforce/skills available, certainly in the pilot phase. Once proof of concept has been
established this three way model can be varied.
• Care is needed in bringing along the key members and organisations, and being mindful
especially of GPs whose relationships with patients may be felt to change from the
traditional one; balancing this against benefits to patients’ care and improving the
robustness and viability of General Practice, with all of its established benefits to the
NHS, going into the future as it is being painted, is an important aspect of the NMC.

Mary:
‣
‣
‣
‣
‣

elderly: 85
multiple LTCs: soboe/COPD/heart failure, DM, stroke, recurrent UTI, falls
MH: mild memory problems->delirium with exacerbations LTCs
social: lonely, daughter works full time and visits most weekends, husband/friends dead
mobility: limited to 30m outside when well; zimmer

current situation:
‣
‣
‣
‣
‣
‣

requests house calls with non-specific complaints of unwellness or increased sob every
1-2 weeks
community matron has tried to maximise meds and arrange support but compliance is
poor and still panics
has on average in a year: 11 out-patient appointments; 3 trips to A+E; 4 as in-patient
declined social care input at this point
GP often faced with being able to do nothing or admit
gets admitted for exec copd every 6 weeks or so especially OOH; discharged once
stable in a few days with rapid return to status quo

NMC:
the patient
‣ is in Extensivist team’s remit - time limited until stable
‣ calls are directed to team and not GP
‣ responds to increased sob/illness and intensifies treatment at home as per hospital
treatment or simply to offer reassurance and support -> review at home initially on a
frequent basis as needed
‣ continues to decline social care, but befriending engaged
‣ as exacerbation settles LTC review nurse or Health Coach visits/phones frequently
and picks up early deterioration; encourages compliance of meds; discussion on EoL
and realistic treatment options
‣ arranges attendance at locality social club
‣

A+E attendance, admissions and out patient appointments are vastly reduced; Mary
feels better supported and less anxious to be at home when will

the practice
‣ income remains steady
‣ compact agreed:
‣ reduced pressure especially on visits and time spend arranging ix and admissions/
discharge reviews and reconciliation; LTC reviews that are often out of context
rationalised and focussed
‣ starts looking at new ways of providing urgent care through the day [and at night as
gainshare of work diverted from A+E]
‣ collaboration with locality practices: to reduce workload, maximise on expertise,
consistent message/education and dependability on community services; improve and
retain local identity for health care workers and patients

‣

‣
‣
‣

time to re-organise LTC reviews for ‘non-frail’ segment of patients, with more frequent
checks where appropriate and meaningful treatment, care plans based on patients
identified ambitions and goals and rehabilitation; better availability with specialist
nurses and Drs and GPSIs; health coaches focus on motivation [Enhanced Primary
Care]
greater support and integration with wrap-around locality community nurses, MH
worker, addictions worker, Social Worker, practice pharmacists, community
pharmacists
time to use rapid improvement methodologies to improve and streamline pathways
for patients and staff
more efficient urgent care with better education and self-care; LTC patients more stable
and less likely to need urgent care or admissions; loss of anonymity for patients and
staff; improved team understanding; drive and ability to change pathways to see issues
rapidly settled and improve motivation to succeed and improve

James:
66
alcohol xs 60u a week lifelong; smokes 20 a day lifelong
mild COPD; poor compliance with meds and review; abnormal LFTs- DNA USS and OPA
MH: low mood and irritable; irrational at times
social: the Club where he gets most social interaction; family try and help but
disorganised and patient resistant; wife not listened to
• mobility: out and about but when ill becomes very dependent and housebound
•
•
•
•
•

current situation:
‣
‣
‣

numerous DNAs; poor medicines compliance; not seen for months
wife requests visit because chest infection and mild delirium
poor compliance with oral antibiotics and concerns over mental state have lead to
admissions previously

NMC:
the patient
‣ Extensivist takes over patient - during this spell of illness
‣ CXR and ix arranged in community
‣ IV antibiotics started at home
‣ MH support worker gives support and advice to wife and visits daily with contact
number if worried
‣ addictions team are offered to co-ordinate with medical treatment
‣ as patient improves repeat CXR and USS arranged with health coach/support
worker encouraging attendance
the practice
‣ time freed up during period with Extensivist
‣ detailed handover back to practice
‣ more persistent offers and intense LTC/addictions review for COPD and alcohol
‣ health coach employed to assist and divert to activities away from Club
‣ patient is managed at home and kept out of hospital but also gets support of chronic
problems and addictions and lead into better lifestyle and LTC treatment for the future
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 10.3

Title of report: Commissioning Intentions and National Planning
Guidance 2015/16
Sponsor: Phil Clow, Director of Commissioning
Author: Carol Nicholson, Head of Strategy and Provider Management
Purpose of the report and action required: Members are asked to note the
progress made in the refresh of the Operational Plan for 2015/16, and the content
and requirements of the national planning guidance for 2015/16.
Executive summary:

Background
Each year as part of the annual planning round, the CCG is required to develop a set
of intentions regarding the services it wishes to commission in the following year for
engagement and inclusion within provider contracts and the Plan for the following
year.
Last year, the CCG developed a five year Strategic Plan and a two year Operational
Plan covering 2014/15 and 2015/16. The national planning requirement for 2015/16
is essentially a refresh of year two of the Operational Plan. To this end the CCG is
working through a prioritisation process of commissioning intentions in order to
ensure strategic fit and delivery within the financial envelope and staffing capacity.
The final draft plan will be presented to the March Governing Body meeting.
Local CCG planning should take on board the national planning priorities and
requirements from NHS England. The national planning guidance was published on
23 December, which describes the national approach for 2015/16 towards fulfilling
the vision set out in the NHS Five Year Forward View, published in October.
The key headlines are as follows
• Better prevention of ill health
• Empowering patients
• Engaging diverse communities
• Development of new models of care
• Priorities for operational delivery – seven strategic ambitions, patient
safety, NHS Constitution standards, parity for mental health, transforming
care for people with learning disabilities
• Supporting enablers of information technology, workforce and innovation
• Driving efficiency
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 10.3

Title of report: Commissioning Intentions and National Planning
Guidance 2015/16
Sponsor: Phil Clow, Director of Commissioning
Author: Carol Nicholson, Head of Strategy and Provider Management
Purpose of the report and action required: Members are asked to note the
progress made in the refresh of the Operational Plan for 2015/16, and the content
and requirements of the national planning guidance for 2015/16.

Full report
1.

Background
Each year as part of the annual planning round, the CCG is required to develop
a set of intentions regarding the services it wishes to commission in the
following year for engagement and inclusion within provider contracts and the
Plan for the following year.
The CCG’s planning is undertaken in the context of the annual national
planning guidance, which was published on 23 December 2014.

2.

Work undertaken to date
Last year, the CCG developed a five year Strategic Plan and a two year
Operational Plan covering 2014/15 and 2015/16. The national planning
requirement for 2015/16 is essentially a refresh of year two of the Operational
Plan.
To this end, during October, meetings were held with CCG commissioning
leads to refresh the commissioning intentions for 2015/16. The draft set of
commissioning intentions was considered by the Clinical Executive at the end
of November, and a prioritisation exercise was requested to ensure the CCG is
addressing the right issues and delivery within our available capacity.
A prioritisation exercise was undertaken by the Council of Practices and
Commissioning Development Committee in December against three criteria:
strategic fit, contribution to financial recovery (impact and timescale) and
consequences of not proceeding. This was presented to the Clinical Executive
in January and will continue to be considered against the recently published
national planning guidance and the capacity required to progress each
initiative. The finally agreed planned list of commissioning initiatives for
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2015/16 will form the basis of the Operational Plan refresh to be presented to
the Governing Body in March.
There has been a great deal of public engagement on a range of services
during the last year, with a particular focus on the priorities of maternity
services, urgent care and services for older people. Also, at the end of 2014,
proposed commissioning intentions were presented to the Patient Forum,
Health and Wellbeing Board, Adult Social Care sub-committee of the Health
and Wellbeing Board and community and voluntary sector. Discussions with
providers have focused on delivery of the North Tyneside Strategic Plan,
including key themes of the Better Care Fund and the implications of the
Northumbria Specialist Emergency Care Hospital due to open in June 2015.

3.

National Planning Guidance, ‘The Forward View into Action
and Planning for 2015/16’ (NHS England)
Local CCG planning should take on board the national planning priorities and
requirements from NHS England. The above document was published on 23
December, which describes the national approach for 2015/16 towards fulfilling
the vision set out in the NHS Five Year Forward View, published in October.
CCG plans must be shared with NHS England as part of the assurance
process, which should explain progress on implementing the five year Strategic
Plan and steps being taken to address the issues in the Five Year Forward
View.
As stated in the Five Year Forward View there is a move towards “place based”
commissioning through:
•
•

CCGs influencing primary care and specialised commissioning
enhanced joint commissioning with local government, including integrated
personalised commissioning and the Better Care Fund.

There is a focus on new models of care to drive service transformation.
There are three new mental health delivery standards (IAPT, Early Intervention,
Liaison Psychiatry) and increased emphasis on Transforming Care to improve
services for people with learning disabilities.
A new “success regime” is to be developed in a small number of challenged
areas during 2015/16 to address current performance issues and create
conditions for future transformation. Guidance will be published in early 2015.
There will be increased emphasis nationally on bringing actual activity and
outcomes in line with plan figures.
The key headlines are as follows:
•

Better prevention of ill health – reduction of inequalities, helping people
stay in work, workplace health programmes, national evidence-based
diabetes programme
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•
•

•

•

•
•

4.

Empowering patients – digital health records, access to GP records,
personal health budgets for people with learning disabilities, integrated
personalised commissioning, choice of mental health and maternity services
Engaging diverse communities – involvement in planning services, support
for carers (Care Act), new roles for volunteers, reduction in complexity in
securing NHS funding for charities and voluntary organisations, NHS
organisations as progressive employers
Development of new models of care – small cohort of sites to progress:
 Multi-specialty community providers (MCPs)
 Integrated primary and acute care systems (PACS)
 Creating viable smaller hospitals
 Models of enhanced health provision in care homes.
Also – a new deal for primary care, urgent and emergency care, maternity,
cancer and surgery.
Priorities for operational delivery – seven strategic ambitions, National
Quality Board single quality framework across all providers, patient safety,
NHS Constitution standards, parity for mental health, transforming care for
people with learning disabilities
Supporting enablers of information technology, workforce and innovation
Driving efficiency – supported by £1.83bn identified in 2015/16 NHS
Mandate and a further £150m from NHSE, totalling £1.98bn. This includes
making winter pressures funding recurrent. £200m will be invested in new
care models and £250m in primary care. Access to a £400m drawdown will
require submission of a business case by 23 January 2015. The net tariff
decrease for providers is 1.9%.

Next steps
The prioritised list of commissioning initiatives for 2015/16 will form the basis of
the Operational Plan refresh to be presented to the Governing Body in March
2015. This Plan will also reflect the outcome of the contract negotiations with
providers for 2015/16 taking place between January and March. The national
planning timetable as applied to North Tyneside CCG is as follows:
NTCCG planning timetable
Timescales

Milestones

28 January

Submit initial plan data and supporting narrative to NHS England

27 February

Submission of full draft plan (with assurance template) to NHS England

11 March

Clinical Executive plan sign-off

11 March

Contracts with providers signed off

12 – 23 March

Contract arbitration, where appropriate (outcomes notified by 25 March)

19 March

Health & Wellbeing Board sign-up

24 March

Governing Body assurance
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5.

Timescales

Milestones

25 March

Council of Practices sign-off

10 April

Submission of full final plans to NHS England

From 10 April

Assurance and reconciliation of operational plans by NHS England

Recommendations
The Governing Body is asked to:
6.1 note the progress made in the refresh of the Operational Plan 2014/15 2015/16, to be presented to the March meeting;
6.2 note the content and requirements of the national planning guidance for
2015/16.

Appendices and further information
6.

Further information relevant to the report
•
•
•

NHS Five Year Forward View, published in October 2014 by NHS England
The Forward View into Action and Planning for 2015/16’, published on 23
December 2014 by NHS England
North Tyneside Strategic Plan

Governance and Compliance
7.

Links to corporate objectives
2014/15 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. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside
4. Lead and influence the development of health and social
care fit for the future
5. Deliver financial balance

Item links to
objectives √
√
√
√
√
√
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8.

Consultation and engagement
There has been a great deal of public engagement on a range of services
during the last year, with a particular focus on the priorities of maternity
services, urgent care and services for older people. Also, at the end of 2014,
proposed commissioning intentions were presented to the Patient Forum,
Health and Wellbeing Board, Overview and Scrutiny Committee and community
and voluntary sector.

9.

Resource implications
These are being quantified as part of the national planning submissions
required by NHS England.

10. Risks
A risk assessment will be undertaken as part of the planning process and
included in the submissions to NHS England.

11. Equality assessment
An impact assessment will be completed in due course.

12. Environment and sustainability assessment
No implications identified to date.

Report author:
Report date:

Carol Nicholson, Head of Strategy and Provider Management
15 January 2015
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 10.4

Title of report Better Care Fund: update
Sponsor: Phil Clow, Director of Commissioning Development
Purpose of the report and action required:
The purpose of the report is to update the Governing Body about the progress with
the Better Care Fund.
Executive summary:
• In the June 2013 Spending Round, the Government announced a national £3.8
billion pooled budget for health and social care services, the Integration
Transformation Fund, now known as the Better Care Fund (BCF). The total value
of the Better Care Fund in North Tyneside, for 2015/16 is £16.597m. The BCF is
intended to provide the opportunity to transform local services so that people are
provided with better integrated care and support.
•

An update was brought to the Governing Body meeting in December 2014, to
advise that we needed to make a further submission of our plan. The Governing
Body requested an update on progress at the next meeting.

•

Our BCF plan was re-submitted on 12th December for re-assessment by the
national team. We have been advised to expect a response to this assessment
during January 2015. The resubmission addressed the following issues that had
been identified in our plan:
o Proposed reduction in non-elective admissions does not achieve the expected
3.5% reduction;
o Full sign off of plans and emergency admissions targets by both acute
providers;
o financial risks are not fully identified, have inadequate contingencies and lack
ownership
o The plan does not describe a clear overarching vision for the future of health
and social care in the local area
o Unrealistic savings
o Full budgets are not identified to meet the cost of carers

•

Meanwhile, North Tyneside CCG and North Tyneside Council are
working together to develop our plans for managing the pooled BCF
budget from 1st April 2015. Our plans are set out in a Section 75
agreement (legal agreement between NHS and Council), which is being
considered by the Clinical Executive this month, and will be brought to the
Governing Body in March 2015.
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 10.5

Title of report: Co-commissioning of Primary Care services
Sponsor & Author: Phil Clow, Director of Commissioning Development
Purpose of the report and action required: This report is to inform the Governing
Body of the outcome of consultation with practices, and the decision taken by the
Clinical Executive to jointly commission primary care with NHS England.
Executive summary:
CCGs have been offered the opportunity to become involved in commissioning
primary care. There are three available options for CCG involvement:
1. Greater CCG involvement in influencing commissioning decisions made by
NHS England Area Teams
2. Joint commissioning arrangements, whereby CCGs and Area Teams make
decisions together, potentially supported by pooled funding arrangements
3. Delegated commissioning arrangements, whereby CCGs carry out defined
functions on behalf of NHS England and Area Teams, who hold CCGs to
account for how effectively they carry out these functions.
At the Council of Practice meetings in December 2014, the CCG recommended
option 2, to enter into joint commissioning arrangements with NHS England, with a
view to progressing to option 3 during 2015/16.
The main benefit of option 2 is that North Tyneside CCG and NHS England can work
together to combine the CCG’s local insight into the health needs of our population
with the present knowledge and resources held by NHS England to commission
primary care.
Taking a greater role in primary care commissioning, as a joint commissioner, will
help to enable the development of new models of care which the CCG has been
leading on throughout 2014, working with our partners in the local authority, primary
care, NHS providers, the voluntary sector and NHS England. In addition, the CCG
has well developed links with all 29 North Tyneside practices.
Consultation with practices
There was lengthy discussion at the Council of Practices, with input from the LMC
secretary when there was general agreement to select option 2. Members were
asked to consult with Partners, and if they had any additional comments, to send
these to the Chair by 5 January 2015. Five responses were received, three in favour
of option 2, and one each for option 1 and option 3.
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Working with other CCGs
As a joint commissioner with NHS England, North Tyneside CCG will need to form a
decision making committee with NHS England, which will meet in public. NHS
England have a small team, and will need to work in this way with all CCGs that opt
for joint commissioning arrangements.
To manage this situation, there is ongoing discussion across north east CCGs to
determine the design of the committees, with the possibility that multiple CCGs and
NHS England form a primary care co-commissioning decision making committee, to
discuss and make decisions on primary care business for those CCGs; this could be,
for example, a footprint consisting of North Tyneside, Northumberland and the
Alliance.
How a decision making Committee may operate
The membership requirements for the Joint Committee are set out in guidance
issued in December 2014. The majority of members must be lay and executive (not
GPs). There is clear direction on effective management of conflicts of interest to
ensure GPs can participate fully in the discussions but not compromise themselves
or the organisations. A representative of Healthwatch and the Health and Wellbeing
Board should be invited to attend the meetings, which will be held in public.
Next steps
Each CCG has to make an application to NHS England by 30 January 2015 setting
out its aspiration to jointly commission primary care services and indicating the
governance arrangements to be put in place. The arrangements, once approved, will
come into force with effect from 1 April 2015.
The North Tyneside CCG Clinical Executive will work with NHS England and partner
CCGs to determine the design of the decision making committee.
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Report to: Governing Body
Date: 27 January 2015

Agenda item: 12.1

Title of report: Terms of Office for CCG Clinical Chair and CCG Lay
member for Patient and Public Involvement
Sponsor and Author: Pauline Fox, Head of Governance
Purpose of the report and action required:
This report is to note the reappointment of Dr John Matthews as Clinical Chair of the
CCG for a further 2 year term and the reappointment of Eleanor Hayward as the CCG
Lay Member for Public and Patient Involvement for a further 2 year term.
Executive summary:
The responsibility to approve the appointment of Governing Body members is reserved
to the Council of Practices, with approval of the process to be followed delegated to the
Remuneration Committee.
The CCG Clinical Chair was appointed for ‘an initial two year period’ from 1 April 2013
to 31 March 2015. As this initial term was nearing its end, this matter was discussed at
the Remuneration Committee in September 2014. The process for the appointment of
the Clinical Chair as set out in the CCG constitution was implemented, led by the
Deputy Lay Chair of the CCG, supported by a nominated GP member of the Council of
Practices, the Secretary of the Local Medical Committee and the CCG Head of
Governance. In a letter to all GPs dated 17 November 2014, expressions of interest in
standing for the office of CCG Clinical Chair were invited by 1 December 2014. The only
expression of interest received was from Dr Matthews. This was duly reported and the
meeting of Council of Practices on 17 December 2014 formally confirmed that Dr
Matthews should continue as Clinical Chair of the CCG for a further two year period,
from 1 April 2015 to 31 March 2017.
Eleanor Hayward was appointed as the CCG Lay Member for Patient and Public
Involvement for a two year term from April 2013 to March 2015. Following discussion at
the remuneration committee on 12 September 2014, it was recommended to the
Council of Practice that Mrs Hayward be re-appointed. At its meeting on 17 December
2014, the Council of Practices formally approved that Mrs Hayward be reappointed as
the CCG Lay Member for PPI a further two year term for the period, from 1 April 2015 to
31 March 2017.
Recommendation
Members are asked to:
• Note the reappointment of Dr John Matthews as Clinical Chair of the CCG for a
further 2 year term
• Note the reappointment of Eleanor Hayward as the CCG Lay Member for Public and
Patient Involvement for a further 2 year term
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NHS UNCLASSIFIED

Report to: Governing Body
Date: 27 January 2015

Agenda item: 12.2

Title of report: CCG Risk Assurance Framework
Sponsor: Pauline Fox, Head of Governance
Author: Shelagh Cockburn, Quality and Risk Officer
Purpose of the report and action required: This report is to inform of progress
and invite comment on the risks identified within the Risk Assurance Framework, the
risk rating and controls and assurance provided.
Executive summary: Effective risk management is integral to the work of the CCG
in delivering against its corporate objectives and in its stewardship of public funds.
The CCGs Assurance Framework was last reviewed by the Governing Body in
September 2014.
The following changes have been made since the Governing Body reviewed the Risk
Register. 3 risks have increased in their residual risk rating and 2 risks have
decreased in their residual risk rating. These were:
•
•
•
•
•

Risk 188 regarding Healthcare Associated Infections has increased from 12 to
16 due to an increase in the number of the occurrences of C.Diff in the
community.
Risk 109 regarding contracted activity exceeding planned levels has
increased from 12 to 16 due to recent performance.
Risk 534 – Risk regarding system resilience initial risk rating has increased
from 15 to 20; the residual risk has increased from 10 to 15 to reflect the
current pressures on the system.
Risk 75 regarding the CCG’s ability to demonstrate compliance against the
NHS Constitution has reduced from 8 to 4 due to the CCGs recent
performance.
Risk 207 regarding the CCG’s responsiveness and transparency to the
membership has reduced from 6 to 3 due to the development of an open
culture between the CCG and its member practices.

There were no risks closed and two new risks added to the Assurance Framework:
New Risks:
•
•

Risk 536 – Risk associated with the introduction of New Models of Care,
where it is identified that the risk of not implementing these models will
increase pressure on the system resilience.
Risk 537 – Risk regarding ambulance delays, handover breaches and
workforce issues.

The attached report identifies whether remaining risk rating have remained static or
have increased or decreased since the last update.
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North Tyneside CCG Risk Assurance Framework as at 09 January 2015
s
io
ct
A

in
a
ur

ns

ss
A

e
nc

e
nc

s
ol
tr
on
C

a
ur

in

l

n
tio

ai
et
D

ip
cr

te
da
w
ie
ev
R
re
co
ls
ua
d
id
es hoo
R
li
ce
ke
Li uen
q
se
on
C

ap
G

s

ss
A

ap
G

es
D

s
ol
tr
on
C

k

e
or
sc
al
iti
d
In
oo
lih
ke
ce
Li
en
qu
se
on
C

is
R

le
ib
ns
po r
es cto
R
ir e
D
.
ef d
R
k
re
is nte
R
e
e
at
D

Corporate Objective 1: Commission high quality care for patients, that is safe, value for money and in line with the NHS Constitution

21/05/2013

20/05/2013

198

189

Lesley
YoungMurphy

Lesley
YoungMurphy

Safeguarding Adults.
Risk to
patients/public if
Adult Safeguarding
systems fail.
Damage to CCGs
reputation if report
produced due to a
safeguarding adult
incident attracts
adverse media
attention.
4

Quality of care with
Independent NHS
providers.
Quality of care within
Independent NHS
nursing homes has
been and continues
to be the subject of
significant concern
receiving substantial
political and media
attention.

5

5

4

• Working in partnership with LA
regarding the monitoring of quality.
Using joint LA and Health standards.
• Expertise of designated health
professional
• Member of Adult Safeguarding Board
• CCG is compliant with all Adult
Safeguarding Policies
• CCG has access to CQC Adult
Safeguarding Alerts
• Quarterly information meetings with
CQC and LA
20 • JD for GP Safeguarding Lead
agreed.
• MOU in place covering
Northumberland, Gateshead and
Newcastle Alliance to cover all CCGs
with NTCCG being employer.
• Communication streams in place with
FTs
• Monthly meetings in place with
NHCFT

• Monthly report to Quality
and Safety Committee.
• Monthly report to
Governing Body
• Adult Safeguarding Board
• Internal Audit review
result significant assurance
with no issues of note.

• Working in partnership with Local
Authority regarding monitoring of
Quality
• Routine Annual monitoring
commenced for 2014/15
• Agreed process in place with NECS
responding to Care Home
Safeguarding issues
• Gap analysis complete re training
20 and guidance and reported to Quality
and Safety Committee and Governing
Body
• HCAI Care Homes report completed
and presented at Quality and Safety
Committee and Governing Body

• Quality and Safety
Committee receives
monthly updates on
progress.
• Annual monitoring report
including findings and
recommendations to go
Quality and Safety
Committee.
• Community of practice set
up with Nursing Homes to
respond to improvements
together as a whole
system.

Page 1 of 15

• Lack of
monitoring
visits and
subsequent
assurance re
Domiciliary
Care.

• Work on-going to
strengthen partnership
working with LA
• Joint Contract for
Domiciliary Care in
development

• Implementation of
recommendations from
annual monitoring visits
in partnership with Local
Authority and Care
Homes short term
recommendations
complete - long term
ongoing
• Hydra App in
development to help
Care Homes monitor
patient hydration levels.

4

4

16

08/01/2015

5

3

15

08/02/2015
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• Monthly report to Quality
and Safety Committee.
• Reports to Governing
Body
• Safeguarding part of
Annual Audit Plan for
2013/14
• Significant Assurance
received as result of review
by Internal Audit.
• dashboard developed for
ongoing monitoring of
Safeguarding training in
Primary Care.
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• Service
Specifications and
Job Description for
Designated
Profession have not
yet been agreed.
• New LAC guidance
requires review

in

• Membership of Local Safeguarding
Children's Board sub- group
• Expertise of designated professional
• MALAP
• CCG is compliant with all
Safeguarding policies
• Area Team attends Local
Safeguarding Children's Board Sub
Group
• Recruited to Designated
Safeguarding Children Nurse post,
15 replacement for retirement of current
postholder.
• Notification system for Out of
Borough Looked After Children in
place.
• Safeguarding Children Policy
reviewed and approved by Governing
Body.

• Reports to Quality and
Safety Committee.
• Infection Control standing
agenda item at Quality
Review Groups.
• Quality Review Meetings
• Performance Reports to
Governing Body
• CCG CCG HCAI action
plan to Governing Body
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• Community action
plan requires refresh
due to increase in
instances of C.Diff

e
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• Gateshead CCG and CCGs North of
the Tyne Infection Prevention and
Control meetings taking place
• All four FTs have Infection Protection
and Prevention Control meetings
• Monthly provider contract
performance review meetings
• Action Plans devised by FTs have
been received and reviewed
• NECS producing weekly update
reports
• CCG meeting with Providers monthly
Infection Control standing item on
16 agenda
• Draft action plan to go to local HCAI
meetings
• Standard agenda item for Quality
Review Groups
• CCG HCAI action plan in place,
approved by Quality and Safety
Committee
• Community action plan in place 13/14
• Head of Quality and Patient Safety
reviews all RCA re Community
acquired HCAIs
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Lesley
YoungMurphy

4

Safeguarding
Children and Looked
after children.
Risk to patients and
public if Children's
Safeguarding
systems fail.
Damage to CCG
reputation if CCG
receives adverse
media attention if
Serious Case
Review highlights
failings in
commissioned
services.
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HCAI - MRSA and
C.Diff
Patients contract an
avoidable infection
which could prove
fatal.

• Refresh of HCAI
Community Action Plan
required.

4

4

16

08/02/2015

5

3

15

08/02/2015

• Service Specifications
and Job Description for
Designated Professional
to be agreed in Provider
organisation.
• Meeting arranged to
review new guidance
with LAC professionals.
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• Monitored by Clinical
Executive.
• Review by Internal Audit
resulted in significant
assurance with 2 issues of
note
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• Service not as high
quality as expected
• Clarity of roles and
responsibilities re
NECS

in

• Service Level Agreements including
KPIs
• Service Level Management Meetings
• CCG staff feedback
• CCG able to commission from open
market
• Capacity review complete and being
implemented
16
• Service Line review in progress with
NECS following which new Service
Specs will be developed by an
Independent Business Consultant
• CCG Performance Manager in post

• Reports to Governing
Body, Quality and Safety
Committee, 14 day review
and Clinical Executive.
• Deep dive reports to
Council of Practices.
• Quarterly Area Team
Assessment
• Reviewed monthly
• Reports regarding IAPT,
Dementia, Prescribing medication incidents,
HCAIs checks go to Quality
and Safety, Clinical
Executive and Governing
Body
• Data available for local
QP by end Q2
• Internal Audit review
(13/14) report significant
assurance with no items of
note.
• 2013/14 payment
received.
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4

4

• Increase in nonelective activity
impacting on parts of
Quality Premium.
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• Monthly performance reporting with
financial impact
• Clinical and Commissioning Manager
Leads identified
• Action Plans in place
• Practice Activity Scheme, progress
report to Council of Practices
• Practice Activity Scheme being
implemented across all 4 localities
• Primary Care Development Officer in
post
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Capacity and
capability of NECS.
CCG not having
sufficient, high
quality,
commissioning
support purchased
Alison from the North East
191
Thompson Commissioning
Support unit

in

20/05/2013

209 Phil Clow
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Delivery of Quality
Premium.
Key Areas of
performance
assessed by NHSE
Area Team and
potential loss of £1m
funding to support Practice Activity
Scheme which will
be received in
2015/16.

• Continue to monitor
• Ongoing negotiation
with provider re coding of
ambulatory care

• Service is
improving but
time still
required until
support at the
right level
• Review by
Internal Audit
resulted in
significant
assurance with
2 issues of
note

• Continue to monitor
and work with CSU to
achieve right level of
service
• CCG has reviewed
service lines and KPIs
which have been sent to
NECS for final
agreement.
• SLA with NECS to be
agreed w/c 09/01/2015
for 18 months

4

3

12

30/01/2015

4

3

12

08/02/2015
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• Serious Incident Panel.
• Quality and Safety
Committee.
• Standing agenda item on
Quality Review Groups and
Quality Surveillance Group
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• NEAS Quality
Surveillance Group handed
assurance monitoring to
QRG.
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• Ongoing monitoring with provider via
QRG and contract and performance
meetings.
• Action plan in place re CQC
inspection.
• Head of Quality and Patient Safety in
16 regular dialogue with NEAS Director of
Clinical Care and Patient Safety

12
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• CQC inspection
• Audit completed of
Primary Care MARAC
records.
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• Section 11 self assessments
• Action plan required
• LSCB in place
re Section 11 self
• Assurance meetings with providers
assessments
• Dashboard to show levels of
supervision and training across FTs
• Dashboard in place to demonstrate
16 training levels in Primary Care.
• Learning from previous incidents
• Action plan in place re MARAC Audit

• Serious Incident Panel
• SLA with NECS to provide
information
• Monthly Performance Management
meetings with NECS
4
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Lesley
YoungMurphy

4

Serious Incident
Management.
CCG required to
ensure Serious
Incident process is
compliant with NHS
Commissioning
Board Serious
Incident Framework.
Increase in SI if
trends are not
highlighted to
Providers.
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4

Concerns relating to
ambulance delays,
handover breaches
and workforce
issues
08/01/2015
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04/04/2014 532

Lesley
YoungMurphy

Domestic Homicide.
Risk to the
reputation of the
CCG if a review
identifies shortfalls in
the system which
result in a domestic
homicide.

• Action plan to be
developed re Section 11
self assessments

4

3

12

08/02/2015

4

3

12

08/02/2015

4

2

8

08/02/2015

2014

• Continue to review and
develop Serious Incident
Panels and Quality
Review Groups

NEW
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• CCG Constitution reflects NHS
Constitution
• Monthly Provider performance
management meetings
• Monthly performance reporting
• Lead Commissioning Manager
12
identified
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• Audit of appeals
undertaken.
• CCG participates in
region-wide arrangements,
benefitting from peer
review and region-wide
protocols.
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4

9

• Policy in place
• List of acceptable funding requests
• Medical Director works with CFO
regarding any expensive non-standard
requests
• Review of process by NECS
• Policy revised and agreed
• Breakdown of IFR spend
• GP Lead in Northumberland has
reviewed Value Based Commissioning
and redrafted policy. NT CCG Clinical
Executive approved policy October
2013.
• Included in monthly finance reports to
Governing Body, Clinical Executive
and Council of Practices
• CCG piloting new policy from July
2014.
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NHS Constitution.
Failure to clearly
demonstrate
compliance and
satisfy rights and
pledges
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Alison
Thompson

3

s
ol
tr
on
C

75

Alison
Thompson
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Individual Funding
Requests.
IFR decision going
to judicial review and
the claimant being
successful

• Northumberland CCG
and North Tyneside
CCG to trial stage 1 of
IFR process from the
middle of July.
• North Tyneside CCG
and Northumberland
CCG to agree phase 2
for 01/04/2015 with
Foundation Trusts

• CCG Authorisation
• Monthly reports to
Governing Body.
• Monthly reports to
Contract, Finance and
Performance meetings.
• Review by Internal Audit
resulted in significant
assurance

3

2

6

4

1

4

3

3

9

30/01/2015

30/01/2015

Corporate Objective 2: Develop and grow North Tyneside CCG as a patient focused, clinically led commissioning organisation.
Procurement
targets. Non
achievement of
procurement targets
07/06/2013

285 Phil Clow

3

4

• Project group established
• Project Plans with timescales devised
• Procurement Groups established
• Team identified lessons learned and
incorporated into models for further
12 procurement projects.

• Reports to Clinical
Executive.
• Council of Practices
engaged in process
ensuring Clinical
Leadership.
• Procurement Group
• Reports to Governing
Body

Page 5 of 15

• MSK next procurement
(6 months)

08/02/2015
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• NECS to develop and disseminate IG
Toolkit for completion
• SLA in place with NECS for IG
Services
• IG Policies approved
• SIRO and Caldecott Guardian
appointed
• KPIs in place for IG function in NECS
• CCG staff completing IG Training
Programme 2014/15
• CCG and NECs meeting monthly to
monitor progress of 14/15 submission
• Information Asset Register reviewed
for 2014/15 submission

• Regular updates provided
to the Quality and Safety
Committee.
• SIRO and Caldecott
Guardian trained
• Formal report went to
Quality and Safety
Committee April 2014
confirming Level 2 IG
Toolkit achieved

Corporate Objective 3: Work collaboratively with partners and stakeholders to be responsive to the population of North Tyneside
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ss
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• Committee attendance
monitoring.
• Personal Performance
Reviews.
• OD strategy and plans
supporting the
development of the Council
of Practices and key
Committees.
• Action Plan from Council
of Practices survey agreed
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• Council of Practices
• Practice Activity Schemes
• Clinical Chair (GP)
• Medical Director (GP)
• 3 Clinical Directors (GPs)
• Practice Managers are members of
Quality and Safety Committee and the
Clinical Executive
• Development programme for Council
of Practices
• Clinical Lead role fulfilled by GPs
• Monthly newsletter to all practices
highlighting commissioning issues
• GP member of the Audit Committee
• Clinical Chair and Chief Officer joint
practice visits
• GP Member identified for Quality and
Safety Committee
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Information
Governance Toolkit.
Failure to safeguard
clinical data leading
to data protection
breaches and
monetary fines.
Specifically failure to
achieve IG toolkit
compliance targets.
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Maurya
Cushlow
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21/05/2013

Engagement with
membership.
Risk to the delivery
of the CCG
objectives if
membership are not
engaged, supported
and developed to
facilitate an
integrated approach
to working.

• Further develop
confidence in
membership
• Internal Audit of Clinical
Engagement is
underway, report due
January 2015

3

2

6

30/01/2015

3

1

3

30/01/2015

• 2014/15 staff IG
training underway
• NECS to provide
progress report to
Quality and Safety
Committee Jan 2015
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• Investment in additional services to
create capacity and ensure patient flow
over winter
• Winter plans in place
• System to monitor capacity and
pressure in place.
• Monthly tracker to monitor spend and
impact
• System Resilience Group meets
20
monthly to manage system.
Membership includes of all relevant
Commissioners and Providers
• Daily teleconference between
Commissioners, Acute Providers and
NEAS to manage pressures.

• Pace of
change
required does
not fit with
local readiness
• CCG does
not
commission
Primary Care
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• Will require
• Lead identified from each
involvement from all member practice
member practices.
• Contractual levers
unavailable

• Assistance in
development of New
Models to be provided by
external agency and
NHS England
• Development of clinical
blueprint to be complete
by Jan 15 facilitated by
NHS IQ.
• 2 stand up pilot sites to
be arranged from April
2015.

• Urgent Care Working
Group/System Resilience
Group in place to monitor
capacity and direct
investment as required.
• Clinical Executive and
Audit Committee reviews
plans as necessary
• Winter plans have been
tested

• Partnership working to develop
• Need to develop a
integrated Health and Social Care with culture of Health and
the Local Authority
Social Care
• Section 256 agreements in place
• Quarterly monitoring of benefits
received from transfer of funds to
Social Care
4
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5

• National Support through NHS
Pathfinder fast follower status
• Support from Local Foundation
Trusts
• Assessment completer re current
position
• Some GP Practice involvement
• Council of Practices cited and
20 involved.
• Support from LA, Healthwatch and
LMC.
• Primary Care Development Manager
in place.
• Project Oversight Board has been
developed for all key stakeholders.

Growth in demand
for HealthCare as a
result of Social Care
budget reductions

04/03/2014 531 Phil Clow
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System Resilience.
Risk regarding
Health and Social
Care system not
having capacity to
meet demand
particularly over the
winter period
13/08/2014 534 Phil Clow
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12/09/2014 536

New Models of
Care.
Failure to introduce
New Models of Care
will increase
pressure on the
system, increasing
attendances to A&E
and Primary Care
resulting in pressure
on resilience
systems and CCG
finance.

16

Page 7 of 15

• Reports to Clinical
Executive and Governing
Body.
• Review by Internal Audit
resulted in significant
assurance

• Work to continue
• Implementation of BCF
• Implementation of
pooled budgets
• Further Joint
commissioning
frameworks required
• Development of
Integrated personal
commissioning for
people with long term
conditions

4

4

16

08/02/2015

5
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15

08/02/2015

4

3

12

08/02/2015
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• Review Policy for
Governance
Arrangements re
Partnership
Agreements

in

3

12

• CCG reviewed the 256 agreements
• Review of partnership arrangements
is complete
• Discussed with Local Authority
• 256 agreements agreed
• Quarterly monitoring meeting with LA
regarding 256 agreements
12 • Register of S75 and S256
agreements in place.
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• Development of commissioning
action plans/performance reports.
• Lead Commissioning Manager and
Clinical Director in place.
• Monthly Performance Reviews with
the NHS England Area Team.
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Effective
governance
arrangements with
Local Authority.
CCG needs to
demonstrate
effective governance
206 Phil Clow
arrangements with
formal agreements
with Local
Authorities S75
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Failure to improve
Health Outcomes measure of the CCG
dataset as assessed
by the NHSE Area
Team

• Reviewed at Quality and
Safety Committee, Health
and Wellbeing Board,
Council of Practices and
Governing Body.
• Quarterly formal reviews
with Area Team
• Review by Internal Audit
resulted in significant
assurance.
• Positive feedback from
the Area Team regarding
performance during year 1.
• Monthly performance
reports to Clinical
Executive re all amber
outcomes.

• Presentation of
outcomes from deep
dive into all amber
metrics at Clinical Exec
January 2015
• Development Session
for Governing Body re
Health Outcome
Measures is to take
place February 2015

• Internal Audit review
resulted in significant
assurance
• Reports to go to Clinical
Executive.

• Section 75 agreement
being refreshed in
advance of the BCF
going live in 2015/16
• Series of meetings
planned with the LA to
agree governance
arrangements and ways
of working for BCF and
pooled budgets in
2015/16
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8

30/01/2015

4

2

8

08/02/2015
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• Reports of issues raised
and actions taken to go to
Quality and Safety
Committee.
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• Engagement of
practices to complete
form until GP Team
Net in place
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• Governing Body
• Overview and Scrutiny
Committee
• Health and Wellbeing
Boards
• Quality Review Group
• Quality and Safety
Committee.
• Review by Internal Audit
resulted in significant
assurance with 1 issue of
note
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• nhs.net email address set up to
receive information
• Form developed to capture
information
• Spread sheet developed for collation
of information
• Website contact us form
• GP TeamNet with NUTH, NHCFT
• Agreed process with Local Authority
to share soft intelligence
• Information received via
whistleblowing
• Regular information sharing meetings
with CQC
• Practice Nurse Forum established
• SIRMS has been rolled out across
member practices for Incident
Reporting - system also collates soft
i t lli
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• Joint Strategic Needs Analysis
• Commissioning Plans
• Health and Wellbeing Boards
• CCG to ensure presence in
discussions with all main providers
during Commissioning process
• Quality Review Groups, joint with
other CCGs
• Good relationships with other CCGs
• Agreed Governance arrangements
for contract management
• CCG Forum
12 • CCG Commissioning Intentions
• Where not Lead Commissioner
working with Lead to obtain
commissioning intentions
• Public Engagement ongoing through
the Integration Board as well as
specific areas e.g. Maternity, Older
People
• Patient Forum is a formal subcommittee of the CCG Governing
Body

Soft Intelligence.
Failure to capture
and use soft
intelligence

Lesley
YoungMurphy
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CCG fails to meet
the needs of local
populations.

• Commissioning Plans
being shared with
partners and the public

3

2

6

08/02/2015

3

2

6

08/02/2015

• Ongoing refinement
work with GPTeamNet re
sharing soft intelligence
with Primary Care
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• Possible mismatch
when National Policy
differs from local
needs/requirements
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4

• Council of practices
• Practice Activity Schemes
• Clinical Chair
• Engagement strategy in place
• Medical Director
• 3 Clinical Directors
• Practice Managers member of
Quality and Safety Committee and
Clinical Executive
12 • Development programme for Council
of Practices
• Clinical Lead role fulfilled by GPs
• Monthly newsletter to all practices
highlighting commissioning issues
• Annual Report published and
presented to Council of Practices
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Responsive and
transparent to the
membership.
The CCG not being
responsive and
transparent to the
membership

• Committee attendance
monitoring.
• Continuous development
of an open culture.

3

1

3

30/01/2015

4

3

12

08/02/2015

3

3

9

08/02/2015

Corporate Objective 4: Lead and influence the development of health and social care fit for the future

21/05/2013

07/05/2013

Emergency Care
Centre and base site
development. Risk
Emergency Care
Centre affecting
existing pathways of
202 Phil Clow
care and
commissioning costs
increasing.

Further
understanding
required regarding
the personalisation
approach and the
potential impact on
strategic
commissioning.
137 Phil Clow Requirement to build
on the Lead
Commissioning
arrangement with
Local Authorities
and utilise through
understanding of
personalisation and
personal budgets

4

3

5

4

• CCG meeting with Northumbria
Healthcare NHD FT to influence
changes in pathways
• Contract monitoring
• Urgent Care Board
• Acute paediatric group to establish
20
commissioning plan
• Monthly meetings with NHCFT and
NCCG re the Communications Plan for
the new hospital.

• Conflicting priorities
between CCG and
FT.
• Action Plan to be
developed

• Discussions on how to take this work
forward have commenced
• CCG has commissioned NECS to
carry out the process
• CCG working with the Local Authority
re Children and older people
• Plans are being developed
• CCG working with other CCGs
12 • Processes in place for Continuing
Care Children and CHC
• Commissioning Development Group
received update on Personal Health
Budget Guidance

• Plans to be reviewed by
Clinical Executive.
• Quality Review Groups
challenge quality variance.

• Work plans go to Clinical • Work in
Executive.
progress
• Requirement Personal
Health Budget referenced
in provider contract.
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• Continue to meet with
the Northumbria
Healthcare NHS FT to
influence pathway and
ensure changes are in
line with CCG
Commissioning Plan

• Continue to develop
and implement plans for
Long Term Conditions
and Mental Health
• Disaggregation of
budget lines with
Providers to allow
personal budgets
• Work with LA in relation
to Older People
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• Planning process
• Internal Audit
overseen by Council of
identified an
Practices and Health and issue of note
Wellbeing Board.
• Regular updates to
Governing Body
• Significant assurance
received from Internal Audit

12

• NHS Constitution in place
• Clear governance structures
• Clear Conflict of Interest
management arrangements
• Suitably qualified Head of
Governance in place
• Robust contracting and procurement
process in place.
12
• Access to legal advice
• Robust consultation and engagement
processes

• Formal decision making
re contracting, procurement
and disputes are referred
to Governing Body or
formal committee on its
behalf
• Conflict of Interest and
Governance review by
Internal Audit 2013/14
resulted in Significant
Assurance
• CCG Annual Report and
Annual Governance
Statement

Corporate Objective 5: Deliver financial balance
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• Planning process developed and
shared with stakeholders
• Stakeholder engagement plan
• Strategic plan on a page complete
• Public Engagement ongoing
• Feedback report received
• Engagement with the Local Authority
and providers through Health and
Wellbeing Board and External
Stakeholder meetings
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19/08/2014 535

Legal Challenge
Reputational and
Financial Risk of
CCG being subject
to legal challenge
about its activities
and/or decision
Maurya making particularly
Cushlow in light of the CCG
taking a greater role
in the
commissioning of
Primary Care.
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Failure to engage all
stakeholders in
development of
commissioning
plans resulting in
misalignment of plan
across the health
economy.

• Communications Plan
in development re 5 year
strategic plan with
stakeholders and public.
• Need to establish
regular communication
channels between CCG
and Voluntary Sector
• Engagement with
member practices re
prioritisation of
commissioning
intentions.
• Completion of
prioritisation process by
CCG.
• Work with Local
Authority to align
commissioning plans

• Review of CCG
Constitution regarding
formal operation of CCG
committees. To be
completed by Jan 2015
• CCG Constitution
requires amending to
reflect Primary Care
Commissioning and
revised Conflicts of
Interest guidance, End of
January 2015
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9

3

3

9

08/02/2015

30/01/2015
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• Exception reports
reviewed by Clinical
Executive, Audit
Committee and Governing
Body
• Monthly reports from
Restitution team to
Contract Finance and
Performance Committee

• Outcome of
Internal Audit
review
• Detailed
breakdown of
spend in
relation to
Domiciliary
Care.
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• Difference between
worst case prediction
locally and formula
used for DH
prediction
• Change in
accounting treatment
will lead to funding
pressures in 2014/15
(£1.1 million)
• Nurse Assessor
vacancy recruited not
yet in post.

in

• Robust restitution process - standard
operation
• Benchmarking against national
figures from other CCGs
• CCG to develop process to increase
the options for the care of the elderly
• MOU with Northumberland and
Newcastle for costs
• Financial Management recovery plan
20 developed and in place
• Additional Nurse Assessor has been
recruited to further expedite claims
• Monitoring process in place to report
on progress with claims
• Confirmation received from NHS
England, CCG to receive 50% rebate

• Exception reports
reviewed by Clinical
Executive and Audit
Committee.
• Quarterly reports from
Head of Quality and Patient
Safety to Clinical
Executive.
• Sensitivity analysis
carried out for fast track to
facilitate accurate
forecasting
• Personal Health Budgets
in place
• NECS agreed to provide
accurate weekly
information re Clinical and
Financial information with
cost and care packages
accurately reflected in
trajectories.
• Review by Internal Audit
resulted in significant
assurance.
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• Unable to predict
exact numbers due
to changing
demographics
• Standard contracts
with set costs
• NECS forecast out
turn position
significant overspend
• Ability of NECS to
deliver CCG
requirements.
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4

• Robust assessment process
undertaken by NHCFT and MDT
• Benchmarking against other CCGs
nationally
• Budget forecasts
• Weekly fast track and panel
information received and approved
• Packages >£50K need to be
individually approved by CCG
• Monthly meeting with CHC Lead and
CCG
• Robust decision making process via
20 Panel and LA
• Fortnightly meetings to monitor
activity and cost across all CHC
• Budget set 4% higher than 13/14
• Block beds decommissioned
• Additional challenge in CHC Panels
provided by CCG Head of Quality and
Patient Safety.
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Escalating CHC
Restitution Costs
Insufficient funds.
(NTCCG undertakes
the process for
N'land and NGA)

21/05/2013
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Increase in eligibility
for CHC funding.
Increased financial
pressure due to
increase in numbers
eligible for CHC

• Review older peoples
pathways re my care/my
way - 2nd phase in
progress
• Integrated contracts
with LA out to
procurement.
• Going out to bids with
LA for Domiciliary
Services.
• 6 month transition plan
to be developed.
• NECS informed of
CCG expectations action plan to be
developed to monitor
• CHC policy developed
in conjunction with key
stakeholders, ratification
required by Clinical Exec
and Health and
Wellbeing Board.
• Top ten highest cost
cases being reviewed
• NHS England Area
Team to request CCG
does not transfer any
additional money this
financial year - this is
included in the financial
recovery plan
• Monitoring process for
progress on claims to be
developed.

4

4

16

30/01/2015

4

4

16

08/02/2015
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• Providers 5
year plan does
not incorporate
impact of
Better Care
Fund
• Planned £3
million
contingency
currently
stands £2.2
million.
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ss
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• No agreed process • Report to the Clinical
to share funding Executive
although individual
cases being agreed
without prejudice.
Long term process
needs to be
developed.
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• Balanced budget
• Financial Strategy
• Better Care Fund Plans
• Health and Wellbeing
Board continues to
scrutinise of Strategic Plan
including Better Care Fund.
09/05/2014
• Itemised risk log goes to
the regular meetings of the
BCF Programme Board
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• Sharing of funding for complex cases
being reviewed with LA
• Discussion with Area Team may
result in transitional funding 14/15 only
• Complex Commissioning Group

• Acute activity needs
to reduce to fund
'Better Care Fund'
• Social care and
Commissioned
Services need to be
developed as an
alternative to
hospital.
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• Better Care Fund Programme Board
established to meet with Local
Authority and Local Providers to
discuss further guidance and manage
transition.
• Transfer of funds has been factored
into financial strategy.
20 • Health and Wellbeing Board signed
off initial Better Care Fund submission.

Complex Cases
Significant financial
risk to CCG and risk
to relationship with
Local Authority

28/04/2014 533 Phil Clow
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Better Care Fund
Better Care Fund
pooled budgets to
be in place for
15/16. Risk
regarding the CCG
Alison being required to
02/09/2013 530
Thompson contribute £15.2
million out of
reduction in nonelective admissions
to fund the pooled
budget.

• Chief Finance Officers
to meet to discuss
impact of Better Care
Fund on Financial Plan.
• High level BCF agreed,
Operational details to be
agreed by 31/03/2015

• Development of agreed
process of funding
between CCG and LA
with potential for pooling
budgets
• Accountable Officer
raised concerns to NHS
England over specialised
care costs being picked
up by CCG
• Development of Further
Joint Commissioning
Frameworks required

4

4

4 16

4

16

08/02/2015

08/02/2015
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• 2014/15 Contracts for Acute and
Community, Ambulance and Mental
Health agreed and signed and
reported to Governing Body April 2014
• Urgent Care Working Group
• Monthly contract management
meetings
• Monthly meetings with
Commissioning Managers
• Monthly sub-committee meets to
examine fine detail
• NECS commissioned to provide
16 monthly reports re activity and cost.
• Contracts with AQPs are in place
• Monthly monitoring of Commissioning
budgets taking place with
Northumberland CCG
• Integrated plan developed and in
place to address overall finance/
activity/contract pressures
• Refocused Commissioning Finance
and Performance meeting on
contractual impacts

• Monthly performance
reporting to Governing
Body and Clinical
Executive.
• Monthly reports from
NECS - activity plan and
assumptions.
• Provider variance
analysis.
• Internal Audit review gave
significant assurance
• Report to Governing Body
April 2014
• Deep dive of emergency
admission data
commissioned from NECS

• Some
concerns
regarding the
timeliness and
robustness of
information
being provided
by NECS
• Assurance
required for
metrics for
QIPP projects

ns

ss
A

• Finance position reported
to the Audit Committee and
the Governing Body.
• Council of Practices
steering the planning
process, with assurance to
the Governing Body.
• Meetings between DoF
and Area Team Director of
Finance to continue to
discuss and monitor status.
• Internal Audit review gave
significant assurance
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• Variances to budget reviewed on
• Numbers being
monthly basis with the forecast out turn provided require
deep dive
summaries being updated
• 14 day review meetings with
Northumberland CCG
• QIPP Plan and tracker in place and
monitored through Contract
Commissioning and Performance
meeting
• Robust planning process with clear
prioritisations of schemes
20 • Monthly contract management
meetings
• Recovery plan developed and
implemented
• Refocused finance and performance
meeting, to better understand
contractual impacts.
• 14 Day reviews with Northumberland
CCG to provide assurance re
transactional information.
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Contracted activity
with providers
exceeds planned
levels.
Activity exceeds
funded contract level

01/04/2013
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Insufficient funds for
the delivery of the
Commissioning Plan
which could lead to
the declaration of a
deficit and the issue
of a section 19
notice to the
Secretary of State.

• Metrics to be discussed
at Commissioning
Development meeting
• Timeliness to be in the
new SLA with NECS with
service credits where
applicable.

5

3

15

30/01/2015

4

4

16

30/01/2015

• Review of deep dive to
extract actions required
• Continue to monitor
and discuss situation
with providers
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• Reports to the Council of
Practices, Governing Body
and Clinical Executive.
• Assurance received from
NECS CCG will meet
prescribing QIPP targets.
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• National process
fragmented
• Increase in the cost
of medicine

in

• Medicines Optimisation Plans
• Medicines Optimisation Committee
• Medicines Optimisation Services
purchased from NECS
• Monthly reporting
• Robust QIPP
• Phase 1 of new operating models
being implemented
• Ongoing review and change to more
16
cost effective drugs with no impact on
clinical effectiveness.
• Use of scriptswitch to identify
prescribing of non cost effective drugs

• Commissioning
Development Group
reviews monthly.
• Clinical Executive reviews
plans by exception.
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• Capacity within
organisation to
deliver QIPP savings
• QIPP monitoring
tool not yet
populated.
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4

• QIPP project plans
• QIPP plan monitoring by
Commissioning Development Group
• More accurate data being provided
• Financial recovery plan developed
2014/15
• Practice Activity Scheme launched
and being rolled out across all 4
localities
16
• Capacity review complete and being
implemented
• Primary Care Development Officer in
place
• New QIPP monitoring tool in place
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Increase in either
volume or price of
prescribing over and
above of what is
included in the
commissioning plan

21/05/2013
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Non achievement of
QIPP.
CCG does not
achieve required
level of savings from
resource releasing
initiatives

• Continue to monitor
• Project Management
Office to be established
and CQI tool kit rolled
out in January 2015.
• Populated QIPP
monitoring tool to be
presented at
Commissioning
Development meeting

4

3

12

30/01/2015

4

3

12

30/01/2015

• Consultant in Public
Health Medicine from
NHS England Area
Team to take forward
issues re prescribing of
Lucentis with local
Foundation Trust.

NHS UNCLASSIFIED

Report to: Governing Body
Date: 27 January 2015

Agenda item: 12.3

Title of report: Standards of Business Conduct and Declarations of
Interest Policy
Sponsor and author: Pauline Fox, Head of Governance
Purpose of the report and action required: The Governing Body is requested to
approve a revised ‘Standards of Business Conduct and Declarations of Interest
Policy’
Executive summary:
The CCG CO19 ‘Standards of Business Conduct and Declarations of Interest Policy’
is available on the CCG website – http://northtynesideccg.nhs.uk/wpcontent/uploads/2013/12/CCG-CO19-Standards-of-Business-Conduct-andDeclarations-of-Interest-Policy-v2.pdf
New guidance on the effective management of conflicts of interest was issued by
NHS England on 18 December 2014. That guidance can be accessed on the NHS
England website – http://www.england.nhs.uk/wp-content/uploads/2014/12/manconfl-int-guid-1214.pdf. It particularly relates to CCGs commissioning primary care
services, either under joint commissioning or delegated commissioning
arrangements.
The implications of the revised guidance were considered at the Audit Committee on
16 January 2015.
The CCG Standards of Business Conduct and Declarations of Interest Policy has
been reviewed to reflect this revised national guidance. The revised policy was
considered by the Quality and Safety Committee on 20 January and recommended to
the Governing Body for approval. The revised policy is 42 pages; a copy of the full
document is available on request. The approved policy will be posted on the CCG
website.

Recommendation
The Governing Body is asked to note that the Quality and Safety Committee has
overseen the review of the policy and to approve the revised policy.
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NHS UNCLASSIFIED

Report to: Governing Body
Date: 27 January 2015

Agenda item: 13.1

Title of report: North Tyneside Safeguarding Children Board Annual Report
Sponsor: Lesley Young-Murphy, Executive Director of Nursing and Transformation
Purpose of the report and action required: This report is to report progress and
invite comment. Members are asked to receive the report and note
Executive summary:
Local Authorities are required to establish a Local Safeguarding Children Board
(LSCB) under Section 13 of the Children Act 2004. The Children Act identifies
specific organisations and individuals who should be represented on the LSCB which
includes (but is not limited to): the Local Authority, the police, Probation, Youth
Justice, Health organisations, CAFCASS
The North Tyneside Local Safeguarding Children Board (NTLSCB) has prepared
and published the 2013/14 annual report which details a review of key achievements
of the Board as well as a review of the membership, sub-groups of the Board, the
role of the Chair and the Boards relationships with partners.
The report also identifies the progress made and next steps on a range of areas,
including;
• Partnership working;
• Policies, procedures and protocols;
• Working together standards, including the results of an audit undertaken by
partners;
• A review of professionals interactions with families;
• Multi agency training and learning events;
• The number of referrals to the Local Authority Designated Officer (LADO);
• New support arrangements for families and children; and
• Results from a consultation exercise with children and young people.
The report also highlights that for the first time all 29 GP practices completed a S.11
audit with the help of the Named GP and NHS England, the results have assisted
practices to understand the gaps in their services for children and young people.
The report in full has been considered by the Quality and Safety Committee and can
be accessed on the LSCB
website: http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=5578
62

The committee is asked to note the report for information.
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